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Domestic Abuse / Sexual Abuse Referral Form
	Inclusion Criteria
	Exclusion Criteria

	· Clients Living in Greenwich Borough – info@hercentre.org
· Sexual Violence (Including DV Rape) - Greenwich Borough Only 
· Also, for Young People 13 to 19 Years - Greenwich Borough Only

	              Different referral form needed:

· Clients living in Bexley Borough: bexley.community@solacewomensaid.org
· For male Victims: referrals_gdva@h4w.co.uk /                           020 8317 8273
(CONSENT FOR MASH AND MARAC REFERRALS NOT NEEDED)
· MARAC: MARAC-Referrals@royalgreenwich.gov.uk /  
               MARAC@bexley.gov.uk
· MASH:    MASH-referrals@royalgreenwich.gov.uk



Once completed please email to info@hercentre.org 
FYI: Client must give consent for referral to ensure engagement with services.
	Date referral made:  
	Referral to:    Health IDSVA   /   Young Women’s IDSVA 
Please circle

	Does it relate to:  □ Stalking         □ HBV           □ FM           □ FGM          □ Prostitution        □ Trafficking
□ Sexual Exploitation        

Please tick all which apply.


	Name of the person making referral:

Tel:

	How did they hear about Her Centre?


	Clients first name:
	Client surname

	Date of Birth:


	Address:




ddress

	Birth happy to be referred?y Service?



















































































	

	Ethnicity:

Nationality:


	Interpreter required? If so what language?



	Country of origin
	Client’s religion

	Does the client have any Disability/ Special needs/ Mental Health?

	Does the client have any substance use / alcohol issues?



	Client’s sexuality:
	Is the client partner Male or Female?



	Does the client have any children?

Yes ⁭   No ⁭ If yes please state details

	Name        

	D.O.B


	Gender


	
	
	
	

	Do you consider there to be any child protection issues?

Yes        No

	Medical History:

	Medical Information:

GP Practice:

GP Details & Address:


	Next of Kin:


Perp Details
	Name: 


	Address: 

	D.O.B:



	Please give a background of the client’s experience and what service they may require from the HER CENTRE, i.e; Emotional/Practical Help (IDVA) or Counselling/Group Therapy
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