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Counselling - Referral Form
 

Date: __/__/____

Referrer Information

Name: _________________________________________________________________

Professional Title: ________________________________________________________

Organisation: ____________________________________________________________

Contact Information

Phone: _________________________________________________________________

Email: __________________________________________________________________

Client Information

Full Name: ______________________________________________________________

Date of Birth: ____________________________________________________________

Contact Information

Phone: _________________________________________________________________

Address: ________________________________________________________________

Reason for Referral

Please provide a brief description of the client's issue(s) and the reason for referral:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Preferred Therapist (if any): _________________________________________________

Additional Comments or Information

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Signature of Referrer: ______________________________________________________
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