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REFERRAL FORM
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Date of referral: ___________________
Referral for:  
 Adult
 Family
 Couple 

INFORMATION ABOUT THE CLIENT

Family name: ____________________________________
Title: _______________

First names:
____________________________________
Sex:   Male     Female 
Date of birth: 







Nationality: ________________________

Ethnic identity: ________________________
 

Need for interpreter:
 YES
Language(s)  __________________________________________



 NO


Did you interview the client with an interpreter? YES / NO / NOT NEEDED / WITH A FRIEND

Current address :
Or, where should appointment be sent? 

(e.g. solicitor, by phone, etc.)
Telephone number: 




Family: Please give details of family of the client 

Has the client been granted asylum yet?
YES 

NO 
Please give stage of asylum process, if known:

Date of arrival in the UK:

INFORMATION ABOUT THE REFERRAL AND REFERRER

Details of Referrer: (Name, Organisation, address, e-mail and best contact number – we may need to discuss the referral with you)


Legal representative (name, address) 

     GP or equivalent (name, address):


Telephone number: 




     Telephone number:


CLINICAL INFORMATION ABOUT THE CLIENT

Client’s history of torture/persecution: (please provide as much details as you can about the nature of the torture, when it occurred, over how long a period. This information will help us process this referral quickly and appropriately)

Current medical and psychological problems associated with torture: (this information may help us decide how we can best help the client)

Practical Problems: Does the client have any of the following problems? Please tick and give details.
Housing

YES 

NO 

Details:

Dispersal problem
YES 

NO 
Finance/Benefits
YES 

NO 
Asylum Status
YES 

NO 
Family Reunion
YES 

NO 
Reasons for this referral: Can you please let us know in what way you think we can help the client, or what you would like us to do for the client? Please tick and give details.

 Assessment

 Treatment/Therapeutic intervention

 Social /casework help
 Medico-legal Report

Other agencies involved: What other agencies already work with the client (e.g. Community Mental Health Team, Refugee Community Organisation), and what are they doing? Please give contact details if available.

Other Referrals: Has the client been referred elsewhere, if so, where?

Any other information: Is there anything else you think we should know about the client?

Return form to: Michelle Mason, Medical Foundation North East,  The Alan Smithson Rooms, 2nd Floor, City House, 1-3 City Road, Newcastle Upon Tyne NE1 2AF

For Medical Foundation use:

Outcome of Referral Panel –
 Accepted

 Refused

 Refused, but referred elsewhere

Reasons refused – 
 Client does not meet MF criteria
 Client meets MF criteria but cannot be prioritised due to current demand


 Receiving NHS care already
 Client in need of more generic/specialist NHS care (e.g. GP/A&E/CMHT)

 Geographically impractical
 Reasons for referral unrealistic/ inappropriate
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