
HOME-START WESSEX

REFERRAL FORM

Please note that all referrals must be made with the consent of the family and have at least one child under the age of 5 years living within the family home.  Please include names of all children under 18. 

If you are completing this on behalf of a family, have you discussed this referral prior to completing this form     YES / NO

[bookmark: _Hlk83727978]This form will be held in confidence but may be shown to the family if requested
*Please note family’s e-mail address must be included on the form to avoid delay in processing 

	Date of referral:
	Please select support required:
[bookmark: Check1][bookmark: Check2]Home-Visitor:            |_|             Groups:                                 |_|

[bookmark: Check3][bookmark: Check4]School Readiness:   |_|             Telephone Befriender:   |_|

	Family name: 
Address:                                                                                                                                             Post code: 
Tel No:                                                                       *Email: 

	
Name of 
parent/carer

	
Date of Birth

	
M / F
	
Considered to be disabled by main carer*
	
Resident in Household
	
Ethnicity

	
	
	M  /  F
	YES/NO
	YES/NO
	

	[bookmark: _Hlk146192802]
	
	M  /  F
	YES/NO
	YES/NO
	

	
	
	M  /  F
	YES/NO
	YES/NO
	

	Other information re: main carer – e.g. *Disability/Immigration/Other
Please describe:


	[bookmark: _Hlk146192695]
Name of child
(Eldest first)
	
Date of Birth

	
M / F
	Considered to be disabled by main carer*
	Child protection register and category
	
School attended

	
	
	M  /  F
	YES/NO
	YES/NO
	

	
	
	M  /  F
	YES/NO
	YES/NO
	

	
	
	M  /  F
	YES/NO
	YES/NO
	

	
	
	M  /  F
	YES/NO
	YES/NO
	

	
	
	M  /  F
	YES/NO
	YES/NO
	

	*Please describe nature of disability


	Has this family received Home-Start support previously             Yes/No         Date ended:          
             

	Referred by (or self):
Name:
Agency:
Address:
Tel:
Email:
	Family Doctor:
Tel:
Health Visitor:
Tel:
Other Agencies involved:




	Early Help Levels – please indicate the appropriate level for this family  

	Level 1: Universal                                                 

	Level 2: Universal Plus - a timely response, when children or young people need additional help

	Level 3: Plus Partnership / Partnership Plus - support will be based on a multi-agency assessment

	Level 4: Specialist / Statutory

	**If the child(ren) is subject to safeguarding please attach the minutes of the last conference**
**If subject to an assessment of need please attach**
Please note your referral will be returned if these are not received

	Details of any assessments for children’s needs

	
Name of Child
	Subject to an assessment of needs eg EHA, CIN, CP
Yes/No (include date)
	
Lead Professional
Name and agency

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	Please tell us if the family has needs relating to (please select):

Lone Parent        Drug/Alcohol abuse       Domestic Abuse         Isolation/Loneliness   

Parent Mental Health       Child Mental Health        Post/ Peri-natal depression        Bereavement         

School Readiness                Housing                   Low income/Deprivation


	Please add any background information which you think we would find useful 





	Are there any health and safety problems within the family? E.g. domestic violence, large/dangerous animals.


Have you visited the family home Yes / No


	Please summarise what do you / the family see as the focus of Home-Start’s support and the desired outcomes (Please also complete page 3)



By referring the family to Home-Start you agree to give feedback during and at the end of support

	
The Data Protection Act requires the permission of client families for personal details to be held on file.
Permission Agreed Verbally:   YES / NO                                                   Date:                                    
 
Signatures: Family: ___________________________ Referrer:_____________________________ 





We are unable to process your referral until we receive this form

I hope that Home-Start will help meet needs the family has in the following areas:
	
	

	If you have ticked, please tell us why this is a need and how Home-Start might be able to help
	Office 
Use
Only

	1
	Managing child’s behaviour
	
	
	

	2
	Being involved in the children’s development
	
	
	

	3
	Coping with own physical health
	
	
	

	4
	Coping with own mental health
	
	
	

	5
	Coping with feeling isolated
	
	
	

	6
	Parent’s self esteem
	
	
	

	7
	Coping with child’s physical health
	
	
	

	8
	Coping with child’s mental health
	
	
	

	9
	Managing the household budget
	
	
	

	10
	Day to day running of the house
	
	
	

	11
	Stress caused by conflict in the family
	
	
	

	12
	Coping with the extra work caused by multiple birth/multiple children under 5
	
	
	

	13
	Use of services
	
	
	

	14
	Other (please describe)
	
	
	

	                        PLEASE RETURN COMPLETED FORMS TO: office@homestartwessex.org.uk

Thank you for taking time to provide this information which will help us to process the referral
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