
U Matter Ltd 

 

CLIENT REFERRAL FORM 

 

Mark all that applies:  

 
    Self-referral 

    Referral for a family member 

    Referral for a friend  
                                                                                                       Date of Referral:  ____ / ____  / ____ 

 

 

 

First name:                                                                               Date of Birth: 

             
Last name:                                                                                         Age: 

 

Telephone number:                                                                       Gender: 
 

Email address: 

 
Home address: 

 

 
City:                                                                                                Postcode: 

 

Are you making a referral on behalf of someone else?                   YES                   NO 

Is this person aware of the referral?                                                YES                   NO 

 

 

 

If you are making the referral on behalf of another individual, please be sure to fill out this section. 
If this referral is for you personally, you can skip this section and move on to the next part. 

 

First name:                                                                                   Date of Birth: 
 

Last name:                                                                                   Gender: 

 
Telephone number:                                                                

 

Email address:  

 

 

 

 

Please tell us briefly about your current situation and what you would hope to gain from counselling. 

 

 

 

 

 

 

 

Signed:     ___________________________________             Date:     _______________________________________ 

 

You can return the completed form by email to: info@umattercounselling.co.uk  

Client Information 

 

 

 

 

 

 

 

 

 

  

Referrer Information 

 

  

  

 

 

 

 

 

 

Reason for Referral 

 

 

 

 


