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REFERRAL FORM                                   Fairfield: Tel/fax 0161776 2827
REFERRAL DETAILS

UNIT REQUIRED:

	


Fairfield – Residential, Shared Care 8 – 19 years, mixed gender, 5 bedrooms

	


Springfield – Residential, Shared Care for 18 years and above , 4      

bedrooms
	


Supported Community Living Services 
	Date of referral
	

	Person making referral
	

	Telephone number
	

	Email address
	

	Social worker
	

	Telephone number
	

	Email address
	

	Local authority
	

	Address

	

	Length of accommodation required
	


PERSONAL DETAILS

	Child Young/Persons name
	

	Gender
	

	Date of birth
	

	Place of birth
	

	Ethnic origin
	

	Height
	

	Weight
	

	First language
	

	Name(s) of parent(s) or person(s) with parental responsibility)
	

	Telephone number
	

	Address

	

	Childs present address and telephone number (if different from above)


	

	Name of present primary carer
	

	Reason placement required


	

	Legal status of young person
	

	Disability register (if yes please give details)


	Yes/no


BACKGROUND INFORMATION

Assessment details
	Date of initial assessment
	

	Date of core assessment
	


	Reason for accommodation being sought: primary aim or objective

	


	Record of Placements While Being Looked After By Local Authority

	Type of placement and name of carer
	Address
	From
	To
	Reason for leaving

	
	
	
	
	



FAMILY DETAILS

	Mother Name:
	Fathers Name:

	Date of Birth:
	Date of Birth:

	Telephone No:
	Telephone No:

	Address:

	Address:

	Siblings

	Name
	Date of Birth
	Address

	
	
	

	Other Significant Adults

	Name
	Date of Birth
	Address

	
	
	

	Details of any restrictions on contacts:



	Cultural and religious needs (please give details)

	


PRESENTING BEHAVIOUR OF CHILD/YOUNG PERSON

The decision to place a child/young person depends on accurate information about their behaviour. Any placement will be at risk of immediate closure should this information subsequently prove inaccurate.

	Question
	Yes
	No

	Does the young person have a diagnosis of Autistic Spectrum disorder?
	
	

	Is there any history of physical assault on peers?
	
	

	Is there any history of physical assault on adults?
	
	

	Is the you person likely to bully others?
	
	

	Is the young person likely to be victimised?
	
	

	Is there any history of verbal aggression?
	
	

	Is there any history of criminal damage is residential units?
	
	

	Was the above either serious or frequent?
	
	

	Any history of non-accidental injury?
	
	

	Any history of sexual/emotional abuse?
	
	

	Is the young person currently on the “Child Protection Register”?
	
	

	Is the young person sexually active?
	
	

	Any reason to believe the young person is sexually coercive or may abuse other young people?
	
	

	Does the young person demonstrate sexualised behaviour?
	
	

	Is there any history of drug use?
	
	

	Is there any history of self-harm?
	
	

	Is the young person outspoken racist/sexist in expression/
	
	

	Is there any history of harm?
	
	

	Does the young person understand consequence?
	
	

	Does the young person relate well to adults?
	
	

	Does the young person have any sense of responsibility?
	
	

	Can the young person relate well to peers?
	
	

	Does the young person have ritualised obsessive behaviour?
	
	

	Does the young person present with Phobias/Fearfulness?
	
	


PRESENTING BEHAVIOUR OF CHILD/YOUNG PERSON (cont’d)

	Please describe and indicate frequency, triggers to behaviours:

	

	Is the young person currently following a behaviour management plan?
	Yes/No

	If so briefly describe:



	Details of who implemented the behaviour management plan?



	Has the young person required physical interventions in the past?
	Yes/No

	Please describe/identify techniques:



	Levels of support deemed necessary for young person

	In The Past
	1:1
	Currently
	1:1

	
	2:1
	
	2:1

	Other give details:


	Other give details:


KEY AGENCIES

	Key Agencies

(complete contact details if currently working with child/young person)

	Agency
	Contact Name & Telephone No.

	GP


	

	Nursery


	

	School


	

	Y.O.T


	

	School Nurse


	

	H.V.


	

	E.W.O.


	

	Police


	

	Dentist


	

	Community

Paediatrician
	

	Other


	

	Other


	

	Other


	


EDUCATION

	Name & Address of current/previous school or educational establishment:


	

	Telephone Number:
	

	Name of Head Teacher
	

	Name of class Teacher
	

	Has a Personal Education Plan been completed?
	

	Date and arrangement for Review
	

	Has the child been statemented as being in need of special education / is there extra support in place in mainstream school and for what reason.

	Please Specify:



	Academic or vocation qualification held by young person

	Date
	Subject Area
	Qualification

	
	
	


EDUCATION (cont’d)

	Other achievements, interest or hobbies

	

	Schools attended (from age five)

	Date From
	Date To
	Name and Address
	Reason for leaving

	
	
	
	

	Details of educational involvement from other agencies e.g. child guidance

	

	Has a psychiatric/physiological assessment been made in relation to the child/young person?

	YES
	NO

	Name of originator date of Assessment?
	In process in progress or being considered?

	
	


HEALTH

	Name, address and telephone no, of Doctor

	

	Name, address and telephone no, of Doctor


	

	Name, address and telephone no. of consultant/community paediatrician

	

	Name, address and telephone no. of other agencies involved


	

	NHS Number
	

	Please give details of any allergies

	

	Any pending health appointments (please give details)

	

	Any special health care requirements

	

	Any special dietary needs

	


DISABILITY

	Disability


	

	Medical Conditions


	

	Additional Disabilities (e.g. Hearing/Visual impairments)


	

	Allergies

Does this affect behaviour?

Is it worse at certain times of year?


	

	Medication


	

	Continence Care Support


	

	Therapeutic Support

(e.g. physiotherapist, Occupational therapist, speech & language)


	

	Day Service Provision (If any)


	


DISABILITY (cont’d)

	Skills
(What is the young person’s current level of ability in the following area’s and support required)

	Communication
Can the young person talk and be understood, dose the young person use alternative communication systems, such as P.E.C.S, Makaton, sign Language etc?
	

	Comprehension


	

	Self Care


	

	Meal Times

	

	Mobility

	

	Independence Skills

	

	Socialising

	

	Behaviours

	

	Sleep Pattern

	

	Any Other Relevant Information
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