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IMECE COUNSELLING SERVICE CLIENT REFERRAL FORM
	Date of referral
	
	Ref No:   
	(IMECE use only)

	Name:
	
	DOB:  
	Age:

	Nationality: 
	
	Ethnicity:   
	Religion:

	Address:
	
	Post Code: 
	Borough:

	Relationship/living status:
	Single □           Married □        Separated □           Divorced □
Civil Partnership □     Islamic marriage □

	Immigration Status:
	

	Is it safe to send letters?
	YES/NO

	Home Tel No:
	 Is it safe to call?  YES/NO      

	Mobile No:
	 Is it safe to call text or leave voicemail? YES/NO

	Email Address:
	


	REFERRER’S DETAILS
	

	Referral Agency:
	

	Contact Name:
	

	Position:
	

	Address:
	

	Telephone Number:
	

	Email:
	

	How long has this client been with your service?
	

	Has client given consent for the referral?
	YES / NO

	Are you aware of any risks (either to self or staff) associated with this client?
If yes, please provide details.
	

	Does the client have any physical health problems? If yes, please provide details.
	

	Does the client have any mental health problems? If yes, please provide details.
	

	Does the client at risk in terms of suicide or self harm? If yes, please provide details.
	

	Type of domestic violence/abuse experienced:

	tick all that apply
□Physical        □Emotional     □Sexual 

□Financial      □FGM

□Forced Marriage     □Honour Based Violence 




	Presenting Issues/Areas of Concern: Please describe the main issues relating to the domestic violence and abuse: including history of domestic violence: (please provide as much details as you can about the nature of the violence, when it occurred, over how long a period. 

	

	Current psychological problems:

	

	What are the Client’s expectations?


	Do you have children?    Yes/No                   Are you pregnant?    Yes/No



	Child(ren)/Dependents
Name(s):
	DOB:


	Age:


	M/F:


	Ethnicity:



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Are there any child protection concerns? YES/NO

Social Worker name and contact details:



	Please note we cannot allow children into sessions.

	Registered Vulnerable Adult? YES/NO

	GP address:

	

	Has Client given consent for IMECE to contact GP?

YES □

NO □



	Reasons for this referral:

 Assessment □                     Counselling  □            Therapeutic Group work □

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




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


	Times available in the week to see counsellor:   

	Client’s Signature:
                                                Date:

Referrer’s Signature:  
                                  Date: 



Please return this form to:
counselling@imece.org.uk
or sent to IMECE Women’s Centre Counselling Service 2 Newington Green Road London N1 4RX

Once we receive the referral we will contact the client
within 15 working days to arrange an initial assessment appointment.
