
GAMBLING HARMS 
PREVENTION AGENCY REFERRAL FORM
Share your referral details so we can review and follow up.

ORGANISATION INFORMATION
Organisations Name: _____________________________________________________

Referred By: ______________________________________________________________

Position: __________________________________________________________________

Email: _____________________________________________________________________

Contact Number: _________________________________________________________

Date of Referral: __________________________________________________________

CLIENT INFORMATION
Clients Name: ____________________________________________________________

Clients Email: _____________________________________________________________

Clients Contact Number: _________________________________________________

Preferred Contact Method: _______________________________________________

Preferred Language: ______________________________________________________

SERVICES CLIENT REQUIRE
Please tick below the services you believe the referral client may require.



ADDITIONAL INFORMATION

Once complete please email the form to: shamaofficecentre@yahoo.co.uk

Or drop off to reception at the centre: 39-45 Sparkenhoe St, Leicester LE2 0TD

For any other support or information call us on 0116 251 4747

https://www.google.com/search?q=shama+women%27s+centre&rlz=1C5CHFA_enGB898GB898&oq=shama+wome&gs_lcrp=EgZjaHJvbWUqCggAEAAY4wIYgAQyCggAEAAY4wIYgAQyEAgBEC4YrwEYxwEYgAQYjgUyBwgCEAAYgAQyBwgDEAAYgAQyBggEEEUYOTIGCAUQRRhBMgYIBhBFGEEyBggHEEUYPNIBCDQ2MTBqMGo3qAIAsAIA&sourceid=chrome&ie=UTF-8
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