
 

 
 
REFERRAL FORM 
 
CONFIDENTIAL     To be completed by PHCT 
 
Client Details 
 

 
 
Name ………………………………………………… Title ………………………….. 
 
Address ………………………………………………………………………………… 
 
………………………………………………………………………………………….. 
 
………………………………………………….. Post Code …………………………. 
 
Date of Birth ……/……/……        Contact Number ………………………………….. 
 
Email ………………………………………………………………………………….. 
 
 
Ethnic Origin …………………………………………………………………………. 
 
Communication Method           Sign Language    �     Deaf/Blind Manual   � 
 
 Lip Reader      �     Speech     �     Other  �    Details …………………………………………… 
 

 
Referral Issue 
 

Please Give Details 
…………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………… 
 
Use separate sheet for additional information if required… 

 
Current Medication 
 

 
…………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………….PTO 
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Other Professional Involvement e.g.:  CPN/ Psychiatrist/ Health Visitor. 
 
……………………………………………………………………………………………………………. 
 
……………………………………………………………………………………………………………. 
 
……………………………………………………………………………………………………………. 

 
 

 
Previous Psychological Interventions 
 
……………………………………………………………………………………………………………. 
 
……………………………………………………………………………………………………………. 
 
……………………………………………………………………………………………………………. 

 
PCT Contact Details 
 

 
 
Name ………………………………………     
 
Position ………………………………………………... 
 
Address …………………………………………………………………………………………………. 
 
…………………………………………………………………………………………………………… 
 
……………………………………………………………  Post Code ………………………………… 
 
Contact Number …………………………………………  
 
Email ……………………………………… 

 
 
Surgery Details 

 
 
Referring GP ………………………………………………………………   
  
Address …………………………………………………………………..…………………………..                             
 
…………………………………………………………………………………………………………. 
 
…………………………………………………………….. Post Code …………………………….. 
 
Signature …………………………………………………. 
 
GP Name Print ……………………………………………               Date …………………...…….                
 
Contact Number ……………………   Email …………………………………………………….... 
 
Patient NHS Number ……………………………………. 
 

 
Please Return to:-   SignHealth   
                                5 Baring Road 

      Beaconsfield 
      Bucks  HP9  2NB 

                                
Email                      therapy@signhealth.org.uk 
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