
Referral Form 

 
Client details 
 

Name: 
Address: 
 
Tel: 
Fax: 
Email: 
 

Matter Details: 
 

Case reference: 
 
Matter Type: 

Organisation Making Referral: 
 

Contact Name: 
Address: 
 
Tel: 

Fax: 
Email: 
 

Reasons for Making the Referral: 
 

 
 
 
 

Organisation Receiving Referral: 
 

Contact Name: 
Address: 
Tel: 

Fax: 
Email: 
 
Justification for selection if not a QM organisation: 

 
 

Referral Appointment Details: 
 

Date of Appointment:                                       Time: 
Appointment with: 
 

This service provided by this agency will be: 
 
Free/Free Initial Interview/Other 

Discussed with Client: 
 

Confirm that client agreed to the referral:      Yes     

 

Client informed to let us know if                    Yes           No   
dissatisfied with the service provided  
by the new organisation 
 

Copies of Form: 
 

Original given to the client:                      Yes               No   

 

Copy retained in the casefile:                   Yes               No   
 
Copy sent to organisation  

receiving referral:                                    Yes              No   

 

Tick if referral was not possible:                                           If applicable, please state reasons for referral not being possible: 
 

                
 

 


