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      Confidential Referral Form
	The Walled Garden

Muirhall Road

Perth

PH2 7BH

Tel: 01738 631777
	Wisecraft

10 Lower Mill Street

Blairgowrie

PH10 6NG

Tel: 01250 874777



	Janice Paterson

janice.paterson@pkavs.org.uk
07999105899

(Over 25 years)
	Laura Mutch
laura.mutch@pkavs.org.uk                

07761750893                                        

(16-25 years)


	Please return completed form to either address above or to the relevant email below.
If you require further information please also get in touch with:


Contact Details

	Title:
	Surname:
	Forename:

	
	
	

	Preferred Name:
	Gender (please circle):
	Date of Birth:

	
	  Male      Female     Prefer not to Specify  

    Preferred Pronoun He/She/They

	

	Ethnic Origin:
	Cultural/ Religious Preference:

	
	

	Current Address: Inc. postcode


	

	Telephone Number:                                 
	

	email:
	

	Next of Kin:    
	

	Relationship to you:                      
	

	Current Address: Inc. postcode


	

	Telephone Number:                                 
	

	email:
	


	Do you have caring responsibilities for a child/adult?                      YES                       NO

Does someone in your family help to support/care for you?            YES                       NO


	Reason for referral

	

	What Activities are you interested in participating in? (please circle/highlight)

Creative Arts            Joinery             Exercise            Gardening       Cafe



Health History

	Mental Health - Please tick the boxes that apply:

	Low Mood
	
	Social Isolation
	

	Anxiety
	
	Personality Disorders
	

	Mood Disorders (e.g. Depression/Bipolar)
	
	Psychotic Disorders
	

	Addiction Issues
	
	Trauma 
	

	Other (please specify)
	

	Details:

	

	Physical Health Details: 

	

	If you are currently in hospital, please state anticipated discharge date:
	

	GP Details                     
	

	Name & Surgery:
	

	Telephone Number:                                  
	

	Please give details below of relevant professionals who help support you (name and contact details):

	1.
	2.
	3.

	Type of Referral:

(Please Tick)
	Self
	
	Agency
	
	GP
	
	other
	

	Organisation & Job Title:
	

	Name:


	

	Telephone Number:                                  
	

	email:
	

	Referrer Signature:                                                                        
	

	Date:
	


Office use only

	Date of Receipt:
	Received by:


	Date of verification:
	Manager signature:


age | 2 


