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Referral Form  

Individual and group support for young people affected by familial substance misuse.    
Please post to: Young Person’s Therapist Jo Parker 
11 Richmond Place, Brighton, BN2 9NA  Tel. 01273 696970.
Date of referral: 

Initial contact / Referral made by: Agency / self / other (please state)

Name:         

Address:
Tel:

Contact Information

1. Young person’s details:

Surname:                                                                First name (s):
Unique Reference No. (If applicable) 
Date of birth:                                                             Gender: please select

Address: 
Postcode: 
2. Details of Parent(s) or main Carer(s) 
Name:                                                        Relationship to 

                                                                 child / young person:
Address:
Postcode:

Home tel:

Mobile tel:

Second parent / carer
Name:                                                                Relationship to 

                                                                          child / young person:
Address

Postcode:
Home tel:

3. Lead Professional

Does the child have a lead professional coordinating his/her plan? (For example a Social Worker or Connexions PA)
Name of LP:
Role/title:
Agency / team:                                                                     Tel:
Ethnicity: Black / White / Asian / mixed / other  . . . . . . . . . . . . . . . . . . . . . .
Doctor (GP)
Name: 

Address:                                                Tel:

School 

Name:
Address:                                                 Tel:

Teacher / tutor name:                              Class / form:
Other agency (Please specify type of support previously received)
Name:
Address:                                                  Tel:
Previous Counselling experience

4. Reason for Referral / Identified Needs of Young Person
Please include relevant background information. Parent’s substance use / previous substance use / Health / Emotional and social needs / Family relationships. 
How would the young person prefer Oasis to make contact?

Please state if an interpreter or signer is required?....................................     

Signature  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date . . . . . . . . 
Signed by:
School / other agency

Parent or carer 
Young person 
Other (please state) 
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