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 REFERRAL FOR A CHILD / YOUNG PERSON
	Referrer Details

	Name
	
	Ref Date
	

	Position
	
	Position
	

	Address
	
	Tel
	

	
	
	Email
	

	Current Involvement
	


	Child / Young Person’s Details

	Name
	
	DOB
	

	Address
	
	Age
	

	
	
	Male / Female
	

	Mobile Tel
	
	Home Tel
	

	Ethnicity
	
	Religion
	

	Parent / Carer’s Details

	Name
	
	Mobile Tel
	

	Address
	
	Home Tel
	

	Details of other children in the household?
	


	Reason for referral – please give as much information as possible to enable the interests of the child/young person to be met

	Risk to staff?     YES/NO

	What outcomes are you hoping this referral will achieve?

	


	Other agencies involved with the child/young person: e.g. CAMHS, Education Welfare etc.

	Agency Name
	
	Agency Name
	

	Contact Name
	
	Contact Name
	

	Tel
	
	Tel
	

	Details of involvement
	
	Details of involvement
	


	Is the Parent/Carer aware of the referral being made? YES OR NO
	


	Please identify the lead/key worker in this case: 

(N.B. Referrals will not be accepted unless a lead is identified)

	Name
	
	Agency Name
	

	Tel
	
	Email
	

	Signed
	
	Date
	


Please return this completed form via email:

info@escapeintervention.org.uk
Or Post to:

Escape Intervention Services Ltd, 3 Waverley, Market Dock, Long Row, South Shields, NE33 1LE
