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   THERAPIST USE ONLY

CONFIDENTIAL
ART PSYCHOTHERAPY REFERRAL FORM

Please complete ALL sections of PART A on this form
PART A – TO BE COMPLETED BY THE REFERRER:

	Pupil’s Name:


	Date of birth:

	School name & address:

	Class teacher:

	Year group / class:

	Ethnicity:

	Referrer’s name:
Position:


	Referral date:

	Is this child subject to a CAF or Child Protection Plan?
(If yes please give details)


	External agencies involved with this child:

	Reason for referral:



	What outcomes are hoped for?



	Is this child functioning at the appropriate academic level? (Please give details):




PART A – CONTINUED 
	Relationship with peers:


	Has this child ever been aggressive towards their peers or teachers?



	What are the presenting difficulties at home?



	Family history & structure:



	Significant life events:



	Does this child or any family member have any health issues? (Please include any medication taken by the child):



PART B – TO BE COMPLETED BY THE THERAPIST
	Suitability for art therapy:


	Recommended for:       Group        Individual

	Staff liaison:

	Parental consent for returned:     Yes      No

	Start date of therapy:

	Expected time scale:

	Session time:

	Review date:



Art


Psychotherapy


Service





Karen Birch


Art Psychotherapist








