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Telford Mind Referral Form  

Referrer Details  

Referrer name  Contact number  

Relationship to 
client / name of 
organisation 

 Does the person know 
this referral is being 
made? 

YES/NO 

Has the client consented to this referral?  YES/NO 

  

Client details 

Title  First name  Surname  

Known as  D.O.B  

Gender 
(Optional) 

 Ethnicity  

Address  Contact 
number 

 

Email   

How can we contact the person? 

Call YES/NO Text YES/NO Leave 

voicemail 

YES/NO Email YES/NO 

GP surgery 

Name of surgery  GP  

Additional information (Including safeguarding, risk, other people who may be affected, immediate needs) 

 

Does the person have any communication needs? 

Hearing YES/NO Visual YES/NO Language YES/NO Other  

Does the person have any physical access or health 
needs that we should be aware of? 

 

Please tell us about any support services the person is currently accessing: 

Counselling YES/NO Mental 
health team 

YES/NO IAPT YES/NO Addiction 
services 

YES/NO 

      

What support does the client require?  

Calm Café   Dual Diagnosis Café/Support  Veterans Cafe  

Health Inequalities 
for homelessness  

 Care Leavers support   Bereavement Support 
Officer (Sudden and 
Unexplained Death) 

 

Listening support   Social Prescribing   Counselling (Chargeable)  

Please complete and return to talk2@telford-mind.co.uk. We suggest that you return this form as a Password protected 

document.  

mailto:talk2@telford-mind.co.uk

