	Multi-Agency Referral Form for Children and Families

Blaenau Gwent Directorate of Social Services (Children’s Services )

	SSID ID:

(Social Services only)
	REFERRAL TYPE: CHILD PROTECTION or CHILD IN NEED

	Is Parent/Carer aware of referral?
	Yes (    No (

	Has consent been obtained to make this referral?
	Yes (    No (

	If Yes is Consent
	WRITTEN  ( VERBAL  (

	

	CHILD/YOUNG PERSON’S NAME AND  ADDRESS DETAILS

	SURNAME:
	House Number & Street:

	Also Known As:
	

	FORENAME(s):
	Village:

	Date of Birth:                                    Age:
	Post Town:

	Gender:  Male/ Female
	Post Code:

	
	Tel. No.:

	OTHER FAMILY MEMBERS OR SIGNIFICANT OTHER PEOPLE IN THE HOUSEHOLD

	Name (include aliases)
	Relationship to Child/Young Person
	

	
	
	Parental Responsibility Yes ( No (

	
	
	Parental Responsibility Yes ( No (

	
	
	

	
	
	

	Names of Siblings:
	Date of Birth
	Names of Siblings
	Date of Birth

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	ETHNICITY:  This section must be completed.

	WHITE
	(
	CARIBBEAN 
	(
	INDIAN
	(
	WHITE AND BLACK CARIBBEAN
	(

	WELSH
	(
	AFRICAN
	(
	PAKISTANI
	(
	WHITE AND BLACK AFRICAN
	(

	WHITE IRISH
	(
	BLACK - OTHER
	(
	BANGLADESHI
	(
	WHITE AND ASIAN
	(

	WHITE OTHER
	(
	CHINESE
	(
	OTHER ETHNIC GROUP
	(
	NOT GIVEN
	(

	SPECIAL NEEDS:  Yes ( No (
	       Communication Needs?: Yes ( No (
	1st Language:

	Child/Young Person’s Religion:
	       Is an interpreter /signer required? Yes (No (

	

	SCHOOL/PLAYGROUP:


	GP:

	ADDRESS:






	HEALTH VISITOR:



	
	ADDRESS:



	TEL NUMBER:
	TEL NUMBER:

	
	(PLEASE COMPLETE OVER


	INFORMATION ON STATUTORY STATUS
	

	Child/Young Person or other children/young persons in the family have been on a disability register
	Yes ( No (

	Child/Young Person or other children/young persons in the family have been on a child protection register
	Yes ( No (

	Child/Young Person or other children/young persons in the family are/have been Looked After
	Yes ( No (


	REASON FOR THE REFERRAL OR REQUEST FOR SERVICES (STATED ISSUE)

Please detail any incidents or concerns and the actions that have been taken

	

	Key Agencies (please tick if working with family)

	G.P.
	(
	Tel:
	Health Visitor
	(
	Tel:

	Nursery
	(
	Tel:
	Education Welfare Officer
	(
	Tel:

	School
	(
	Tel:
	Police
	(
	Tel:

	Y.O.T
	(
	Tel:
	Dentist
	(
	Tel:

	Community/Mental Health
	(
	Tel:
	Community Paediatrician
	(
	Tel:

	School Nurse
	(
	Tel:
	Other
	(
	Tel:

	

	Name of Referrer:
	Designation:

	(Please Print)
	

	Signature of Referrer
	Agency:

	
	ADDRESS

	
	

	
	

	
	CONTACT TELEPHONE NUMBER:



	Date:

	Please ensure that Referrer’s Assessment Record accompanies Referral




AssessFramworkIntro


