
                                                                                      
 
Referral Form -  CONFIDENTIAL 
 
THIS FORM SHOULD ONLY BE COMPLETED FOLLOWING A CONVERSATION WITH A DUTY SOCIAL 
WORKER AND SHOULD BE RETURNED WITHIN 24 HOURS OF CONTACT 
1 
 
To: ____________________________________________________________ __________ at Children’s Social Care 
 
Initial date of contact _______________________                                         Today’s date ______________________ 
 
Are you aware if a CAF form may have already been completed?               Yes/No/Do not know 
 
2 
FAMILY/CLIENT DETAILS 
 
Are family aware of referral?                Yes                                     No 
 
 Re-referral          Yes         No 
 
CHILD/YOUNG PERSON’S FULL NAME(S) ______________________________________________ 
 
DATE OF BIRTH/Expected date of delivery _______________   GENDER:     M                 F    
 
ADDRESS:  ____________________________________________________________________________ 
 
PHONE:  _______________________________________________________________________________ 
 
3 
ETHNICITY 
    African            Bangladeshi          Caribbean         Chinese           Indian           Pakistani 
 
    White British         White & Asian      Other Asian        White & Black African        White & Black Caribbean 
 
    White Irish       Other White         Other Black             Other Ethnic Group           Other Ethnic Group         Not given 
4 
OTHER HOUSESHOLD MEMBERS/CHILDREN 
 
Name D.O.B Relationship   Parental Responsibility 
___________________ __________ _____________    Y   N         

___________________ __________ _____________ Y   N         

___________________ __________ _____________      Y N 

___________________ __________ _____________       Y N 

___________________ __________ _____________ Y N 

___________________ __________ _____________ Y N 

___________________ __________ _____________ Y  N 

5 
OTHER SIGNIFICANT ADULTS/PEOPLE (LIVING ELSEWHERE) 
Name Relationship Address               Telephone No: 
 
_____________________ ______________ ___________________          _______________ 

 
Only to be sent electronically if you have a secure email and it is being sent to a secure email address 

July 2011 

1



 
Only to be sent electronically if you have a secure email and it is being sent to a secure email address 

July 2011 

2

 
_____________________ ______________ ___________________  _______________ 
 
____________________ ______________ ___________________  _______________ 
 
6 
REFERRAL DETAILS 
These should include information on:-  The presenting issue, with evidence and facts 
 Summary of previous involvement 
 Expectations of referrer (what you feel needs to happen) 
 Family’s view of referral 
 CAF/Framework of Assessment, where possible 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please continue on separate sheet if necessary, and attach any supporting documents. 
7 
OTHER KEY AGENCIES 
 
Name/Role Address           Telephone No         E-mail 
 
_________________________ ______________________    _______________    __________________ 
 
_________________________ ______________________    _______________    __________________ 
 
_________________________ ______________________    _______________    __________________ 
 
8 
REFERRER DETAILS 
 
Name ______________________________________    Agency ___________________________________________ 
 
Address ________________________________________________________________________________________ 
 
___________________________________________     Signature __________________________________________ 
 
Tel No: ______________________   Fax No: _______________________ E-mail: _____________________________ 
 


