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Art Therapy Service Referral Form
	Information about the client
	Date of Referral:



	Name:
	Address:



	Date of birth:
	Contact Tel: 

Mobile:

	Medical  conditions/allergies:


	Parents/guardians names and any additional contact details:

(Please indicate any preferences for contact)

	Reasons for referral:  

Has the client been informed of this referral?   Yes[ ]   No[ ] 

	Where would the client attend the sessions? (home visits not available):

Twelve’s Company [ ]

Other [ ] please state (school, family centre…)………………. …………………………….

	Other agencies working with this individual include any contact details:



	Any other relevant information/ risk to self or others:




	Information about the referrer 
	Referring Agency (include address):

If you are a parent or guardian please tick box 
[ ]

	Name:


	Job title:

(N/A if parent or guardian)

	Contact Tel: 

Mobile:
	Email:

	Please indicate how long you would normally have to wait for this type of specialist help: 


	----------------------------------------  (Please Specify)

No other service available [  ] (Tick if applicable) 

	Please give the reason(s) why you 

have chosen our service?
	


Please note that if the young person is 16 or below sessions cannot commence without the permission form being be signed. Please also note that we actively participate in evaluation and monitoring. 

Please return this form to: Art Therapy Service, Twelves Company, Metropolitan House, The Millfields, PLYMOUTH, PL1 3JB. Tel: 08458 12 12 12 - www.sarcplymouth.co.uk Email admin@twelvescompany.co.uk 

