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	Herefordshire Multi-Agency Referral Form
(attach the CAF form if you have already completed one)


	This form must be used for referrals of a child to Children’s Social Care when there are concerns about a child’s welfare or safety, or when requesting a service. If you are unsure whether a referral is appropriate, please telephone the Family, Assessment and Safeguarding Team, (FAST) Please complete this form within 48 hours of making a telephone referral.  If you do not have any relevant information for specific sections please leave blank – refer to the Standards and Guidance for multi-agency referrals to Children’s Social Care for help with completing this form


	Details of the child(ren)
Record details of unborn baby, infant, child or young person being assessed. If unborn, state name as ‘unborn baby’ and 
mother’s name, e.g. unborn baby of Ann Smith

	
	Name:
	
	
	AKA/Previous Names:
	

	

	
	Male
	 FORMCHECKBOX 

	Unknown
	 FORMCHECKBOX 

	
	Date of Birth or EDD:
	

	
	Female
	 FORMCHECKBOX 

	

	
	School /nursery/ college attended:
	

	
	Address:
	
	
	

	
	
	
	Contact Telephone
	

	
	
	
	

	
	
	
	NHS number if known:
	

	
	
	
	

	
	
	
	UPN, if known:
	

	
	

	
	Post Code:
	
	
	Religion:
	

	
	

	
	Ethnicity:
	
	
	Child’s first language:
	

	

	Is an interpreter or signer required?
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 

	

	

	Does the child have a disability?
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 

	

	

	If yes, please give details 
	
	

	

	Family composition/significant others (attach genogram if available)

(e.g. family structure including siblings, other significant adults etc; who live with the child and who do not live with the child and parents/carers/siblings.  Significant adults also includes those not related to the child, eg lodger etc)

	

	
	Name:
	Date of Birth:
	Relationship to child:
	Parental responsibility Y/N
	Address (if different from child above)

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	

	
	
	
	
	
	     

	
	
	
	
	
	


	

	Referral Information

	
	Reason for referral – please include details of any action taken so far
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	     
	

	
	
	

	

	Assessment

	
	Child’s development needs

This includes health, education, identity, self-care skills, social presentation, family & social relationships and emotional & behavioural development, any special needs/disabilities: 
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	     
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Parenting capacity
This includes basic care, ensuring safety, emotional warmth, stimulation, guidance and boundaries, stability and any issues likely to effect parenting capacity, problems with drugs or alcohol, mental health problems, domestic abuse, special needs /disability: 
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	     
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Family and social environment factors

This includes community resources, family’s social integration, income, employment, housing, wider family history and functioning, history of offending behaviour
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	     
	


	
	Has this referral been discussed with the child/young person
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	
	
	
	

	
	If not, why not?
	

	
	
	

	
	
	
	

	
	Has this referral been discussed with the parents/carers
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	
	
	
	

	
	If not, why not?
	

	
	
	

	
	
	
	


	
	Any other relevant information
	
	

	
	
	

	
	

	
	Is there likely to be any risk to staff when they contact the family?  Please give details

	
	
	


	Other agencies involved with the child/family

	

	
	Agency:
	Contact name:
	Address:
	Telephone number:
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Action requested from Children’s Social Care:

	
	Immediate child protection
	 FORMCHECKBOX 

	

	
	An assessment of the situation to establish need
	 FORMCHECKBOX 

	

	
	A multi-agency meeting
	 FORMCHECKBOX 

	

	
	Private Fostering Assessment
	 FORMCHECKBOX 

	

	
	Record made of the information as it may be relevant now or in the future
	 FORMCHECKBOX 

	


	Your details

	
	Name
	
	
	Contact telephone no.
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Address
	     
	
	Organisation
	     

	
	
	
	
	
	
	
	
	

	
	
	
	
	Role
	

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	

	
	Signed:
	
	
	Name:
	
	
	Date
	
	

	

	
	Is this confirmation of a telephone referral?
	Yes
	 FORMCHECKBOX 

	
	If yes, date and time of telephone referral:
	     

	
	
	No
	 FORMCHECKBOX 

	
	
	


	Other information attached (tick all that apply):

	
	Completed CAF:
	 FORMCHECKBOX 

	Genogram:
	 FORMCHECKBOX 

	Body map:
	 FORMCHECKBOX 


	
	School attendance record:
	 FORMCHECKBOX 

	Chronology:
	 FORMCHECKBOX 

	Other: Please specify below:
	 FORMCHECKBOX 


	
	     
	


Please note that a copy of all referrals from health practitioners should be sent to:

Safeguarding Children Administrator, Wye Valley NHS Trust, Vaughan Building, Belmont, Hereford, HR29RP

Fax to:  01432 383174 or email to:  cypd@herefordshire.gcsx.gov.uk
FAST, Town Hall, St Owen Street, Hereford, HR1 2PJ
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