DERBYSHIRE GYPSY LIAISON GROUP BEFREINDING REFERRAL FORM
CLIENT DETAILS 
Name: ………………... D.O.B: …………………………… 
Address: ……………... Client Tel: ……………………….. 
Next of Kin: ………….. Next of Kin Tel: …………………. 
REFERRAL AGENT (e.g. GP, Social Worker, Probation Officer) 
Name: …………………………………. 
Address: …………………………………. 
Tel: ………………. Email: …………………… 
DETAILS OF ANY RELEVANT MEDICAL CONDITIONS/SPECIAL NEEDS: 
…………………………………………………………………………………. 
ARE THERE ANY OTHER AGENCIES PROVIDING SUPPORT? IF SO, GIVE DETAILS INCLUDING DATES, TIMES etc.: 
…………………………………………………………………………………. 
PLEASE INDICATE LEVEL OF FAMILY SUPPORT: 
…………………………………………………………………………………. 
PLEASE OUTLINE REASONS FOR REQUESTING BEFREINDING SUPPORT: 
……………………………………………………………………………….. 
NO REFERRAL SHOULD BE SENT WITHOUT PRIOR CLIENT/FAMILY CONSULTATION. HAVE YOU MADE THE CLIENT/FAMILY AWARE OF THIS REFERRAL? 

YES / NO 
Referring Agent signature: Date: 
Agency: Tel:

E-Mail through to info@dglg.org
Phone 01629732744
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