
 

                                                     

Therapy/Counselling Referral Form 

 

Name of Young Person:  

Physical health problems/disability or diagnosis: 

Reason for Referral/ Concerns: 

 

 

 

 

 

 

 

 

Name of person making referral:  

 

Relationship to young person: 

 

Date: 

 

Once complete, please return this form to the therapy 

department at Cambridge School. 


