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CLEAR Hope for Harm Service Referral Form
Important Information: The aim of our service is to help adults to explore and understand more about their self-harming behaviour. This can be challenging and sometimes make things feel worse before they get better, so it is important that things feel stable enough in your life and support network to allow you to safely explore. We also want you to feel ready, able and safe to attend and participate in sessions.  This form helps us to understand if we are the right service for you at this time, and if not, what other support is available for you.   
                     
SECTION 1: Your details
	Personal Details - we ask for this information so we can carefully consider the best support for you.

	Name:
	Telephone Number:

Can we text this number?  Yes ☐          No ☐
Can we leave a voicemail? Yes ☐          No ☐

	Date of Birth: 
	Age: 

	Your Address:



Can mail be sent to this address?  Yes ☐          No ☐
	Email Address: 


Can we use this to contact you?  
Yes ☐          No ☐

	GP Name & Surgery Details:




	I can speak and understand English  ☐      I need an Interpreter  ☐         I find reading hard  ☐


 
SECTION 2: Referral Details. This will help us to identify how we can best support you  
	Can you tell us what you do to self-harm and how long you have self-harmed for?


Have you ever been hospitalised as a result of self-harm?        Yes ☐    No ☐
If yes, can you tell us how long ago this was?


	Is there any more information you would like to share about why you are seeking our support (this can be brief or detailed, please only share what you feel comfortable with sharing) and tell us why you are reaching out for help now? 

	










 Section 3: Risk to self and others
	In order for us to assess whether our service will be suitable for your needs, we need to ask some sensitive and difficult questions about how you are at the moment: 

	1. Are you experiencing current suicidal thoughts?    		              	Yes ☐          No ☐

1. If yes, do you have any immediate plans to act on these thoughts?   	Yes ☐          No ☐

2. Have you attempted suicide in the last 12 months?         			Yes ☐          No ☐                                                                   


	 If you are feeling suicidal, we would advise that you contact your GP for further support even if you are referring
 to CLEAR.  In addition you can visit this link: https://www.cornwallft.nhs.uk/i-need-help-now/ 
 Or call the mental health helpline on 0800 038 5300.
  

	Convictions – We need this information to assess any risk to you, our other clients and our staff.

	Have you ever been convicted (not spent) of harming another?                           Yes ☐          No ☐ 
(for example, domestic abuse, sexual assault, stalking, harassment) 

If yes please provide further information: 



	Do you have a Probation Officer?                                                                 Yes ☐          No ☐ 
 
If Yes Please provide Probation Officer Name: 
 
Details and Date of offence: 



	Are you going through a current court case?                                                             Yes ☐          No ☐

	Please note we are not able to support those convicted of harming another as this is our policy. We are able to signpost to more suitable services if this applies to you.



 

SECTION 4: Mental Health Diagnosis(s)
	Please could you tell us if you have been given a diagnosis by a medical professional for any of the following by ticking the box:
 		

	Anxiety
	
	Depression 
	

	PTSD (including Complex PTSD) 
	
	Eating Disorder(s) 
 
	Current ☐         
 
Historic ☐

	Dissociation  
 
	
	Additional Needs or Neurodivergence (please specify)
	 

	Personality Disorder (please specify which one if you are able to) 
	 
	Bipolar
	 

	Psychosis
 
	Current ☐         
 
Historic ☐
	 
 
	 

	Are you taking any medication related to mental health difficulties?               Yes ☐          No ☐ 
If yes, please tell us which medications you are taking as this can impact therapy in various ways: 




SECTION 5: Other difficulties
	Please could you tell us if you have difficulties with any of the following:

	Drug & Alcohol dependency
	Current ☐     
    
Historic ☐
	Feeling like you want to harm other people 
	Current ☐         
 
Historic ☐

	Domestic Abuse 

	Current ☐         
 
Historic ☐
	Feeling at risk from other people 
 
	Current ☐         
 
Historic ☐

	Homelessness / without a home
	
	Experience of war, torture, or trafficking
	

	Uncontrollable Anger
	
	
	

	If something you are struggling with has not been listed above, please use the box below to write more details (if you feel able to): 

	

	Please could you advise us if you have any physical health difficulties.
(It is helpful for us to be aware of additional health needs so we can support you in the best way): 
 

	

	


 
SECTION 6: Children/Dependent(s) Information
	Children/Dependent(s) Information 
It is important for us to know about your children/dependents (if you have them), along with any additional needs.

