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Please consult with person before making referral.  We endeavour to 
follow up referrals at the earliest opportunity within 3 weeks.

	Name:
	     
	Ex-User:
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Address:
	     
     

	Post Code:
	     

	Tel:
	     
	Mobile:
	     

	Email:
	     

	How to contact:
	Phone
	 FORMCHECKBOX 

	Message
	 FORMCHECKBOX 

	Post
	 FORMCHECKBOX 

	Email
	 FORMCHECKBOX 



SAHELIYA   REFERRAL   FORM

	Ethnicity:
	     
	Religion:
	     
	Nationality:
	     

	Language:
	     
	D.O.B.:
	     


	Available Support:
	None
	 FORMCHECKBOX 

	Parents/ Family/ Sibling
	 FORMCHECKBOX 

	Husband
	 FORMCHECKBOX 

	Friend
	 FORMCHECKBOX 



	Name of Children:
	     
	D.O.B
	     
	Crèche required for: 
	     

	
	     
	
	     
	
	

	
	     
	
	     
	
	

	
	     
	
	     
	
	


	Occupational Status:
	Student:
	Part-Time
	 FORMCHECKBOX 

	Full-Time
	 FORMCHECKBOX 

	School:
	Primary
	 FORMCHECKBOX 

	secondary
	 FORMCHECKBOX 


	Employed:
	Part-Time
	 FORMCHECKBOX 

	Full-Time
	 FORMCHECKBOX 

	
	Current Occupation:
	     

	Unemployed:
	 FORMCHECKBOX 

	Looking For Work
	 FORMCHECKBOX 

	Homemaker
	 FORMCHECKBOX 

	Former Occupation:
	     


	Availability
	MON
	AM
	 FORMCHECKBOX 


	PM
	 FORMCHECKBOX 

	TUE
	AM
	 FORMCHECKBOX 

	PM
	 FORMCHECKBOX 

	WED
	AM
	 FORMCHECKBOX 

	PM
	 FORMCHECKBOX 

	

	
	THU
	AM
	 FORMCHECKBOX 

	PM
	 FORMCHECKBOX 

	FRI
	AM
	 FORMCHECKBOX 

	PM
	 FORMCHECKBOX 

	
	


	Emergency Contact/ Next of Kin:

	Name:
	     
	Tel:
	     
	Relationship:
	     


	GP Detail
	Tel:
	     
	Medication
	     

	Name:
	     
	
	

	Address:
	     
	
	


	Recommendation
	 FORMCHECKBOX 

	Referral
	 FORMCHECKBOX 

	

	Made By:
	     
	Relationship:


	     


	Address:
	     

	Tel:
	     

	Consider For:
	Counselling
	 FORMCHECKBOX 

	 One-To-One Support
	 FORMCHECKBOX 

	Befriending
	 FORMCHECKBOX 

	School Work
	 FORMCHECKBOX 


	
	Complementary Therapies
	 FORMCHECKBOX 

	Young Saheliya
	 FORMCHECKBOX 

	Group Support
	 FORMCHECKBOX 


	Request:
	Home Visit
	 FORMCHECKBOX 

	Hospital Visit
	 FORMCHECKBOX 



	Other Organisations Involved: (e.g. Shakti, Social Work, Shelter)

	     


	DATE:
	     
	(Please make additional notes on page 2, if necessary)

	RETURN FORM TO:  125 McDonald Road, EH7 4NW
                                 Email: info@saheliya.co.uk  /  Tel: 0131-556-9302 / Fax: 0131-476-8429


	ADDITIONAL NOTES:
Any Identified Risks:

 FORMCHECKBOX 
 Yes    Action Recommended/Taken

 FORMCHECKBOX 
 No



FOR STAFF USE ONLY:

	PRESENTING ISSUES:

	ABUSE
	 FORMCHECKBOX 

	DRUGS
	 FORMCHECKBOX 

	PHOBIAS
	 FORMCHECKBOX 


	ADVOCACY
	 FORMCHECKBOX 

	DOMESTIC VIOLENCE
	 FORMCHECKBOX 

	POSTNATAL DEPRESSION
	 FORMCHECKBOX 


	ALCOHOL
	 FORMCHECKBOX 

	EATING DISORDER
	 FORMCHECKBOX 

	PRACTICAL SUPPORT
	 FORMCHECKBOX 


	ASYLUM SEEKER
	 FORMCHECKBOX 

	FEMALE GENITAL MUTILATION
	 FORMCHECKBOX 

	RACISM
	 FORMCHECKBOX 


	BEREAVEMENT
	 FORMCHECKBOX 

	FINANCIAL PROBLEM
	 FORMCHECKBOX 

	REFUGEE
	 FORMCHECKBOX 


	BULLYING
	 FORMCHECKBOX 

	FORCED MARRIAGE
	 FORMCHECKBOX 

	RELATION with OTHERS
	 FORMCHECKBOX 


	CARER ISSUES
	 FORMCHECKBOX 

	GAMBLING
	 FORMCHECKBOX 

	SEPARATION/ DIVORCE
	 FORMCHECKBOX 


	CHILDREN HAVING PROBLEM
	 FORMCHECKBOX 

	HEALTH ISSUES
	 FORMCHECKBOX 

	SELF HARM
	 FORMCHECKBOX 


	CONCERN about 
FAMILY/ RELATIVE
	 FORMCHECKBOX 

	ISOLATION
	 FORMCHECKBOX 

	STRESS/ ANXIETY
	 FORMCHECKBOX 


	CRISIS
	 FORMCHECKBOX 

	LANGUAGE SUPPORT NEEDED
	 FORMCHECKBOX 

	SUICIDE
	 FORMCHECKBOX 


	DEPRESSION
	 FORMCHECKBOX 

	MENTAL ILLNESS
	 FORMCHECKBOX 

	OTHERS
	 FORMCHECKBOX 



	CONSENT: 
I have explained to the Referred Person about Saheliya’s Confidentiality and Record-keeping


policies and she acknowledges this by signing below/ I initial on her behalf in her presence.

	




	




	

	(Referred Person)
	(Saheliya Staff)
	(Date)


OFFICE USE ONLY


Date:			


Staff: 			


Client ID: 		
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