
  
 

 

 
 

 

CLIENT DETAILS  

Prefix 
(Miss/Mrs/Ms/Mr/other) 

 

First name  

Surname  

Address  

Email address  

Telephone number  

Preferred method for 
contacting 

 

Date of birth  

Gender  

Emergency contact: 
Name 
Telephone 
Relationship 

 

 

DETAILS OF THE 
REFERRAL 

 

Reason for referral 
Briefly describe the type of 
service you are seeking for this 
client or the name of the service 
you have seen advertised.  

 
 
 
 

 

   Recovery Code X Referral Form 

 
 
    Survivor led 
         For the people 
                By the people 

 

 

REFERRER DETAILS  

Name of organisation  

Name of referrer  

Contact email  

Contact telephone 
number 

 

Date of referral  
 

Enquiries: email admin@recoverycodex.org    Registered office address:  
Telephone: 01234 637733 or 078616 77343    71 – 75 Shelton Street, London WC2H 9JQ 



Complex PTSD 
diagnosis or self-
identifying with 
symptoms? 
Please indicate client’s perceived 
level of severity of their CPTSD 
on a scale of 1 – 5 with 1 being 
mild and 5 being severe. 

 

 

Are there any 
safeguarding issues 
(adult and child) that 
we need to be aware 
of? 

 

Are there any other 
agencies involved? 

 

Has the client 
consented to this 
referral?  

 

Additional comments 
 

 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
Signed: ……………………………………………………………. 
 
 
Name: ……………………………………………………………… 
 
 
Position: …………………………………………………………… 
 
 
Date: ………………………………………………………………. 
 

www.recoverycodex.org 
Company Limited by Guarantee 

Company Number 14656781 


