

[image: A black and red logo

Description automatically generated]

SELF-REFERRAL FORM FOR 0VER 18’s


	This self referral form is for 18-25 year olds accessing the ACE service. Please ensure the form is fully completed as missing sections may result in delayed support.
Once complete, please return to confidential@a-c-e.org.uk  
If you have any questions, please call the ACE office on 07468600903. Thank you.



	ACE Ref no:  (To be added by ACE)



	YOUR DETAILS

	Name:
	Preferred name:

	DOB:
	Age:

	Ethnicity:
	Gender:
	Pronouns:

	Tel:
	Email:

	Address: 

	If someone is completing this form on your behalf, do you consent to this referral?
	Yes/No/Don’t know

	Details of any health problems and medication:

	Details of any physical or learning difficulties:



	[bookmark: _Hlk183704249]GP DETAILS

	GP Name: 
	Address:

	Tel:
	Email:



	EDUCATION OR EMPLOYMENT? 

	Are you in education or employment? Yes/No
Please provide further details:



	OTHER AGENCIES

	Are you receiving support from other agencies or counsellors?
If ‘yes’, please provide details: 

	Have you referred yourself into any other services? Yes/No
If ‘yes’, please provide details:

	Has anyone else referred you into another service? Yes/No



	Do you feel at risk of…
	Hurting yourself?
Yes/No/Don’t know
	Hurting others?
Yes/No/Don’t know
	Being hurt by others? 
Yes/No/Don’t know

	If you answer ‘Yes’ to any of the above, please provide further details:



	INTERVENTION OPTIONS: (Please see the additional information provided on the cover sheet) If you know what type of support you want, please highlight below. However, if you don’t, please highlight ‘Unsure of required intervention’ as this can be discussed later.

	Low level emotional support 
	Cognitive Behavioural Therapy

	Counselling

	Unsure of required intervention
	
	



	ADVERSE CHILDHOOD EXPERIENCES (ACE’s)
Have you experienced or witnessed any of the below events? Please highlight all that apply.

	Family breakdown
	Bullying
	Sexual abuse/assault
	Being a looked after child
	Bereavement

	Substance/alcohol abuse
	Family incarceration
	Losing a parent to death, prison, or feelings of being abandoned
	Abuse or neglect of any kind
	Family conflict/violence

	Medical trauma
	Being a young carer
	Discrimination
	Hate crime
	Having a close family member with a mental illness

	Other:



	PRESENTING ISSUES
Do you experience any of the following? Please highlight all that apply:

	Anxiety
	Low mood
	Avoidant behaviours
	Poor self-image
	Relationship difficulties

	Low self-confidence
	Anger
	Feeling emotionally numb/shut down
	Unable to concentrate/focus
	Struggles with alcohol or substance use

	Poor self-esteem
	Poor sleep
	Social isolation
	Unable to emotionally regulate
	Risk-taking behaviours

	Eating issues
	Intrusive thoughts
	Panic attacks
	Suicidal thoughts but not wanting to die
	Flashbacks

	Dissociation/feeling like you’re in a dream or just not feeling present
	Self-harm
	Diagnosed OCD/OCD behaviours
	Fear-based beliefs (If I do this, this will happen)
	

	Other:



	WHAT ARE YOU STRUGGLING WITH?
(Please provide as much information as possible)

	



	Please identify referee’s availability to attend sessions if known:

	Day
	Monday
	Tuesday
	Wednesday
	Thursday

	AM
	Yes/No
	Yes/No
	Yes/No
	Yes/No

	PM
	Yes/No
	Yes/No
	Yes/No
	Yes/No

	After college/university/work
	Yes/No
	Yes/No
	Yes/No
	Yes/No



	EMERGENCY CONTACTS 
(We provide a confidential service however this is required in case of an emergency or if we need to breach confidentiality)

	Emergency Contact 
	Emergency Contact

	Name:

	Name:

	Address:



	Address:

	Contact Tel No:
	Contact Tel No:

	Email Address:
	Email Address:


	Relationship:

	Relationship:
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