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GMOTFW Referral Form for Peer Support
Referrer Details (If not self-referral)
	Name:
	

	Pronouns: 
	

	Position:
	

	Organisation/Department:
	

	Email: 
	

	Contact number:
	





























Service User Details
	Preferred name: 
	


	Legal name in full:
	


	Pronouns: 
	He/Him
	

	
	She/Her
	

	
	They/Them
	

	
	Other 
	

	Title: 
	Mr
	

	
	Mrs
	

	
	Miss 
	

	
	Ms 
	

	
	Mx 
	

	
	Other please state 
	

	Marital status: 
	Single 
	

	
	Married 
	

	
	Divorced 
	

	
	Other please state 
	

	Gender: 

	Female 
	

	
	Male 
	

	
	Non-Binary 
	

	
	Other (please state)
	

	
	Rather not say 
	

	Date of Birth:
	


	Ethnicity: 
	


	
Please note that we are not currently able to provide an in person British Sign Language Interpreter or Language Interpreter, however, we are able to support a range of clients via an online translator tool or are happy for a service user to bring a friend or family member to attend appointments to translate on the service users behalf. Please take this into account when answering the following questions.


	Will you need an online British Sign Language interpreter tool for your assessment? 
Please tick other if you are happy for a friend or family member to interpret on your behalf (please state).
	No 
	

	
	Yes
	

	
	Other 
	

	If English is not your first language, will you need an online interpreter tool for an assessment? 
Please tick other if you are happy for a friend or family member to interpret on your behalf (please state).
	No
	

	
	Yes
	

	
	Other
	

	Do you have an access need for us to complete an assessment. 
Such as a physical or learning disability, (if yes please state how we can accommodate your needs). Please note that our building is not currently wheelchair accessible and does have a small entrance step. 
	No 
	

	
	Yes
	

	
	Other 
	




	Address (and postcode):
	





	Telephone/Mobile number: 
	

	Can a voicemail be left?
	Yes 
	

	
	No 
	

	Email: 
	

	Preferred method of contact:
	Phone Call
	

	
	Text
	

	
	Email 
	

	
	Letter
	

	For initial appointment please contact: 
	Myself (person being referred)
	

	
	My referrer 
	



	Name of GP surgery:
	

	GP Address:
	



	Name of GP:
	

	GP Phone number: 
	

	GP email address: 
	



	If you are self-referring, did a professional ask you to refer to us: 
	Yes (see below)

	


	
	No 
	

	(If yes – please state who recommended the referral?)

	Name 
	

	Position 
	



	Any current medical needs or conditions relevant to the referral:

	





	Any known Risks? 
This can be a hard question to ask but do try to answer it as best as you/they can. Things to include might be a current or historic risk (please state). This might include such things as suicidal thoughts, self-harm, or an abusive relationship). 


	






	Please provide a brief overview of your/their current situation to help us best identify the support required:

	


















Self-referral:
    I consent to this information being shared with GMOTFW staff
Third party referral:
I confirm I have obtained consent to share this information with GMOTFW staff

Please sign and date:                    _______________________________      _________________Date
Referred person

 	
                                                      ________________________________      _________________Date
Referrer (if applicable)



Please send all referrals to: peersupport@getmeout.org.uk
      
Registered Address: C/O Sexty & Co, 124 Thorpe Road, Norwich, NR1 1RS
Email: info@getmeout.org.uk
Charity Registration No: 1177508
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