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(Carer / Relative / Next of Kin)

	AUTHORISATION
	
Is patient aware of the referral and agrees to participate in information being shared    Y / N (If No, please supply a reason)




	PATIENT DETAILS
	Title:
	Forename:
	Surname:
	Preferred name: 

	
	Date of Birth:
	Age:
	Main language:
	Communication needs/ Interpreter required:      

	
	Gender:
	Ethnic origin:
	Religion:

	
	NHS Number:
	Email address:

	
	Current Address:

Postcode:
	Contact Number(s):

	
	
	GP Surgery:



	NEXT OF KIN
	Title:
	Forename:
	Surname:

	
	Relationship:
	Contact Number:

	
	Address:



	REFERRER
	Title:
	Forename:
	Surname:

	
	Referral source:
	Contact No:
	Email Address:



	REASON FOR REFERRAL
	

	
	Therapies/ Wellbeing
	
	Bereavement Support
	
	Counselling
	
	

	
	

	
	How can we help? (Reason for Referral)





	ellenor Link Patient:


	
	Urgency
	Urgent – 2 days
	
	5 days
	
	10 days +
	
	
	



	Please submit completed form via email to: 
TELH.Clinical-Admin@nhs.net 
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