[image: ]Referral to Arts Therapies (Child/YP)
 Once completed, please send this form to:
 referrals@somersetartstherapies.org

To the referrer: Please ensure you have spoken with the caregiver and child about this referral, and they are willing to engage with therapy.



Referrer information
	Name
	Email

	Agency
	Telephone

	Role
	Location



Client information 
	Name of Child/Young Person


Preferred Name
	Name of Parent or Guardian


Parental Responsibility?  

	Parental Email

Address




Tel:
	Name of Doctor

Surgery address




Tel:

	Date of Birth                                  Age


Ethnicity                                         Gender
	Education Provider




	[bookmark: _Hlk155368635]SEN/physical/sensory needs
	Any known illness/condition/diagnosis/medication

	Safeguarding issues
	Any triggers/helpful strategies

	Agency involvement – past/present
	What other support is in place or has been tried?





	Please state the reason for referral














	How do the issues affect the CYP?

	Please give an outline of the CYP’s family situation (current and background)








	Anything else you'd like to add:










Please note, if the child or young person is ‘Looked After’, please contact the local authority regarding their specific referral route for Arts Therapies:

Adoption
adoptsouthwest@devon.gov.uk 0345 155 1076

Special Guardianship or Kinship Care
kinship@somerset.gov.uk 01823 358222   

Foster Care
childrens@somerset.gov.uk 0300 123 2224
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