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REFERRAL AGENCY CONTACT SHEET

PERSONAL INFORMATION
This form must be completed in full in print. Please scroll down for our referral criteria below
	Last Name: (family name)
	

	First Name:
	
	Sex
	
	Date of Birth
	

	Full Present Address:
	

	

	
	Post Code
	

	Ethnicity
	
	
	

	Length of time at this address:
	
	Tel No:
	

	Is the client aware of the referral?
	Yes
	
	No
	

	Note: If no, please advise the client as soon as possible


REFERRER INFORMATION

	Referral Agency:
	

	Agency Address:
	

	

	
	Tel:
	
	Post Code:
	

	Key worker:
	
	Relationship with Client:
	

	Length of time known to referrer
	
	Date of initial contact with referrer
	

	Additional Information:
	

	

	

	


RISK ASSESSMENT

	Has the client committed any acts involving the following? (Please give details, including date(s) of offence (s) and sentence)

	Violence:
	no

	
	

	Use of Weapons:
	no

	
	

	Arson:
	no

	
	

	Sexual Offences:
	no

	
	

	Is it appropriate to have same sex worker?
	Doesn’t matter


AREAS OF REQUIRED SUPPORT
	Does the client require support in any of the following areas? If so, please elaborate on their needs.

	Housing/Accommodation:
	

	
	

	Benefits/Welfare/Legal
	

	
	

	Employment


	

	
	

	Training/Education


	

	
	

	Medical/Disability


	

	
	

	Drug/Alcohol


	

	
	

	Sexual Health/Sexuality


	

	
	

	Psychological/Emotional


	

	
	

	Offending Behaviour


	

	
	

	Physical Health
	

	Why are you referring this child/young person to our service? Please be specific in outlining target behaviours, specific areas of concerns and where you believe the child/young person needs support and intervention.

	

	Please provide details of any organisations currently working with the child and those that have had recent involvement.

	Agency Name
	Contact Name
	Contact Details

	
	
	

	
	
	

	
	
	

	
	
	

	Please add any additional information that you feel necessary to help us prioritise this referral.

	


We offer the following practical & therapeutic interventions as listed below. Please tick an option that you feel will benefit the young person or family.

	Intervention
	Referral Criteria
	Please tick below

	1. Cognitive Behavioural Therapy (CBT) 14-21 yrs.
	Low mood, anxiety, generalised anxiety, anger, depression, obsessive compulsive disorder (OCD), post traumatic stress disorder (PTSD).
	

	5. Counselling 14 -21 yrs.
	Drugs & alcohol, anger management, self harm, low self esteem/confidence, bereavement, identity, sexuality, racism or other abuse.
	

	1-2-1 Advocacy Support 14-21 yrs.
	Practical and motivational support around education, training, employment opportunities and accessing positive activities.
	

	3. Incredible Years Parenting Groups, for parents with children 3-10 yrs. 
	Aggressive and oppositional behaviour (mild to severe) e.g. hitting, biting, kicking, hair pulling.

Non-compliance/difficulties following instructions, attention difficulties

Relationship difficulties with parents or carers
	

	4. Parent Child Game (PCG), & PIPT One to one Parenting Support 3-8 yrs.
	Aggressive and oppositional behaviour (mild to severe) e.g. hitting, biting, kicking, hair pulling.

Non-compliance/difficulties following instructions, attention difficulties

Relationship difficulties with parents or carers
	

	5. Systemic Family Practice 
	Families where the young person presents with depression / self-harm and conduct disorder/difficulties. 
	


 FORMCHECKBOX 
 Have explained this referral and the service available 

 FORMCHECKBOX 
 Consent obtained for referral and the sharing of the client information outlined above

Referrer’s Signature:     Date: 

Print Name: 
If you require additional information on how to complete this referral form, please call 020 7538 1601

Please return via:

Post:   Docklands Outreach, St Matthias Community Centre, 113 Poplar High St, E14 0AE
Email:  runa.khalique@dockout.org.uk

Ref: DOC002 Created 170403






