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Referral Details
	Question
	Response

	Date of Referral:
	

	Referral Made By:
	☐ Self ☐ Parent/Carer ☐ Professional (Please specify: ____________)

	Name of Referrer:
	

	Relationship to Person Being Referred:
	

	Contact Number:
	

	Email Address:
	



Personal Information
	Question
	Response

	Full Name of Person Being Referred:
	

	Date of Birth:
	

	Gender:
	

	Address:
	

	Preferred Language:
	

	Is an interpreter required?
	☐ Yes ☐ No

	GP Name and Practice:
	

	Contact Number (if different from above):
	



Reason for Referral
Please outline the main concerns or reasons for referral.
(e.g., difficulties with emotions, communication, education, social relationships, daily activities, etc.)

	














Educational Details (If applicable)
	Question
	Response

	Is the person currently in education?
	☐ Yes ☐ No

	Name of School / Educational Setting:
	

	Year/Grade:
	

	Key Contact (SENCo, Headteacher etc.):
	

	Is there an EHCP (Education, Health and Care Plan)?
	☐ Yes ☐ No

	Attendance Issues?
	☐ Yes ☐ No ☐ Not known

	Additional Support Received at School:
	





Areas of Need
Please indicate areas of concern and provide details.
	Area
	Concerned?
	Details

	Social
	☐ Yes ☐ No
	


	Emotional
	☐ Yes ☐ No
	


	Communication
	☐ Yes ☐ No
	


	Educational
	☐ Yes ☐ No
	


	Functional (Daily living skills, routines, productivity, self-care. leisure)
	☐ Yes ☐ No
	




Current & Past Services
Please list any services currently or previously involved (e.g., CAMHS, SALT, OT, Social Services, Educational Psychologist).
	Service
	Involved Now?
	Past Involvement?
	Approx. Dates
	What Worked / Didn’t Work?

	
	☐ Yes ☐ No
	☐ Yes ☐ No
	
	


	
	☐ Yes ☐ No
	☐ Yes ☐ No
	
	


	
	☐ Yes ☐ No
	☐ Yes ☐ No
	
	




Goals & Expectations
What are you hoping this service will help with?

	












ADL (Activities of Daily Living) Scale
Please rate the person's level of independence for the following:
	Activity
	Independent
	Needs Some Help
	Needs Full Support

	Washing / Bathing
	☐
	☐
	☐

	Dressing
	☐
	☐
	☐

	Toileting
	☐
	☐
	☐

	Eating / Drinking
	☐
	☐
	☐

	Managing Medication
	☐
	☐
	☐

	Cooking / Meal Prep
	☐
	☐
	☐

	Mobility
	☐
	☐
	☐

	Managing Finances
	☐
	☐
	☐



Emotional Wellbeing Scale
Please rate emotional wellbeing over the past 2 weeks (1 = Very Poor, 5 = Excellent):
	Area
	1
	2
	3
	4
	5

	Mood / General Emotional State
	☐
	☐
	☐
	☐
	☐

	Sleep Quality
	☐
	☐
	☐
	☐
	☐

	Stress Levels
	☐
	☐
	☐
	☐
	☐

	Ability to Cope with Daily Demands
	☐
	☐
	☐
	☐
	☐

	Social Connections / Feeling Supported
	☐
	☐
	☐
	☐
	☐



Additional Information
Is there anything else you'd like us to know?

	











Consent & Agreement
	Statement
	Response

	I give consent for this referral and for my information to be shared with relevant professionals.
	☐ Yes ☐ No

	I understand this information will be stored securely and used to support access to the wellbeing service.
	☐ Yes ☐ No

	Signature (Referrer or Parent/Carer if applicable):
	

	Name:
	

	Date:
	


Please attach this form and email us at hello@thewellbeingden.org.uk and a member of our team will be in contact with you. 
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