
Self Referral Form 

Name ………………………………………………….………    Title ……………..……......... 

Address …………………………………………………………………….…………………… 

……………………………………………………………    Post Code ………………….……. 

Mobile/SMS ………………………       Email ………………………………….…….………… 

Fax ………………………………..        Skype  ……………………………..………………….  

BSL User   Yes          Date of Birth ….…/….…/………   NHS Number ………………….… 

Doctor’s name and Address …………………………………………………………………….. 

………………………………………………………………………………………………………. 

We might need to contact your Doctor to book a room for you to see the therapist 

I give permission for BSL Healthy Minds to tell my doctor that I am asking for BSL 

Therapy:     Yes 

Issue:       Depression Yes                      Anxiety  Yes 

Other - Please give brief details: ………………………………………………………………… 

……………………………………………………………………………………………………….. 

……………………………………………………………………………………………………….. 

……………………………………………………………………………………………………….. 

……………………………………………………………………………………………………….. 

Please send to:        BSL Healthy Minds 

Post: BSL Healthy Minds, SignHealth, 5 Baring Road, Beaconsfield, Bucks., HP9 2NB 
SMS: 07966 976747 
Fax: 01494 687622 
Email: info@bslhealthyminds.org.uk 
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