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Cl Ref:

Sleep
Support

Counsellor:

Project.. Date:

Referral Form

Referrals can only be accepted and processed if the person being referred has given their consent to
the referral. Please email referral form to sleepprojectmanchester@gmail.com

Details of person being referred

Name:

D.O.B:

Mobile: Home Tel.:

VM consent: Yes / No SMS consent: | Yes/ No

Email:

Address:

Preferred method
of communication:

Registered GP:

GP Tel:

GP Address:

Accessibility information

Accessibility requirements:

Language requirements:

Other requirements:

Reason for referral:




Current Medications:

Alcohol use:

Recreational drug use:

Risk (if applicable)

Any known risk issues:

Any current or recent thoughts of suicide or
harming self (within last 2 years):

Any previous attempts of suicide or harming
self:

Other services involved (e.g. Psychiatrists,
social workers, support workers):

Support worker info (if applicable):

Referrer details

Referred by:

Role:

Contact details:

Organisation / GP Surgery:

Consent (to be gained from the person being referred):

Has the person being referred given their Yes / No
direct consent to the referral?
Is the person being referred okay to be Yes / No

contacted via their preferred choice of
communication?

Is the person being referred okay with their Yes / No
information being passed to us via this
referral?

Signed consent:

Date:




