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	Nature of Concern: 

	Current or past domestic violence or abuse
	 Yes                                  No

	Trauma
	 Yes                                  No

	Mental Health Issues i.e. anxiety, depression, paranoia
	 Yes                                  No

	Homelessness/ Housing issues/ temp. accommodation
	 Yes                                  No

	Offending history 
	 Yes                                  No

	Self-harm and/or suicide attempt *we can only accept client if 3 months since suicide attempt have past 
	 Yes                                  No

	Past problematic substance use
	 Yes                                  No

	Currently using drugs or alcohol
	 Yes                                  No
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The Jasmine Project


Counselling & Group Support for Women





CONFIDENTIAL   -     REFERRAL FORM





EACH Counselling and Support 


Email: � HYPERLINK "mailto:jasmine@eachcounselling.org.uk" �jasmine@eachcounselling.org.uk�    Tel: 020 8577 6059











Self-Referral: 		Yes �    			No �





Referrer’s Details:				 Date of referral:


							


Contact Name:					Tel. No.: 





Is the client aware of this referral?		 Yes   (  No (





Is the client 18+ ?     Yes/No                               





Client’s Details:





Name:						  DOB: 





Address:	           			








Tel. No:                                                       (Is it safe to leave a message?) Yes/No





Borough of residence: 


Ealing residents only please (for other boroughs, call our head office for info)





Ethnic Origin:	                                 Religion:	





Disability/special needs:





Language preferred:  





                








Doctor’s Details: 


Name:								Tel. No:





Address: 





				 








Reason for Referral:


Brief points on client’s needs 





List any medical history and current medication that is relevant:





What other agencies/professionals are involved (currently or previously) with the client?








Social Services			    �		   CMHT			�


Psychiatric Services                          �                 Child & Family Services	�


Homeless Persons/Housing	    �		   Probation Services	�


Victim Support			    �                  VAWG Agency                �





Other ? (please specify) __________________________________________





Do you have the client’s consent to refer and provide the above details?





Yes		�		No	�





Please note that we cannot support a client if they have attempted suicide within the last 3 months. 





The information provided in this form is confidential to EACH and _______________


                                                                                                            (your agency)





Signature:_____________________________		Date:______________________





Print Name:____________________________     





How did you hear about this service?








To enable us to comply with our Risk Assessment Policy please provide all the details requested on this form, otherwise we will be unable to assess the client. EACH will endeavour to contact the client and will inform you of the outcome.





EACH Counselling & Support


Vine House, 1&2 Factory Yard, Hanwell W7 3UG


Tel: 020 8577 6059


Email: jasmine@eachcounselling.org.uk








Revised Nov. 2021

 – Version 2.2

2

