The City and East London Bereavement Service
St Margaret’s House, 15 Old Ford Road, E2 9PL   Tel 020 3022 5177
Registered with the Charity Commission as a Charity Incorporated Organisation number 1169797.

Third Party Referral Form
CITY AND EAST LONDON BEREAVMENT SERVICE (CELBS)
Referral Information: on completion of this form, please return it to admin@celbs.org.uk
For Office Use Only: 
Date referral received:                                                    Client No:
	[bookmark: _Hlk88731973]Assessment 
	Rescheduled Assessment 

	Date: DD/MM/YYYY
	Date: DD/MM/YYYY

	Time:
	Time:

	Attended: Yes / No
	Attended: Yes / No

	Cancelled / DNA                         (Circle if Appropriate)
	Cancelled / DNA                         (Circle if Appropriate)

	Reschedule Letter/Email - Date: DD/MM/YYYY
	Closure Letter/Email, if Rescheduled Assessment not Attended - Date: DD/MM/YYYY



Referral Information
	Does the client consent to being contacted? 

	By phone?
	

	By email?
	

	By letter?
	

	Let us know their preference:  


[bookmark: _Hlk88733915]Client’s Contact information:
	Name of client
	

	Address
	

	Phone number
	

	Email 
	



Client’s Details:
	Age
	

	Gender Identity
	

	Ethnic Identity
	

	Does the client have any language needs?
Please note that in addition to English we are only able to provide counselling in Bangladeshi and Sylheti
	If yes, please describe


	Does the client have any mobility issues?    
	If yes, please describe



	

	Referral Information (Complete if not Client’s GP)

	Name of Referrer:
	

	Organisation:
	

	Job Title:
	

	Address:
	

	Phone number:
	

	Email:
	

	

	GP’s Contact information:
We can only proceed with the referral if you supply GP contact details. We cannot accept referrals that do not have GP details.

	Name of GP or GP Practice
	

	Address
	

	Phone number
	

	Who to contact in an emergency
	Name:
Number:

	

	Does the client have a psychiatric diagnosis?

	If yes, please give details: 


	Is the client currently seeing a psychiatrist?   	

	If yes, please provide name and contact details of current Psychiatrist below.
How often does the client see the psychiatrist?


	Name of psychiatrist:
	

	Address:
	

	Phone:
	

	Email:
	

	Is the client being seen by any other mental health or counselling service?

	
If yes, please give details: 


Please note that we are unable to provide counselling to clients who are receiving psychological support from another counselling or mental health service. Our service is not suitable for clients suffering from untreated alcohol or drug dependence.



	Does the client have a history of violence or aggression towards others? 	 
	

	Does the client have a history of alcohol, drug or substance misuse? 	
	

	

	Name of Deceased
	

	Relationship to Client
	

	Date of Death
	

	Cause of Death
	

	Place of Death
	

	Deceased Age at Death
	

	Any other information
	

	

	Have they lost their role as a carer?  
	

	Have they lost their carer??
	

	Are they currently a carer?
	



For Office Use Only:
	EBS Sessions 
	Counselling Sessions 

	Accepted: Yes / No
	Pathway:

	Counsellor:
	Counsellor:

	Date of First Session: DD/MM/YYYY
	Date of First Session: DD/MM/YYYY

	Session Day and Time Allocated
Day:
Time: DD/MM/YYYY
	Session Day and Time Allocated
Day:
Time: DD/MM/YYYY

	Date of End Session: DD/MM/YYYY
	Date of End Session: DD/MM/YYYY

	No. Sessions Provided:
	No. Sessions Provided:

	No. Cancellations:
	No. Cancellations:

	No. DNA:
	No. DNA:



	Case Closed on Database - Date: DD/MM/YYYY
	Client Feedback Form Returned: Yes / No

	Client Notes Filed - Date: 
DD/MM/YYYY
	 Monitoring Information Logged: DD/MM/YYYY
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