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REFERRER’S NAME:___________________________________________________________________________

HEALTH VISITOR / SOCIAL WORKER / SELF / OTHER_____________________________________________

ADDRESS_____________________________________________________________________________________

______________________________________________________________________________________________

TELEPHONE No._____________________________________ DATE____________________________________






So that we can offer the family the most appropriate support, and match the most suitable volunteer it would help us if you could complete the following (please tick). This is not a “points” system and families are not prioritised by how many categories are ticked.

	I hope that by supporting this

Family Home-start will help to:
	Tick
	If you have ticked, please add a couple of lines to give us more detail

	Reduce the parent’s isolation


	
	

	Increase the involvement of the parent in the development of their child(ren)


	
	

	Increase the family’s access to other services


	
	

	Improve the parent’s ability to manage the household on a day-to-day basis


	
	

	Reduce family conflict


	
	

	Improve household budgeting


	
	

	Improve the parent’s mental health


	
	

	Improve the health of the child(ren)


	
	

	Improve the health of the parent


	
	

	Develop parental esteem


	
	

	Support the parent to manage the child(ren)’s behaviour


	
	

	Reduce the need of the intervention of other services


	
	

	Other

(please describe)


	
	


HOME-START WESTMINSTER


Lisson Grove Health Centre


Gateforth Street


London


NW8 8EH


Tel/Fax: 020 7724 1345





REFERRAL FORM





We do not provide a baby-sitting service or cleaning service. The family must live in Westminster and have at least one child under 5 years. All referrals must also be with the consent of the family – sometimes a family may feel obliged to accept Home-Start support, so to save our time and yours please ensure that the family want us to visit.*


Have the carers agreed to contact with Home-Start Westminster?    YES / NO 








PLEASE GIVE AS MUCH INFORMATION AS POSSIBLE - THANK YOU





MAIN CARERS’ SURNAME/FAMILY NAME____________________________________TITLE______________





MAIN CARERS’ FIRST NAME____________________________________________________________________





ADDRESS______________________________________________________________________________________





_______________________________________________________________________________________________


IS THIS A TEMPORARY ADDRESS? YES / NO





TELEPHONE OR CONTACT NUMBER(S)__________________________________________________________











PERSONAL INFORMATION FOR FAMILY





Mother’s/Partner’s name________________________________________ DOB__________________ Age_________





Father’s/Partner’s name_________________________________________ DOB__________________ Age_________





Are there any other significant member/adults/carers/ who reside at the address YES/NO if so please give details





NAME______________________________________________________Relationship_____________Age_________





MAIN CARER’S ETHNIC GROUP___________________________ RELIGION (if applicable)_________________





Is English the first language YES/NO, please state_______________________________________________________





Since we have a responsibility to protect the volunteer, please inform us if you are aware of any violence within the household YES / NO _____________________________________________________________________________





Is there an allocated Social Worker? YES / NO:  


NAME__________________________________________________________ TEL_______________________Y / N





FAMILY DOCTOR________________________________________________TEL_______________________Y / N	


HEALTH VISITOR________________________________________________TEL_______________________Y / N





OTHER INVOLVED AGENCIES_____________________________________TEL______________________ Y / N





CHILDREN’S DETAILS


NAME


1__________________________ DOB_______________School/Nursery________________ CPR Yes/No_________





2__________________________ DOB_______________School/Nursery________________ CPR Yes/No_________





3__________________________ DOB_______________School/Nursery________________ CPR Yes/No_________





4__________________________ DOB_______________School/Nursery________________ CPR Yes/No_________





5__________________________ DOB_______________School/Nursery________________ CPR Yes/No_________





Please specify if a child/children are to be born:                Due Date_____________________ No. of children________














Please specify in your opinion the main problem if possible i.e. depression/isolation etc 





___________________________________________________________________________________________





Please add any background information you think we would find useful, then fill in the needs assessment overleaf








Family No______________


(OFFICE USE)





May we contact,?








FOR OFFICE USE ONLY





DATE RECEIVED__________________DATE OF FIRST VISIT BY CO-ORDINATOR ______________________





DATE MATCHED__________________VOLUNTEER __________________DATE CLOSED_________________





NEEDS OF FAMILY MEMBERS REQUIRING SUPPORT:





Number of people requiring support:


Total People


�
Children �
Adults�
Single Parents�
Pregnancies�
�
�
Under 5�
Over 5�
Unwaged�
Waged�
�
�
�



�
�
�
�
�
�
�
�



Specific Needs of family members:


Child�
Disability�
Mental Health�
Special Needs�
Illness�
�
�
�
�
�
�
�
�
�
�
�
�
�
Carer�
Disability�
Mental Health�
Special needs�
Illness�
�
�
�
�
�
�
�









                                           *Please see our referral policy for further details on appropriate referrals.
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