Referral Form

Family Trauma Centre
1 Wellington Park, Belfast, BT9 6DJ
Tel: 028 95042828

Date of Referral
Have you considered the Referral Criteria before completing this form?

Child / Family Details Referrer Details

Name: Name:
Date of Birth: Relationship to referred family

Full Postal Address:

Full
Address:
Tel. No: Tel. No.
Please include mobile number as we may be able to
offer appointment at short notice
Mobile: Email:
Are you referring (a) an individual child / young person ? Yes/No
(b) a family or part of a family ? Yes/No
Have the family consented to you making this referral? Yes/No

Have the family/child indicated a willingness to attend appointments
offered by the Family Trauma Centre? Yes/No

GP:
Full Address:
Tel:

Who is in the family? —Members of household and other significant relationships. DOB required
for all family members.

Name Relationship | DOB Employment / School




1. What event /events have led you to make a referral to the Family Trauma
Centre? Please specify date of event.

2. Inwhat ways has the child/young persons functioning been impaired by this
experience?

3. In what ways has the family’s functioning been impaired by this experience?

4. What has been the duration of these difficulties?

5. Please describe any past traumas or other event(s) that have caused distress
to this child/young person or family in the past.



6. Have the family received any other help for this difficulty? YES/NO
If yes, can you describe this and if you think it helped.

7. Is there anyone else involved with the child/young person or family that you
think it would be helpful for us to know about? For example, have they had a
paediatric or CAMHS assessment in the past?

8. Any other information you would like us to know?

9. How did you become aware of services provided by the Family Trauma
Centre?

We cannot accept referrals that have not been fully and accurately completed within
each section.

SIGNED: DATE:




