
Page 1 of 2 

UK Registered Charity No. 1081726 
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To be completed by the referring doctor or designated health professional 

PATIENTS/CLIENTS DETAILS 

First Name    ...................................       Last Name    .......................................... 

Address................................................................................................................. 

NHS Number    ........................................       Age.....................       Gender   ......................  

Contact details Home/Mobile phone................................................................... 

Has consent been gained from parent/guardian if under 18 years old?     Y / N 

Parent/guardian name......................................................................................................... 

Parent/guardian contact no...................................................................................................... 

Referral includes Partner      Y / N         Referral includes Family members      Y / N 

Relevant History/Medical/Mental Health background 

............................................................................................................................................ 

............................................................................................................................................. 

Please choose what you would like to refer for 

Abuse ..............................    Anger Management............         Bereavement.......................                    

 

Bullying.............................    Eating Disorders...................        Family dynamics................... 

 

Identity issues..................     Isolation................................       Relationship Issues................                 

 

Sexual Problems..............      Sexual Trauma.......................      Work Issues........................... 

 

Depression……………………       Keep safe ..............................       Other………...........………………          

 

Treatment Plan   please tick                        

................A)     Individual Therapy 

................B)     Family Therapy 

................C)    Couple Therapy 

 

 

Referral Form 
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Funding         

Private individual................................................................................................................... 

Organisation........................................................................................................................... 

Other....................................................................................................................................... 

If applicable: 

Purchase Order Number for Consultation/Assessment fee: ..................................................... 

Referrer Details 

Name.......................................        Practice............................................ 

Profession.................................        Date................................................ 

Contact number....................................................................................... 

On completion please either scan and email to admin@oneinfour.org.uk, post to our South East branch at 219 Bromley 

Road, Bellingham, London, SE6 2PG, or pass to client to bring to initial consultation. 

To make your appointment telephone 020 8697 2112 or e-mail admin@oneinfour.org.uk 


