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REFERRAL FORM 
Referral for (please circle):
Cognitive Behaviour Therapy

Family Therapy


Behaviour Therapy



Counselling



Parenting Classes
Child Name:






Date of Birth:
School:







Grade:
Guardians:
Address:
Telephone Number:
Reason for referral:
Any known previous contact with clinicians:
Academic difficulties:
Social difficulties:
Medication:
What has been achieved within the school-counselling department:
Proposed goals for therapy:
Risk:
Name of referrer:





Date of referral: 
Thank you very much for your referral. We will be in touch with you ASAP to discuss availability and suitability.
17/18 Margaret Street, W1W 8RP, London
T: 0203 3683033 E: info@lcftc.com
www.londonchildandfamilytherapy.co.uk
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