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COUNSELLING REFERRAL FORM
	Name: 
	

	Date of Birth: 
	

	Phone number: 
	

	Email: 
	

	

	Type of counselling required (tick as appropriate) 

	Implications – donor recipient  
	
	

	Implications – donor 
	
	

	Support / therapeutic – couple 
	
	

	Support / therapeutic – individual 
	
	

	

	Are you already in receipt of counselling, therapy or any other mental health intervention? If so, please give details  

	




	Any access requirements, such as the need for remote sessions  

	


	Availability for counselling appointments (tick as appropriate) 

	

	
	8.30am 
	9.30am
	10.30am
	11.30am 
	12.30pm 

	Monday
	
	
	
	
	

	Thursday 
	
	
	
	
	

	Friday
	
	
	
	
	

	

	Any additional information 
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