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Oshay’s Brain Domains
Drawing and Talking Therapy – Self Referral Form
Confidential – For Professional Use Only
1. Clients Information
Full Name: _______________________________________________
Date of Birth: ____ / ____ / ______
Does the client have any diagnosed or suspected conditions
 (e.g., ASD, ADHD, trauma, etc.):
[ ] Yes  [ ] No
If yes, please provide details:
__________________________________________________________
__________________________________________________________
2. Parent/Carer Information
Name(s): ________________________________________________
Phone Number: __________________________________________
Email Address (if known): _________________________________
Has the parent/carer been informed of this referral?  [ ] Yes  [ ] No
If no, please explain: ______________________________________________________________________________
______________________________________________________________________________
3. Reason for Referral
Please describe the reasons for the referral and what the client is struggling with (e.g., anxiety, trauma, emotional regulation, social withdrawal):
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________


4. Support History
Has the client received any previous emotional support or counselling?
  [ ] Yes  [ ] No
If yes, please specify: _________________________________________________________________________________
_________________________________________________________________________________
Is the client currently on a safeguarding plan or under social services involvement? 
 [ ] Yes  [ ] No
If yes, please give brief details: _________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
5. Preferred Session Time (if any)
Please indicate if there’s a preferred time/day for sessions due to timetabling or SEND needs:
______________________________________________________________
6. Referrer’s Details
Name: _________________________________________________
Role/Position: ___________________________________________
Email: _________________________________________________
Phone Number: __________________________________________
Signature: _________________________   Date: ___ / ___ / _____

Please return this completed form to:
Email: info@oshays.org
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