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REFERRAL FORM

	For Insight Counselling Office Use Only.

URGENT: YES   /   NO

ONE TO ONE   /   ANXIETY GROUP   /   ANGER GROUP

TYPE OF COUNSELLOR: __________________________



CONFIDENTIAL

Referrer’s Contact Details 
Name of Agency_____________________________________
Contact Person______________________________________
Date of Referral__________________

Address_______________________________________  
              _______________________________________  
Telephone_____________________ 
Client Details
Mr / Mrs / Miss / Ms / Other_____________________________
Name__________________________________________
Address________________________________________
              _______________________________________
Postcode___________________ 


(O.K. to write
 YES/NO)
Date of Birth _____________________________
Telephone number_________________________    
(O.K. to phone / leave message on Ans. Phone YES/NO)

Mobile number____________________________
(O.K. to send Text   YES/NO)

Email address ____________________________ 
(O.K. to contact via e-mail for an appointment    YES/NO)

GP / Doctor’s Name____________________________________________
Address / Surgery _____________________________________________

Telephone number __________________________
Questions to be answered by client:

What is your availability for an appointment? Please tick the boxes on the days and times you are available to attend 
	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	MORNING
	
	
	
	
	

	AFTERNOON
	
	
	
	
	

	EVENING
	
	
	
	
	No counselling


Do you have any mobility or access problem. YES/NO 

If yes please indicate_____________________________________________
Would you be interested in:

Group counselling for anger   
YES / NO

Group counselling for anxiety 
YES / NO

One to one 


YES / NO  

(please note that the waiting list for one to one appointments is considerably longer than for group counselling)
To be completed by referrer. (Please ensure this is written clearly to avoid the referral form being returned) 
Presenting problems and other relevant information:
Does this client work for the NHS?
YES/NO

Is the client a person that has been bereaved by suicide?     YES  /  NO

Referrer’s Signature_____________________________ 
Please return to:
DUNDEE OFFICE


ARBROATH OFFICE

Insight Counselling

Insight Counselling
10 Constitution Road

125 High Street
Dundee



Arbroath 
DD1 1LL



DD11 1DP


Tel: 01382 305720

Tel: 01241 871140
Fax: 01382 305719
Insight Counselling


Number Ten


10 Constitution Road


Dundee


DD1 1LL


Tel: 01382 305720
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