
           

 

        

  
REFERRAL FORM 

 

Referral  Details : Please return to admin@man-ni.org  
 Name:     

Address:  

 

Contact Telephone No:                                        Mob. No:  

 

MEDICAL DETAILS (if applicable)  
Name of GP: - Psychiatrist:-                                      

Address: - Address: - 

  

Tel No:   Tel No: 

PSYCHIATRIC: Illness 

Medication – give details: 

 

 

                                                                                                                                                     

REFERRAL AGENCY DETAILS 
Name of Referral Agency:  

Name of Referral Agent:                                                           Position:  

Address:  

 

Contact Telephone No:                                          Mob. No. 

CLIENT CONSENT 
Is Client Aware of and agreed to the Referral:                                                           

Has the Client consented to their details/information being given to MAN?                

Reason for Referral at this point:  

 

 

Any other Relevant details  

 

 

 

 

Ongoing current support from Voluntary or Statutory Services – Give details:  

 

Signed:       Date:  

 

MAN-Supporting & Promoting Male Health & Wellbeing 

Leafair wellbeing Centre 

20a Leafair Park: Derry BT48 8JS  

Telephone number: 02871 377777 

Email ; admin@man-ni.org    

Web: www.man-ni.org  
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