YUVA YOUNG PEOPLE’S SERVICE REFERRAL FORM

	Date of Referral:

Name and role:

Address:

Phone(s):                                                                    

Email: 

Has the client consented to this referral?          Yes/No




CLIENT DETAILS

(Please include details of the family member or (ex) partner identified as being affected by young person’s violence/abuse)

Who do you want to refer? (please tick all relevant boxes)

Young person using violence against ex/partner







Young person using violence against parent/family member







Survivor who has experienced young person’s violence i.e. (ex) partner/family member
 
	
	Young person using violence 
	(ex) partner/family member affected (survivor)

	First Name(s):
	
	

	Family Name:
	
	

	Date of Birth:
	
	

	Address:
	
	

	Housing Status & Borough:
	
	

	Phone(s): Indicate preferred contact if known
	
	

	Ethnicity:
	
	

	First Language:

Interpreter Required?
	
	

	Religion:
	
	

	Relationship status:
	
	

	Disability & Access requirements: (mobility, hearing loops, literacy etc)
	
	

	Drug/Alcohol Misuse:
	
	

	Mental Health Difficulties:
	
	

	Parental responsibility:

Where client being referred is under 18 years
	
	


	Who lives in the household(s)? :

First Name

Family Name

Date of Birth

Gender

Relation to client being referred



	History of Domestic Violence :



	Current and previous convictions, including youth, criminal and/or civil justice involvement (attach relevant paperwork) :


	Is there a recently completed/current Initial Assessment, Core Assessment, Child in Need plan, Care Plan, CAF or any other plan/assessment concerning the young person and their family? (please attach) :


	Risks to professionals/others:



PROFESSIONALS’ DETAILS

	
	Name
	Address
	Phone(s)

(office & mobile)


	E-mail

	Social Worker
	
	
	
	

	GP
	
	
	
	

	Other Professional

(please state role)
	
	
	
	

	Other Professional

(please state role)
	
	
	
	

	Other Professional

(please state role)
	
	
	
	




Please email, fax or mail the completed referral form to:





DVIP (Yuva service), 


164 – 168 Westminster Bridge Road, 


London SE1 7RW


Tel: 020 7928 2322	


Fax: 020 7401 7278


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











