Ref. No: ________                           Date Rec: ___________
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Trauma Services Referral Form
................................................................................................................
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All information will be kept confidential
SELF REFERRAL                                                   REFERRAL AGENT            
Name/s: ________________________                  Name/s: ______________________

Address: _______________________                   Org. Address: __________________

_______________________________                  ______________________________ 
[image: image2]
_______________________________                 _______________________________

DOB: __________________________                  

Can we use this address to send 

Trauma Services information: 


Yes    

No
Telephone/ email where appropriate

leave a message:    




Yes        
No   

                                                                                                                                                 Home: _________________________               Work: __________________________         
Work: _________________________                Mob:   __________________________
Mob: __________________________                Email: __________________________
Email: _________________________                        
What support are you asking Trauma Services for?
What other services do you/your client currently receive, and what support do they offer?


Have you experienced:
Sexual abuse in your childhood
 Yes         No         Unsure 




Adult sexual abuse


Yes         No          Unsure 








Mental Health Issues 

Yes         No          Unsure


e.g. Depression, Anxiety
How did you hear of Health in Mind: Trauma Services? 

Web/online        Leaflets       Support Services     Friends       other ___________________            

                                                                                                                 (Please state)


Office use:
Date received: ________________________       Received by:__________________________ 



 (print name)




Office use: Outcome summary





Please complete and return 


this form to:





Health in Mind


Trauma Services


40 Shandwick Place


Edinburgh, EH2 4RT.











