
My Sisters Place Referral Form

How to complete this referral:
By completing this referral form, you’re helping us to make contact with the client as safely and quickly as possible.  We’d appreciate it if you could include as much information as possible - this saves the client from being asked the same questions twice and helps us to understand more about their particular needs and circumstances.

How to submit this referral:
Send fully completed referrals to

My Sisters Place,
123 Borough Road
Middlesbrough
TS1 3AN

Email:  reception@mysistersplace.co.uk 
CJSM Secure E-mail:  admin.msp@msp.cjsm.net Only those with a CJSM email can use this email address

Eligibility criteria for this service:
My Sisters Place reserves the right to decline a referral if it does not meet the specified eligibility criteria for accessing the service as outlined below. 

Please be sure to check that the client meets the following criteria before making the referral:

MSP provides support to people aged 16 or over who have or are experiencing domestic abuse. Clients assessed as high or very high risk will be given priority and supported by an IDVA. 
Consent must be obtained prior to a referral being submitted to the service, in line with GDPR legislation, MSP will not be able to action any referral without consent. Before submitting a referral, please ensure consent has been obtained prior to sharing information in line with GDPR.

Referrals that do not provide contact details for the client will not be actioned by MSP. 

How to get in touch:
If you have any questions about our service, eligibility criteria, or how to make a referral, please contact reception on 01642 241864 or email reception@mysistersplace.co.uk 
    
counselling@mysistersplace.co.uk (for counselling support)
                                                    1

	1. Information about the person making the referral

	

	Has the client provided consent to share their information with My Sisters Place:
	


	                                                 Date of referral:
	

	Please indicate which service you’d like to refer to:

	    IDVA ☐                 Counselling ☐          Freedom Programme ☐                  

	Please enter your name and contact details: 

	Referrer’s name:
	

	Organisation name and address:
	



	Role/ job title:
	

	Contact number: 
	

	Contact email:
	


2. Client contact info
	Contact information 

	Clients name:
	

	Preferred name: 
	

	DOB:
	

	NI Number: 
	

	Telephone number:
	

	Email address: 
	

	What it the best method to contact the client and are there any safety issues?
	

	Addresses 

	Current address:


	



	Current Local Authority: 
	

	Accessibility requirements 

	Does this client have any accessibility requirements (i.e. disability or language barrier? 
	Yes ☐
No☐
Don’t Know ☐
	If yes, please provide details:

	Information about the alleged perpetrator:

	Name:
	

	DOB:
	

	Relationship to client:
	

	Address
	


	Next of kin – who can we contact in an emergency?

	Name 
	
	Relationship
	

	Contact information
	


	Safe contact notes
	





3. Client support needs/ vulnerabilities 
	Please tell us more about any additional support needs the client may have:

	Pregnancy ☐   Mental Health ☐    Physical Health ☐    Substance use ☐ Offending ☐
Immigration issues ☐

	Are there any known risks to working with this client?  Yes ☐
                                              No ☐

	If answered yes to any of the above please provide details:

	






4. Children 
	If the person being referred has children, please provide their details below:

	Childs name:
	

	DOB:
	

	Address:
	

	Nursey/School/College: 
	

	
	

	Childs name:
	

	DOB:
	

	Address:
	

	Nursey/School/College: 
	

	
	

	Childs name:
	

	DOB:
	

	Address:
	

	Nursey/School/College: 
	

	
	

	Childs name:
	

	DOB:
	

	Address:
	

	Nursey/School/College: 
	

	
	

	Has a safeguarding referral been submitted? 
 (Please provide details if open to social care)
	




5. Reason for referral
	Reasons why are you making this referral – what outcome would the client like to achieve? 

	





	Please provide details of the domestic abuse:

	













	Risk level if known: 
	

	Is the client known to MARAC/MATAC or MAPPA: (Please provide details )
	


 

6. Client equalities monitoring 
	How would this client describe their gender?
	Female ☐
Male ☐
In another way:_________________ 

	Is their current gender different to the sex they were assigned at birth?
	Yes ☐
No ☐ 
Don’t know ☐

	Do they consider themselves to have any kind of disability? 
(Please tick any that apply)
	Physical ☐
Learning ☐
Mental Health ☐
Deaf/ hearing impaired ☐
Blind/ visually impaired ☐
Something else:_________________
Don’t Know ☐

	How would they describe their ethnicity?

	White British ☐ 
White Irish ☐
White Gypsy or Irish Traveller ☐
Any other White background ☐
Asian British ☐
Asian Indian ☐
Asian Pakistani ☐
Asian Bangladeshi ☐
Any other Asian background ☐
Chinese ☐ 
Arab ☐
	White and Black Caribbean ☐
White and Black African ☐
White and Asian ☐
Any other mixed/ multiple background ☐
Black British ☐
Black African ☐
Black Caribbean ☐
Any other Black background ☐
Other (please specify):
_________________________
Don’t Know ☐

	Do they have a faith/ religion? 

	Buddhist ☐
Christian ☐
Hindu ☐
Jewish ☐
Sikh ☐
	No religion ☐
Don’t Know ☐
Other:
______________________________


	What is their relationship status?
(Tick one option)
	Civil partnership ☐
Married ☐
Divorced ☐ 
Separated ☐
Cohabiting ☐
In a relationship (not cohabiting) ☐ 
Widowed ☐
Single ☐

	What is their sexual orientation?
(Tick one option)
	Heterosexual/ straight ☐
Gay woman/ Lesbian ☐
Bisexual ☐
Something else:_________________
Don’t Know ☐ 




Counselling Referral Only – Additional Information Required
Relates only to referrals being made for counselling service. The information provided in this section of the referral form will only be used / retained for the purposes of the counselling service.
	Current Situation

	Is the client currently in an abusive relationship of any kind?    YES / NO* (please circle)
(If yes please ensure you have completed details of the perpetrator in section A)

Is the abuse: -   HISTORIC / ONGOING*




	Client Availability 
(please indicate any days/times when the client would be unable to attend an appointment)

	




	Is the client currently on any prescribed medication? YES / NO* 

If yes, please provide details: -



	Does the client have any mental health issues?   YES / NO*
(If yes please provide details including any confirmed clinical diagnosis)




	Any other involvement with Psychological Services/Community Mental Health Teams/                      Health Workers?                 YES / NO*
If yes, please provide details: -

Name of Service:
Address:


Current Level of Intervention:

	Reason for referral to counselling

	If you are referring only to the counselling service please provide a brief descriptive summary of your reasons for this referral together with any other information you feel may be beneficial in relation to the client.


	Date of acceptance to the MSP Counselling List
(To be completed by MSP)
	
____/ ____/ ________



image1.png
MSP

my sisters place





image2.png
On Track: The Women'’s Aid
Outcome Measurement System





