CrossReach Counselling Scotland

CROSS

Care you can put your faith in

Client Information Form

Client Details
Client Code: Referral date:
Name: Completed by:
Address: Date completed:
D.0.B:
Postcode:
Tel no(s):
Email:
Permission to Contact
By letter: YesO NoO Text reminders: Yes NoO
By phone: Yes NoO Voicemail: Yesd No 0O
By email: Yes 0 No ml Follow-up contact: Yesd No O
Comments:
Living Situation
Employment: Choose an item. If other, specify:
Living Situation: Choose an item. If other, specify:
Carer for:
Dependent Name Age/Pate Lives with School Crec.he
Children: of Birth required
Contacts
Name Relationship Phone Number Agency/Practice i??ii?sn;
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CrossReach Counselling Scotland CROSS

. . Care you can put your faith in
Client Information Form

Emergency
contact:

GP:

Other
professional:

Other
professional:

Space for
additional
comments on
contacts

Allocation Information

Re-referral? (1 Yes 1 No If ‘Yes’, please specify:

Referral route:
How did you hear
about us?

Availability:
Please let us know
the best days and
times

Any mobility
issues:

Additional

Information:

Any additional
supports required or
gender preference
etc.

Referral reason:
Please tell us briefly
what brings you to
counselling and what
you would like from
jt.
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