	Do you have children?                                                                    Yes    ☐                               No     ☐            
 
If Yes Please provide the following information 

Details of children & ages: 
 
 

Please detail any safeguarding concerns below:



	Do you have anyone dependent on you for their care needs?         Yes     ☐                         No    ☐            

Please detail any safeguarding concerns below:



	Is there any Social Services involvement at the moment?                    Yes     ☐                        No    ☐            
 
If Yes Please provide the further information below: 



	Has there been any Social Services involvement in the past?           Yes     ☐                         No    ☐            

If Yes Please provide the further information below: 




	Are there any current family court proceedings?                                  Yes      ☐                        No    ☐            


If Yes Please provide the further information below: 




SECTION 7: Previous Therapy
	Have you previously had counselling/psychotherapy?

	Yes ☐          No ☐
If Yes please provide further details (how many sessions, which service): 




	Preferences for Counselling/Therapy Sessions

	Do you have a preference for male or female counsellor?     Male ☐          Female ☐      No preference ☐

At the moment we only have counsellors that identify as male or female.



	We sometimes have trainee counsellors who are fully supported by CLEAR to offer counselling.
Please tick below if you would be comfortable working with a trainee counsellor? 

	
Yes, I am ok to work with a trainee counsellor☐             No,  I would not like to work with a trainee counsellor☐            



	What are your preferences for receiving appointments?


	
Face to Face ☐                         Online/Video ☐                          Telephone ☐                    




SECTION 8: Current Support from other agencies: 
	Please put a tick next to any service that is supporting you at the moment: 

	Adult Community Mental Health Service (CMHT) 
	 
	Social Care
	 

	Police (please provide a crime number if you have one) 
	 
	Probation Service
	

	Refuge
 
	 
	Housing
	 

	Pentreath
	
	NHS Depression & Anxiety Service
	

	 Any other Service(s) or Counsellor: 
 


	If you can, please write the details of people who are supporting you below: 

	Name: 
Contact number: Service: 
 
	Name: 
Contact number: 
Service: 



PRIVACY NOTICE 
CLEAR respects the personal and sensitive information you have provided is confidential. This means we store it securely and control who has access to it. We will not share any information without your consent or where we are not legally required to do so.  We will only share such information as necessary, and where we are satisfied that the other organisation is entitled to receive it and will keep your information secure.  Please refer to the Privacy Policy on our website, at www.clearsupport.net for further information. 
By signing this form you give consent to this referral.  Please inform us of this in writing if you wish to withdraw your consent.  

You can also find out more about CLEAR and our services by signing up to our Newsletter. Please check this box if you wish to receive this ☐

YOUR SIGNATURE (Self Referrals) 
	Client’s Signature:
	


	Date 
	



If completing this form electronically please indicate your consent to our privacy notice by typing your name as an electronic signature. Thank you. 


Monitoring Information (We collect this information as it is in relation to our funding):
	How did you hear about CLEAR? 

	 Website ☐     Google  ☐       GP  ☐      Friend ☐    Professional  ☐     Other ☐ (Please specify)  
Recommendation ☐ (please specify) 

	
	Ethnicity  

	White British 
	 

	White Other 
	 

	Cornish 
	 

	Mixed 
	 

	Asian or Asian British 
	 

	Black or Black British 
	 

	Chinese 
	 

	Other 
	 

	Declined to Answer 
	 



	
	Age at referral  

	1-15 
	 

	16-24 
	 

	25-34 
	 

	35-44 
	 

	45-54 
	 

	55-64 
	 

	65-74 
	 

	75+ 
	 

	Declined to Answer 
	 


	Employment Status

	Working
	 

	Not working
	 

	Absence/Sickness
	 

	Looking for work
	 

	Other
	

	Declined to Answer 
	 




	
	Gender Identity  

	Male 
	 

	Female 
	 

	Intersex 
	 

	Transgender 
	 

	Transexual 
	 

	Other
	

	Declined to Answer 
	 



	
	Other characteristics 

	Pregnant 
	 

	Maternity-baby under 6 months old 
	 

	Caring responsibilities- (other children) 
	

	Other caring responsibilities- (adult) 
	 

	Married 
	 

	Same sex civil partnership 
	 

	Living with partner 
	 

	Live alone (with children)
	 

	Live with others (friends/family/lodger) 
	 

	Armed Forces/Veteran
	

	Refugee/Asylum Seeker
	

	Previous time in prison
	

	Victim of crime (other than sexual abuse/sexual assault)
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	Sexual orientation 

	Heterosexual/Straight 
	

	Lesbian 
	 

	Homosexual 
	 

	Bisexual 
	 

	Other
	

	Declined to Answer 
	 



	



	Do you consider yourself to have a Disability? Yes ☐          No ☐
Definition of a Disability: A physical or mental impairment which has a substantial and long-term adverse effect on a person’s ability to carry out day to day activities. 

	If yes, can you briefly state what it is?




Email: Referrals@clearsupport.net       	 Call: 01872 261147        Visit: www.clearsupport.net 
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