
PHOENIX 
T R A U M A S E R V I C E S 

Self-referral 
Derby 

phoenix-trauma-services.org 

 

 

Y O U R I N F O R M A T I O N 

Full Name   

Date of Birth       Place of Birth   

Gender  Male  Female 

Home Address   

City   Post Code   

Phone Number   Email   

Preferred contact method  Email  Phone  Text 

Preferred Day/ Time to contact   

 

Emergency Contact Name   Emergency Phone   

Relationship to you   

F U R T H E R I N F O R M A T I O N 

Please briefly outline the reason you’ re seeking support 
  

 

 

 

Have you been in hospital, prison or homeless in the past year? I f yes, 

 

 

 

 Yes 

 

 

 

No 

please provide brief details below   

 

 

Are you currently being supported by, or are you known to any other 

 

 

 Yes 

 

 

No 

services? I f yes, please provide details below   

 

 

 

Have you ever been diagnosed with a mental health condition? 

I f so, please provide details below 

 

 

 

 Yes 

 

 

 

 No 



PHOENIX 
T R A U M A S E R V I C E S 

Self-referral 
Derby 

phoenix-trauma-services.org 

 

P R I V A C Y C O N S E N T 

 

Do you have any immediate r isk concerns? I f yes, 

please provide details below 

 

 

 

 

 

Are you currently on any medication? I f yes, 

please provide details below 

 Yes  No 

 

 

 

 

 

 

 Yes  No 

 
 

 

 

 

Is there any other information you feel is important for us to consider? I f 

yes, please provide details below 

 Yes  No 

 
 

 

 

 

 

 

How did you hear about us? 

 

 

 

 

Please t ick to give consent to receive contact from Phoenix Trauma Services 

 

 

By submitting this referral you consent to Phoenix Trauma Services Derby storing and 

processing the personal information provided for the purpose of assessing and arranging care. 

We will handle your data in accordance with applicable data protection law. 

 

 

Signature 
Date 

 

    


