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When complete, please email the form and any attachments to: SAFEAdolescentservice@ealing.gov.uk
Young person’s/client’s first name:     




Surname:      
Gender:  Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
   
Date of Birth:       
Year Group:  FORMDROPDOWN 
 
Religion:  FORMDROPDOWN 

Ethnic Origin:


White


Black/


Asian/


Mixed/


Other

Black British

Asian British

Dual



 FORMDROPDOWN 


 FORMDROPDOWN 
  

 FORMDROPDOWN 

   
 FORMDROPDOWN 


 FORMDROPDOWN 

Is the referral for family work? Yes  FORMCHECKBOX 


Is the referral as a result of a Form 78 / Merlin? Yes  FORMCHECKBOX 

Name of parent/carer:
     
Address: 

     




Postcode:

     
Telephone:  
Home:
     
Work:
     
Mobile:
     
Please provide the full name, date of birth and relationship to client of all other family members living at the home address: 

Name:      


d.o.b:     


Relationship to client:      
Language spoken:
     




Other Language(s):      
Interpreter/ Signer required:

Yes  FORMCHECKBOX 
 

No  FORMCHECKBOX 

LAC (Looked after child)?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 






Traveller?



Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Subject of a Child Protection Plan?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

SEN stage:
  FORMDROPDOWN 

School:

 FORMDROPDOWN 



REFERRAL DETAILS:

Referral Route:  FORMDROPDOWN 





Referrer’s name, job title and telephone number:
     
Referrer’s contact address:      
Name of GP:

     



Surgery address:
     
Postcode:

     
Reason for Referral:  FORMDROPDOWN 


 FORMDROPDOWN 

Please indicate below as many additional reasons as are applicable:
Attendance / Welfare:


 FORMCHECKBOX 


Cognition / Learning:
 FORMCHECKBOX 
 

Social / Emotional / Behavioural:
 FORMCHECKBOX 


Medical:

 FORMCHECKBOX 
 

Communication / Interaction:

 FORMCHECKBOX 


Family Breakdown:   
 FORMCHECKBOX 
       

Please briefly outline difficulties:      
Interventions/services required: (please indicate)

Educational Psychologist
 FORMCHECKBOX 

Substance Misuse Team
 FORMCHECKBOX 

Intensive Connexions PA
 FORMCHECKBOX 

EYCIS Counselling

 FORMCHECKBOX 

Behaviour Consultant

 FORMCHECKBOX 

Somali School/Home Liaison
 FORMCHECKBOX 

Family Solutions/ Brief Therapy
 FORMCHECKBOX 

Mental Health Assessment
 FORMCHECKBOX 
 


Please indicate any agencies/teams involved either currently or previously (see separate key to acronyms): 

CDT
 FORMCHECKBOX 


EP
 FORMCHECKBOX 


LCT
 FORMCHECKBOX 


SS/RAT 
 FORMCHECKBOX 

 


CFCS 
 FORMCHECKBOX 


ESW
 FORMCHECKBOX 


OT
 FORMCHECKBOX 


SENSS

 FORMCHECKBOX 

CIN
 FORMCHECKBOX 


EYCIS
 FORMCHECKBOX 


PBS
 FORMCHECKBOX 


SIT 

 FORMCHECKBOX 



CX
 FORMCHECKBOX 


LAC
 FORMCHECKBOX 


SaLT
 FORMCHECKBOX 


YOS/YISP
 FORMCHECKBOX 



Other (please specify):      

Please briefly outline any interventions already tried:     
Your referral can be processed more efficiently if accompanied by supporting documentation / background information.  Please submit additional documentation such as: 

	· Attendance record
	· Care plans

	· Parenting Contract
	· PEP (Personal Education Plan)

	· IEP/PSP/Behaviour log
	· Child Protection Plan

	· Initial Assessment
	· Substance Misuse related documents

	· Core Assessment
	· Reports from other professionals etc.

	
	· Children in Need Plan


Please briefly indicate the desired outcome(s) of this referral:      
Risk Assessment: Please briefly indicate any potential risks to workers:      
CONSENT:

The parent/carer has agreed to this referral:  FORMCHECKBOX 
 
 By giving consent, adults referred for substance misuse intervention are thereby agreeing to an onward referral to an appropriate adult Substance Misuse Service.
Please be aware that the SAFE Adolescent Service will not accept referrals that have not been agreed by the parent(s)/carer(s).  The referrer must ensure the parent(s)/carer(s) know that by agreeing to this referral they consent to information being shared with relevant professionals as appropriate.  Please indicate if there are any concerns about sharing information:      
The young person has agreed to this referral: Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
  If no please give reason:      
If you believe that the young person is competent to consent to the referral and does not want his/her parent/carer to know about the referral, please telephone the Cluster Co-ordinator for information as to how to proceed.

Date form completed:      
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