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NIDAS Art Therapy Services - Referral Form (CYP) 
Before you begin:
*Please note, if you are making a referral for multiple children and/or young people please ensure you complete a separate referral form each.
Check – is your client (parent/carer) aware of their referral to our service? ☐
Does your client consent for us to make safe contact with them? ☐

Completing this referral form:
By completing this referral form, you’re helping us to make contact with the client as safely and quickly as possible.  We’d appreciate it if you could include as much information as possible in order to help us understand more about the client’s needs and risk and also manage duplication of support.
Completed referrals should be sent to:
NIDAS – Nottinghamshire Independent Domestic Abuse Services 01623 683250.  
Email: referrals@nidas.org.uk

Eligibility criteria: 
To ensure we provide the most effective and specialised support, NIDAS only accepts referrals for therapy where domestic abuse is identified as the primary and specific support need living in the Mansfield/Ashfield area. This focus allows us to dedicate our resources and expertise to those whose experiences directly align with our mission and therapeutic approaches. 
NIDAS is committed to providing specialised support for individuals affected by domestic abuse. Please note that we are not a 24-hour mental health service, and we do not offer long-term trauma therapy. Our services are designed to provide focused, impactful interventions within a specific timeframe. For those requiring immediate mental health support or long-term therapeutic care, we recommend contacting local mental health crisis line or consulting with a mental health professional. 
To ensure the safety and well-being of all individuals seeking support, NIDAS requires that all referrals be fully completed. This comprehensive information is essential for us to assess whether our services are the most appropriate and to adhere to safeguarding protocols effectively. Incomplete referrals will not be accepted, we reserve the right to reject referrals where our services do not meet the eligibility. 
Accompanying documents:
Please attach any supplementary details where possible, particularly in relation to safeguarding and risk concerns.  



	How did you hear about our service?

	Search Engine ☐ 
Email ☐
Social Media ☐
Education ☐
Health ☐
Housing ☐
Word of mouth ☐

	Police ☐
Social Care ☐
Citizens Advice ☐
Solicitors ☐
Mental Health Services ☐
Family Service ☐
Other ☐
Please specify: 




	1. Information about the person making the referral

	

	Date of referral:
	

	Please indicate which service you’d like to refer to:

	1:1 therapy ☐
Dyadic/family therapy ☐


	Please enter your name and contact details: 

	Referrer’s name
	

	Organisation name
	

	Role/ job title
	

	Contact number 
	

	Contact email
	






2. CLIENT INFORMATION
	Contact information 

	First name
	

	Last name
	

	Other names / preferred names
	

	DOB
	

	Addresses 

	Current address


	

	Does the perpetrator live at this address?
	Yes ☐  
No ☐  
Don’t Know ☐

	Tenure of property
	Owner/occupier (parents/carer) ☐
Council tenancy ☐
Private rented ☐
Housing association ☐
Don’t Know ☐

	Status of alleged perpetrator’s current legal rights to live in the property:
	Joint owner ☐
Joint tenant ☐
None ☐
Other ☐
Don’t Know ☐

	Can we send post to this address?
	Post to this address ☐

	Contact information for this referral

	Please contact:	
	
CYP directly ☐ 
Parent/ Carer ☐ 

	Parent/ carer name:
	

	DOB:
	

	Address:

	









3. CLIENT MONITORING 
	How would this client describe their gender?
	Female ☐
Male ☐
In another way:_________________ 

	Is their current gender different to the sex they were assigned at birth?
	Yes ☐
No ☐ 
Don’t know ☐

	Do they consider themselves to have any kind of disability? 
(please tick any that apply)
	Physical ☐
Wheelchair/mobility access required  ☐
Learning ☐
Mental Health ☐
Deaf/ hearing impaired ☐
Blind/ visually impaired ☐
Something else:_________________
Don’t Know ☐

	How would they describe their ethnicity?

	White British ☐ 
White Irish ☐
White Gypsy or Irish Traveller ☐
Any other White background ☐

Asian British ☐
Asian Indian ☐
Asian Pakistani ☐
Asian Bangladeshi ☐
Any other Asian background ☐

Chinese ☐ 
Arab ☐
	White and Black Caribbean ☐
White and Black African ☐
White and Asian ☐
Any other mixed/ multiple background ☐

Black British ☐
Black African ☐
Black Caribbean ☐
Any other Black background ☐

Other (please specify):
________________________
Don’t Know ☐

	Do they have a faith/ religion? 

