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REFERRAL FORM
HEALTH & WELLBEING DEPARTMENT - UNIVERSITY COUNSELLING SERVICES (UCS)
TO INTERNAL AND EXTERNAL SUPPORT UNITS

PART I: To be completed by UCS clinician
	Student

	Name:      
	Sex: 

	Student Matric Number: 
     
	NRIC or Passport Number: 
     
	Phone: 
     

	Faculty: 
	DOB: 
     
	NUS Email: 
     

	Year level: 


	Referring UCS STAFF

	Name:
     

	Designation:      
	Email:             

	Reason for Referral:


 Academic-related reason

 Housing-related reason

 Mental health/medical reason

 Social, community, and/or family-related reason

 Wellbeing support and monitoring required

      Others: 


	Relevant information about student (MSE findings, current level of daily functioning, risk assessment, any significant behavioural observations, engagement with support services and treatment, where relevant and other pertinent information that may assist in providing appropriate support and intervention) 
     


	Case is referred to: 

      Others:  General Practitioner  Psychiatrist  UHS: 
      Faculty (name of faculty and staff of faculty (if any)): 
      Hostel (name of hostel and staff of hostel (if any)):     
      NUS unit (name of unit and staff of unit (if any)):   
      External unit or resource (outside of NUS) 


	Please specify the support, action, coordination, or follow-up required from referred party
 Medical Assessment

 Wellbeing check-in and pastoral care support
 Linkage to relevant resources and services

 Monitoring and follow-up support (medical and /or mental)
 Hospitalisation and/or emergency support

 Case management follow-up

      Others: 


	STUDENT CONSENT (*clinician to tick accordingly)

	 If referred to University Health Centre (UHC) or if risk is identified, this form proceeds without obtaining student’s consent. (*Student is not required to sign the referral form) 
 I hereby consent to University Counselling Services sharing relevant information about me with the referring unit for the purposes of care coordination, support, risk and case management. I understand that only information deemed relevant to these purposes will be disclosed. (*This consent remains valid for one (1) year from the date this form is signed, unless withdrawn earlier in writing).
__________________________                             ________________________                                   

         Signature of Student  



PART II: RESPONSE FROM REFERRED PARTY
	SECTION B: RESPONDING PARTY 

	Name:      
	Unit/Organization:      

	Role / Designation:      
	Contact:      

	Date of meeting student:     

	SECTION C: OBSERVATIONS / FINDINGS 
Brief summary of assessment, observations, or interactions with the student (include clinical impression, treatment plan and follow-up plan where applicable):

	     


	SECTION D: CONTINUED SUPPORT AFTER REFERRAL

	Will the student continue to receive support from you/your unit after this referral?  
No       
Yes  
Next scheduled check-in / appointment:      
Remarks (if any):      


	SECTION E: RECOMMENDATIONS TO UCS

	     



_________________________                             ________________________                                   

       Signature of responder                                                         Date
 Date
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