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

Please ensure you have spoken with the client about this referral, and they are willing to engage with therapy.


Referrer information
	Name
	Email

	Agency
	Telephone

	Role
	Location



Client information 
	Name

Occupation
	Telephone

Email

	Address       





	Name of Doctor

Surgery address




Tel:

	Date of Birth                                  Age

Ethnicity                                         Gender
	Emergency contact

Relationship 




	Learning disability, physical or sensory needs




	Religion/faith/belief

	Any known illness/condition/diagnosis




	Medication

	Agency involvement – past/present




	Safeguarding issues





	Please state the reason for referral




















	Please give an outline of the client’s family background and current situation












	Anything else you'd like to add:
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