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	Project code 
	

	Service type
	Domiciliary Care

	AFC Pin number 
	




	Date of Initial Referral 
	




Young Person Referral Information 
 
	Name of Child/Young Person
	

	Date of Birth
	

	Gender     M / F

	

	Ethnicity 

	 

	Religion

	

	Number of Sessions required
	

	Allocated Social Worker
	



	Home Address
	

	Parent/Carers Names
	

	Parent/Carers Tel No.s
		
	

	Parents/Carers email
	

	Emergency contact details 

This needs to be someone we could contact if we were not able to get hold of parents, may be for advice, may be to collect child if unwell.
	




Young Person Referral Information continued

	Child/Young person’s diagnosis/ Disability
	

	Category of need


	Vulnerable   ☐  Child In Need ☒   Child Protection ☐    Looked After ☐


	Who has parental responsibility
	

	Address & Tel. no of the school/college the child/young person attends
	

	Other clubs/ services the child/young person accesses

	

	Details of other professionals/ services involved
e.g CAMHS ID
	



	Child/Young person’s medical needs

Please include here info about general health, medication, gastrostomy feeding, epilepsy, diabetes, allergies, etc

	

	Child/Young person’s communication needs 

Please include here the young person’s main form of communication and what support they need with making choices. 

	.

	Child/Young person’s behaviour support needs

Please include here any known challenging behaviours, known reasons for behaviours and how the behaviours are supported. 


	






Young Person Referral Information continued

	Child/Young person’s physical needs. 
Please include here information about the young person’s mobility and what support/support aids they need. 

	 

	Child/Young family background

Please include details of who the child/young person lives with and also anyone with whom the child SHOULD NOT have contact

	 

	Risk Factors
Please detail here any know risk factors that need to be considered when completing initial assessment and supporting the child/young person, inc CP/ previous CP. 
	




	Any other relevant information that will help us ensure we provide the right level of support and manage compatibility appropriately 

Please include information about significant incidents, vulnerabilities, support levels e.g. if young person is 2:1 at all, etc
	



	Any other information


	



	Please confirm the nature of the support the family are looking for
e.g. overnight support, support at home after school
	



	Form completed by
	

	Date form completed 
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