COUNSELLING REFERRAL FOR

MOTHER TONGUE 

Client’s Surname:  ................….........................… First Names:  …...…...............................…………

Date of Birth:  ...…………………………….…   Gender: F   [   ]    M   [   ]    

Address & Post Code:
……………………………………………….……………………………………….……….………….

…………………………………………………………………………………………………………………….………………………

GP Name & Address:……………………………………………………………………………………………………………….

Telephone Numbers: Daytime  …………………..……………….      Evening  ………..……………………………..

Any confidentiality issues around contact: ………………………………………………………………………………..

Reason for Referral – please tick all applicable: Client’s Perception (C) Referrer’s Perception(R)

Cultural/Social integration (  ) Depression   [   ]
Anxiety   [   ]
Relationships   [   ]
Bereavement
   [   ]
Temporary crisis   [   ]

Loss   [   ]
Physical illness   [   ]

Stress   [   ]

Work problems   [   ]

Other: please specify: ……………………………………………………………….……………………………………………

Other agencies: Has client been involved with any Mental Health resource over the past 18 months?

Yes  [   ]   No   [   ]  If yes, which? ………………………………..……………………………………………………….

Any language needs…………………………………………………………………………………………………………….

Any support needs eg. Childcare, interpreter, support/befriending………………………………………………

Marital status eg single, married widowed, separated, divorced……………………………………………………

Ethnicity of client? ……………………………………………………………………………..

How did you/client hear of Mother Tongue?……………………………………………………………………………..

Any other comments: ……………………………………………………………………………….…………………………..

…………………………………………………………………………………………………………………………………………..

Referrer’s role in relation to client (eg. GP, Friend, Clinical Psychologist etc.):  ……………….…………… Name…………………………….Contact telephone ………………… Date of referral:……………

Address………………………………………………………………………………………………………………………………….
Please complete and return to : Beverley Costa,Mother Tongue multi ethnic counselling, PO Box 2409 , Reading RG1 1ZQ. Tel: 01189 576393 Fax: 01183 234575
