Email. infosoundtherapy.co.uk

Website. http://www.stephenmusictherapist.com
THERAPY REFERRAL FORM
Whether you want to begin therapy for yourself or someone you know, please send an email for further information (infosoundtherapy.uk@gmail.com) and/or complete the referral form below.

Once your submission has been reviewed, I’ll in contact with you as soon as possible.
Fill in the form below to receive a no-obligation call to find out how I can help you. If you’ve any questions about this form or if you need it in an alternative format or need help communicating with me, please contact me to discuss your requirements on infosoundtherapy.uk@gmail.com or 07548344019. 
Referred person 
	Name
	

	Date of birth
	

	Postal Address
	

	Primary contact name (Person self-referring/ Carer/Parent)
	

	Phone number
	

	Email address
	


Details of referrer (if different from above)

	Name
	

	Postal Address
	

	Email address
	

	Phone number
	

	Role (Relationship to client)
	


Reason for referral. Please give as much information and context as you can (Relevant physical, psychological, emotional, expressive, or social needs)
	


Do you receive any other form of therapy? Please list other professionals currently working with the person being referred e.g., psychologist, social worker, paediatrician, CPN, CAMHS, other therapists:
	


Please detail who will be funding the sessions: If details are the same as referrer, please write ‘as above’. Invoices will be sent by email. 
	Billing name
	

	Email
	

	Address
	

	Phone number
	

	Date
	


If you are receiving funding support, please indicate your own/centre contribution:

	


Please read the data protection information below 

The data collected on this referral form are stored in accordance with the data protection principles of the data protection act 1998 & the GDPR 2018. Electronic copies of your information are stored in a secure electronic database which can only be accessed by people involved in providing and administrating the services.
The data collected will include personal information such as client name, signature, contact details and date of birth. For those under the age of 18 or vulnerable adults, the name, signature and contact details of a caregiver are collected. The referrer’s name, signature, contact details and role, and similar details of other professionals working with a client will also be collected. 
The referrer will be required to share relevant medical, health and welfare information about the client in the referral form, on a ‘need to know’ basis and in order that we may act in the best interest of our clients, through offering a relevant, safe and informed psychological therapy provision. 
If I am concerned about your or another person’s safety or in the case of an emergency, I may contact and share your information with your next of kin, care co-ordinator, GP, or other appropriate services. When I can, I will always try to contact you before doing this.  I will never share your data with third party organisations for marketing purposes.
Client and/or caregiver consent will be required for video or audio recordings of sessions, where relevant. These recordings may be used within the therapist’s confidential clinical supervision as part of ‘best interest of client’ practice and will be kept safely and held in a secure environment.

Your agreement

I give my consent for the information on this referral form to be shared with the therapist.

	Signature
	

	Date
	


