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	Smile

Attention Deficit Hyperactive Disorder


	Please return this form to 

Bliss Mediation Services

Eric Tolhurst Centre

3 – 13 Quay Road

Blyth

NE24 2AS

Tel / Fax: 01670 540979

Email: blissmediation@btinternet.com


	Referred From:
Organisation  …………………………………………………..      Self Referral      Yes / No

Organisation Address …………………………………………………………………………………………… 

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

Name of contact ………………………………………………..       Phone number …….……………………..

Date of Referral  ……………………………………………….

	Client Information:
Name : ………………………………………………………….      Age ………     Male / Female

Address: ……………………………………………………………………………………………………………

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

Phone number …………………………………………………       A.D.H.D.  Date Diagnosed …………………



	Client Parent or Guardian (person to make appointment with)

Name …………………………………………………………       Phone number ……………………………….

Relationship to client ………………………………………………………………………………………………

	Reason for Referral:

………………………………………………………………………………




	For office use only

	Date Received: …………………...

Date allocated:…………………….

Date closed: ………………………
	Mediators:

…………………………………….

……………………………………
	
[image: image2]
Mediation;                


S.F.T. 


Networking                   

…………………………………….