	No religion ☐
Bahai ☐ 
Buddhist ☐
Christian ☐
Hindu ☐
Jewish ☐
Jain ☐
	Muslim ☐ 
Shinto ☐ 
Sikh ☐
Zoroastrian ☐ 
Other:
______________________________
Don’t Know ☐

	What is their relationship status?
(tick one option)
	Civil partnership ☐
Married ☐
Divorced ☐ 
Separated ☐
Cohabiting but not married/ CP
In a relationship (not cohabiting) ☐
Widowed ☐
Single ☐
Don’t know ☐

	What is their sexual orientation?
(tick one option)
	Heterosexual/ straight ☐
Gay woman/ Lesbian ☐
Gay man ☐
Bisexual ☐
Something else:_________________
Don’t Know ☐ 

	Are they pregnant?
	Yes ☐ 
         No ☐        
Don’t know  ☐

	If yes, please give additional details 
e.g., expected due date, is the alleged perpetrator father to the unborn baby?
	

	What is this client’s nationality?

	

	(If not  British National) What is their immigration status?
	

	(If not a British National) Do they have access to Public Funds?
	Yes ☐         
 No ☐        
Don’t know  ☐

	Benefits:
	PIP ☐         
 Universal credit ☐        
Carer’s allowance  ☐ 
  Employment and support allowance  ☐
Don’t know  ☐
Other (please specify): 

	Employment status:
	Employed ☐         
Unemployed ☐        
Don’t know  ☐




	4. THERAPY/COUNSELLING 

	

	Does the client have any previous involvement in therapy or counselling?

	Yes ☐
No ☐


	Please provide information of counselling/therapy completed, and when this took place

	





	
5. CLIENTS NEEDS / VULNERNABILITES 


	Reason for referral

	





	

	Mental Health: 

	Are there any diagnosed mental health support needs?
Please provide details
	Yes ☐
No ☐


	
	Details:


	Medication (Current or historical)
Please provide details
	Current ☐
Historical ☐
None ☐


	
	Details:



	Additional details:

	







	Is this client involved in current court proceedings (criminal or civil)
	Yes ☐         
No ☐         
 


	Please provide further information 

	







	Other than domestic abuse has this client experienced other significant traumatic/difficult experiences 
	Yes ☐         
No ☐         
 


	Please provide further information 

	







6. RISK FACTORS
	Risks
	Risk to self ☐         
 Risk to others ☐         
Risk from others  ☐ 
  Suicidal ideation (historic or current)  ☐
Impulsive behaviours which can impact risk ☐
Self harm (historic or current) ☐
Substance (drug or alcohol) misuse  ☐
Other (please specify): 


	If you have ticked any box above please provide further information:

	








7. ENVIRONMENTAL CONCERNS / HISTORY
	Any obvious difficulties impacting client wellbeing within their current environment?

	Yes ☐
No ☐


	Has the client experienced trauma in their current environment?
Yes ☐
No ☐


	Please provide any additional details 









8. RELATIONSHIPS
	If the person being referred has siblings please provide their names and DOBs below:

	Name:
	DOB:
	Additional needs and or disabilities:
	School/College/ Nursery:

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	Are Social Care involved with this family? 
(Please give details)
	




	Nature of involvement (please give details, current or previous involvement)
	

	Name of social worker and contact details (if relevant)
	

	Are there any other services/agencies involved with this family?

	






	Information about the alleged perpetrator:

	Name:
	

	Relationship to survivor:
	

	Address:
	


	DOB:
	

	Additional details regarding alleged perpetrator e.g. risk:
	







	Is there ongoing contact with the perpetrator?
	Yes ☐
No ☐
Further information:




	If there is more than one alleged perpetrator, please provide additional details in the box below:

	










9. ART THERAPY
	Does the client understand what art therapy is?

	Yes ☐
No ☐


	Does the client have an interest in art making 

	Yes ☐
No ☐

	

	What differences would you like to see as a result of the client attending Art Therapy?

	1.

2.

3.

4.



	What differences would you like to see as a result of the client attending Art Therapy?

	1.

2.

3.

4.
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