[image: image2.emf]               


Request for Young Saheliya Services
	Name:
	
	
	
	
	
	

	Address:
	

	Post Code:
	

	Tel:
	
	Mobile:
	

	Email:
	

	How to contact:
	Phone
	
	Message
	
	Post
	
	Email
	



	Ethnicity:
	
	Religion:
	
	Nationality:
	

	Language:
	
	D.O.B.:
	

	Are parents/carer aware of Request for Service?              Yes                         No

(Consent required for under 12 years only)

	Household members:


	Health problem or disability:

	GP Name:

Surgery:


	School / College/University:

	Self-Referral:                 Yes         No

Has the young person accessed psychological services before?         Yes      No

Date last seen:


	Professional Referral :
Name:

Agency:

Contact telephone:



	Names of key workers involved with the young person:

· Education(Student Support, EWO) : 

· Social Worker 

· Health (CAMHS, school nurse, Clinic) :

· Youth Agency :

· Emergency Contact: 
Has the concern been shared with anyone else?



	Professional Referrals: Please tick relevant box (es) on 'Wellbeing Wheel' and use these headings to record the details below.  If appropriate include strategies to address the issue and/or any actions taken. Please also summarise any previous concerns.
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Self-Referrals : please tell us why you would like to access Saheliya services  
Office use only : Presenting issues
ABUSE


FEMALE GENITAL MUTILATION

REFUGEE

ADDICTION

FINANCIAL PROBLEM 

RELATIONSHIP 

ASYLUM SEEKER

FORCED MARRIAGE

SCHOOL/ACADEMIC

BEREAVEMENT/LOSS

HEALTH 

SEPARATION/DIVORCE

BULLYING

IDENTITY

SELF ESTEEM

CARER ISSUES

ISOLATION

SELF HARM

CONCERNS ABT RELATIVES 

LANGUAGE SUPPORT NEEDED

STRESS/ANXIETY

CRISIS

MENTAL ILLNESS

SUICIDE

DEPRESSION

PHOBIAS

TRAUMA

DOMESTIC VIOLENCE

PRACTICAL SUPPORT

OTHERS 

EATING DISORDER

RACISM/DISCRIMINATION

RISK OF



	    Consider For :
     Counselling                          School Work                        Befriending                        One to One support      
     Complementary Therapies                                  Group Support                                Young Saheliya Group      


	Consent: I have explained to the Referred Person about Saheliya’s Confidentiality and Record-Keeping policies and she acknowledged this by signing below / I initial on her behalf in her presence. 

Referred Person:                                    Saheliya Staff :                                             Date:




OFFICE USE ONLY


Date: 			___


Staff: 			___


Client ID: 		___











