Stephen’s Place Children’s Centre


THERAPEUTIC SERVICES REFERRAL FORM 
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DATE OF REFRRAL: ___________________________




· This form needs to be completed in full. Social services referrals must be accompanied by a full chronology and all reports before they can be considered as a complete referral. Referrals will not be placed on the waiting list without the relevant accompanying documentation. 
· Referrals, in most cases, will be considered when the perpetrator is no longer in the home. Ideally, any contact taking place with the perpetrator will be safe and predictable for the child. 
· Referral forms can be sent to the centre via email, fax or post. Larger documents must be posted. 
· Please kindly telephone to confirm that we have received your referral.
· Self referrals from young people can be made provided they are 12 years +.

1. Referrer Details

	Name:
	Job Title: 

	Address:

	Postcode:

	Telephone:

	Fax:

	Email:

	PLEASE SELECT REFERRAL BOROUGH:

EALING
WANDSWORTH

HOUNSLOW

HAMMERSMITH




2. Details of child(ren) being referred.

	Name(s)              
	Age
	Date of Birth
	Male or

Female
	Ethnicity & Religion

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Who do child (ren) live with currently?

(Please give details)

	Who has parental responsibility?




3. Resident Parents/Carer (s) Details

	Name (S):
	Relationship to child(ren):

	
	Address:

	
	Postcode:

	Telephone:
	Mobile: 


4. Information Sharing 

	Are there any specific instructions around the safety of information being shared (e.g. address is not to be released, caregiver cannot be written to at home.)
	Yes/No

	Please give details:

	

	


5. Other professionals involved (Include Social Worker, Cafcass reporter, YOT, Children’s Guardian, Learning Mentor etc):
	Name:
	Job  title 
	

	Address::

	

	Postcode:         
	Email: 

	Telephone:
	Mobile:

	Name:
	Job  title 
	

	Address::

	

	Postcode:         
	Email: 

	Telephone:
	Mobile:


6. Previous Therapy or Other Support Services

	Have any of the children attended therapy before? One to one, family or group therapy?
	Yes/No

	If yes, please give details:

	

	


7. Reason For referral 
	Please give details of the child’s previous history and experiences. Include information about the child’s previous / current difficulties and present circumstances, and if the perpetrator is still in the home or exposure to them.  Please continue on separate sheet if required:

	

	

	

	

	

	

	


8. Collection / Transport

	Details of Escorts and Transport:

	Will Taxis be collecting children?
	Yes/No

	Transport Details 
	Company Name  
	

	
	Contact Number 
	

	
	

	Details of who will bring/collect the child(ren) 

	Name:
	Mobile Number:

	Name:
	Mobile Number:


9. Health and medical requirements
	Do any of the children have any special needs or requirements relating to illness, impairment, allergies, special needs or other? (please specify)

	

	

	

	


10. Court Orders / Legal Issues/ Risk Issues
	Name(s) of child(ren) or adult(s) to whom the order relates:

	

	

	Type of order (care, residence, contact, parental responsibility, specific issues, prohibited steps, injunctions or other), please specify:

	

	

	Court making order:

	Date order made:

	Date of next court hearing:

	

	Please give details of any other legal/ risk issues that may affect the child e.g. abduction risk.

	

	

	

	Where there are issues around child contact, please give details of the current contact arrangements:

	

	


11. Child Protection and Special Needs Register

	Are any of the children on the Child Protection Register?  
	Yes/No

	Child(rens) name(s):

	Category:

	Date registered:

	Date of next conference:

	Name of allocated social worker:

Telephone number:

Email: 


	Are any of the children currently on the Educational Special Needs Register? 
	Yes/No

	Child(rens) name(s):

	Specific behavioural/learning difficulties:

	

	Date registered:


12. Information sharing with partnership agencies:
Information filled out in this form will be passed on to other suitable services, in order for clients to benefit from a wider range of support. Please tick the box if you DO NOT wish for information to be passed on: 
13. Signature and confirmation:

All clients (or parents / guardians) must be aware that a referral is being made to Stephen’s Place Children Centre (DVIP) and that we will contact them via the contact details provided on this form. 

NAME & SIGNATURE OF REFERRER:  

DATE:                                                                                                                                                                                         

STEPHEN’S PLACE 


CHILDREN’S CENTRE


1A Ravenscourt Road


Hammersmith 


London W6 OUH


Phone:  020 8748 8298 


Fax: 020 8741 8029


Email:	� HYPERLINK "mailto:rosie@dvip.org" �rosie@dvip.org� 





The therapeutic service at Stephen’s Place Children’s Centre, Domestic Violence Intervention Project provides free one to one psychological therapy / counselling for children who have been affected by domestic abuse. In order to refer a child for therapy at least one component of the reason for the referral must include the child having been affected by domestic abuse at some point in their life. The therapy offered is semi long term and is offered for a period of up to 5 months. If you are unsure about any aspect of this referral please feel free to contact Ms Khyati Rawal, (Chartered Psychologist) on the above number. Therapy will be offered (subject to assessment), within a location of the referring borough or our children’s centre in Hammersmith.
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