Counselling Referral Form
Introduction

Please complete this referral form as fully as possible. The information provided will help to assess your needs and ensure appropriate support.

Confidentiality Statement
All information is kept confidential in accordance with professional ethical guidelines. Confidentiality may only be breached where there is a legal obligation or a duty of care, such as risk of harm.

1. Referral Type

(Please tick one)
☐ Self-referral
☐ GP referral
☐ Agency / Charity referral
☐ Employer / EAP referral

2. Type of Counselling Required

(Please tick all that apply)
☐ Individual counselling
☐ Couples counselling
☐ Employee Assistance Programme (EAP)

3. Client Details

Full Name: __________________________________________

Date of Birth: ________________________________________

Phone Number: ______________________________________

Email Address: _______________________________________

Address:

4. Couples Counselling (if applicable)

Partner Full Name: ____________________________________

Partner Date of Birth: _________________________________

Partner Phone Number: ________________________________

Partner Email Address: ________________________________

5. Referrer Details (if applicable)

Referrer Name: _______________________________________

Organisation: _________________________________________

Role: _______________________________________________

Contact Details:

Has the client consented to this referral?
☐ Yes ☐ No

6. EAP Information (if applicable)

Employer Name: ______________________________________

Authorisation / Reference Number: _____________________

Number of Sessions Approved: _________________________

HR / EAP Contact Details:

7. Presenting Concerns

Brief description of current difficulties:

How long have these issues been present?

What are you hoping to gain from counselling?

8. Risk & Safeguarding

Are any of the following present? (Please tick all that apply)
☐ Suicidal thoughts
☐ Self-harm
☐ Risk to others
☐ Domestic abuse concerns
☐ None

Additional details (if applicable):

Is the client currently safe?
☐ Yes ☐ No

9. Mental & Physical Health

Have you previously accessed counselling or therapy?
☐ Yes ☐ No

Current diagnoses (if any):

Medication (if any):

GP Name & Surgery (optional):

10. Availability & Preferences

Preferred days/times:

Preferred format:
 ☐ Online ☐ Telephone

11. Practical Information

Are you able to pay private fees?
☐ Yes ☐ No ☐ Not applicable

For EAP clients: Do you understand session limits?
☐ Yes ☐ No

How did you hear about this service?

12. Emergency Contact (Will only be contacted in an emergency).

Name: _______________________________________________

Relationship: ________________________________________

Contact Number: _____________________________________

13. Consent

Please confirm the following:

☐ I confirm the information provided is accurate
☐ I consent to my data being stored and used for counselling services
☐ I understand this form does not guarantee immediate support

Signature

Name: _______________________________________________

Signature: ___________________________________________

Date: _______________________________________________

Important Information

If you are in immediate distress or crisis, please contact your GP, call NHS 111, or attend your nearest A&E department.


