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Psychosocial project- Revised November 2005 
 

Explanatory Note:  This form was developed for referral from other NGOs to the HIAS 
Refugee Trust of Kenya, but could be easily adapted for referring cases in need of psycho-
social or other assistance between other NGOs or between an NGO and UNHCR. 

REFERRAL FORM FOR PSYCHOSOCIAL ASSISTANCE 

 

Date: __________________________________       Your Ref. No._________________________ 

Name: _________________________________       Nationality:___________________________ 

UNHCR/Ration card No. __________________         No. of dependants: ____________________ 

Status   Refugee              □                                         Date of birth: _________________________ 

             Asylum seeker     □ 
 
Does the refugee/asylum seeker speak English? If not, what language(s) does he/she speak? 

______________________________________________________________________________ 

 

Contact details of the refugee/asylum seeker: 

______________________________________________________________________________

______________________________________________________________________________ 

 

Particular psychosocial needs 

□  Counseling                                               □  Psychiatric care                                                   
□  Possible family tracing 

□  Psychosocial assessment         □  Mental state assessment 
 
 

Referral Organization _____________________________________________________________ 

Name of Officer:______________________________   Signature __________________________ 

Contact details: _________________________________________________________________ 

______________________________________________________________________________ 
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How and why did the refugee/asylum seeker first come into contact with your organization? 

______________________________________________________________________________

______________________________________________________________________________ 

 

Is the refugee/asylum seeker receiving any assistance from your organization or (to your 

knowledge) any other organization e.g. counseling, psychiatric care, education, housing, etc? 

(please specify) ________________________________________________________________ 

______________________________________________________________________________ 

 

Brief history of trauma ____________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Refugee/ asylum seeker’s presenting symptoms: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Referral Organization _____________________________________________________________ 

Name of Officer:______________________________   Signature __________________________ 


