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Twilight Therapy and Training Solutions Ltd
Referral Form (2026 Version)
For schools, local authorities, residential settings, health and social care services, and other referring professionals
Please complete in full and email to: cypreferrals@twilight-therapy.co.uk 
	Official Use Only

	Date Received
	

	Client ID
	
	Allocated To
	





Section 1: Identification of Child / Young Person / Service User
	Local Authority / Referring Area
	



	Name of Child / Young Person / Service User
	



	Date of Birth
	



	Address
	



	Attending School / Education Setting (Yes/No)
	



	Current Setting / Placement / Home
	





Section 2: Referrer Details
	Referrer Name
	


	Role / Job Title
	


	Organisation / School / Setting
	



	Telephone Number
	


	Email Address
	


	Relationship to Child / Young Person / Service User
	




Section 3: Service Requested
Please tick the main service required. More than one service may be selected where appropriate.
☐ Advocacy
☐ Crisis Support
☐ Tuition / Alternative Provision
☐ Therapy / Emotional Wellbeing Support
☐ Training Session
☐ Temporary Staffing
☐ Short Breaks / Respite
☐ Afterschool / Holiday Club/Workshops
☐ Family Supervision / Family Support
☐ Outreach / Community Support
Section 4: Reason for Referral
Please provide a summary of the reason for referral, presenting needs, desired outcomes, and why support from Twilight Therapy and Training Solutions Ltd is being requested at this time.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Section 5: Current Needs and Risks
Please include any relevant information about behaviour, emotional wellbeing, SEND, SEMH, safeguarding, risk, health, medication, missing episodes, family circumstances, or professional concerns.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Section 6: Support Already in Place
Please give details of any support already received by the child, young person, service user, or family, including current professionals involved.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Section 7: Preferred Service Delivery
	Preferred delivery method (online / face to face / outreach / no preference)
	

	Preferred days / times
	

	Preferred location / area
	

	Urgency of referral (routine / urgent / immediate review requested)
	



Section 8: Consent and Information Sharing
Please confirm whether verbal consent has been obtained for this referral and whether there are any restrictions on contact or information sharing.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Section 9: Additional Information
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Important Information
Please complete this form as fully as possible. Forms with insufficient detail may be returned for clarification. On receipt of the referral, an acknowledgement email will be sent and a member of the team will make contact as soon as reasonably practicable.
If the referral relates to an immediate safeguarding concern or emergency risk, please follow your safeguarding procedures and contact emergency services or the relevant safeguarding team without delay.
Referrer Declaration
I confirm that the information provided is accurate to the best of my knowledge and that appropriate consent has been considered in line with my professional role and local procedures.
	Referrer Signature
	

	Referrer Name
	

	Date
	

	Please return electronically completed forms to: cypreferrals@twilight-therapy.co.uk 
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