	REFERRAL FORM

	[image: thumbnail_image]SMALL STEPS PROJECT


Self-Referral:   Yes [image: ]                             No [image: ]    
	Referrer’s Details:

Name: ______________________

Referring Organisation: ____________

Date of Referral: ________________ 

	
Telephone:

	Client’s Details:


	Name:
	Date of Birth:

	Address:

	Telephone:
Email Address:

	Mental Health condition (if relevant):
	Disabilities/Special requirements:  


	Priority of case: 
[image: ]Low
[image: ]Medium 
[image: ]High 
	Language Preferred:  

	Type of support that client will find of benefit?
	  Are there any other agencies involved with the client?

	· Counselling
· Community connections and activities 
· Mental health awareness
· Referral & Signposting to access Mental Health services
· Support into work
· English Classes
· Other
	· Social services 
· Probation 
· Police
· Psychiatric Services 
· Homeless/Housing
· Domestic Abuse Services
· Other (please state)
· ____________________________



Do you have the client’s consent to refer?
 Yes                   [image: ]                                            No                         [image: ]
Reason for referral and any other relevant background information 



Print Name__________________                 Date: ___________________________
Signature: ________________________	
At Ilays we aim to get the referral through as soon as possible.  We will contact the individual referred directly and inform you of the outcome.   However, in the meantime for risk assessment purposes please let us know if there is anything else we need to be aware of.
ILAYS
38 Bensington Court, New Road, Bedfont, Feltham, TW14 8HX 
Tel: 020 8890 5385    Mobile: 07392090606 Email: ilays@hotmail.co.uk
The Information Provided in this form is confidential to ILAYS and your agency.
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