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Self and Agency Referral Form

Parent/Carer requiring support 
	Name:                                                          Date Of Birth:

	Home address
Postcode:
	Ethnicity: 

(as identified by client)
Religion: 

(as identified by client)
Disability: 

(as identified by client)

	Email address:

	Home telephone number:


	Mobile number:

	Position in family/relationship to child/ren:


	Parental responsibility?

Yes □     No □

	Preferred method of contact:


Information about the parent/family member who is in the Criminal Justice System
Is the parent/family member in the Criminal Justice System aware of the referral being made?  Yes / No

	Name:                                                         Date of birth:


	Position in family/relationship to child/ren:


	Parental responsibility?

Yes □     No □

	What part of the Criminal Justice System are they currently in?
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Arrest/Bail   

Court

Remand

Custodial Sentence

Non-custodial Sentence

Release/Resettlement


	If the person is in custody/remand, what prison are they currently in?

Name of offence and length of sentence:

If the person has a Probation Officer, please write their contact name and details:


Children’s Details:
	Child’s Full Name
	Address

(if different from above)
	DOB
	Gender
	Name of Educational Setting
	Disability: Y/N

(please give details below)
	Ethnicity

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Any other support services involved with family?
	If yes, please list:


Reason for referral: Please tick/mark all those that apply  




	Do any of the children have a CP/CIN plan?

	Y/N


	If yes, date of next review:



	Are there any other restrictions in place for your or your children’s safety we need to be aware of.

Including Restraining orders, non- molestations, non-contact orders
	Y/N


	Date completed:



	Has there been a Professionals meeting regarding your children? 

	Y/N


	If yes, date of next review:




Parent/carer consent -To be completed by the parent/carer






Agency referral consent
If the parent/carer is unable to sign the declaration section, please tick this box to confirm you have obtained verbal consent for the referral to be completed. 

	Agency information

	Agency:








Date of referral:
                     

	Person making this referral - Name(please print):          
Signature:                                                       Position/role:


	Address: 

Tel No:     
e-mail address:            

	If a Level 3/4 service is completing the referral, you must keep the case open with the family until the Invisible Lives team have had an initial discussion with you and the parent/carer.



	Thank you for completing this form. 
Please return via email to invisiblelives@barnardos.org.uk or send to: Invisible Lives, Suite 12b Barclays Bank Chambers, High Road, Pitsea, Basildon, Essex, SS13 3AS. Tel: 01268 558448


We will contact you on receipt of your referral to discuss.
Invisible Lives


Child and Family Support








Adult Support:	Practical    		Emotional    		Other





Child Support:	Practical    		Emotional    		Other





Please give more details if needed:














Are there any Health and Safety issues for staff or family members (including history of violent/aggressive behaviour) we need to be aware of? Yes / No 


If yes please give details:





Is there a risk assessment in place for any family member?  Yes / No











Any additional background information relevant to this referral?





Data Protection





Personal data and the information recorded in this form will be used to enable staff to offer appropriate support and for monitoring and evaluation purposes, and will be kept in accordance with the Data Protection Act 2018 and GDPR 2018.  Data will be stored on the Barnardo’s secure IT systems.





Consent to receiving a service and information sharing (please tick)





I agree to Barnardo’s Invisible Lives providing a service for myself and my child/children. 








I agree to the recording and sharing of information in line with the Data Protection Act 2018 and GDPR 2018 above.





I understand that the information may be shared with other agencies, when relevant to the support needed. 





I understand I can withdraw from receiving support at any time. 





Signature: ______________     			Date:_________ 
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