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REFERRAL AGENCY CONTACT SHEET

PERSONAL INFORMATION
	Form must be completed in full in print. 

We only accept referrals for Tower Hamlets Residents. Young people 12 to 21 years and parents with children 3 to 13 years old.
	Resident of Tower Hamlets: yes/no 

Registered with a GP in TH: yes/No
NHS Number: 


Please scroll to the last page for our interventions / criteria
	Last Name:
	First Name:

	Ethnicity 
	
	Sex
	
	Date of Birth: 
	Age:

	Full Present Address & post code:

	Tel No:

Mobile:

	Email:
	School/College/Other
	
	

	Parent’s name and address: (if different from above)
	
	Tel:
Mobile:
	Email:

	Emergency contact: name & number 


	
	GP address/Contact No: 
	

	Language support required (Please note that we have limited language support).
	
	If yes, which language?
	No

	Is the child or young person waiting for any diagnosis
	
	If yes, what diagnosis?
	No

	Name of school/college/university


	
	
	

	Is the YP/Family aware of the referral?
	
	Yes
	No

	If not, please advise YP/Family as soon as possible and before making the referral.


REFERRER INFORMATION

	Referral Agency:
	

	Agency Address:
	

	

	Tel:                                          Email: 

	Key worker:
	
	Relationship with Client:
	

	Length of time known to referrer
	
	Date of initial contact with referrer
	

	Additional Information:
	

	

	


RISK ASSESSMENT

	Has the client committed any acts involving the following? (Please give details, including date(s) of offence (s) and sentence)

	Violence: 

Use of Weapons:
	

	
	

	Arson: 

Sexual Offences:
	

	
	

	Is it appropriate to have same sex worker?
	

	Safeguarding risk assessment carried out?
	Yes:

No:

	If yes, please provide details. 

Please note, we will not hold risk until we assess and take support forward.


	


AREAS OF REQUIRED SUPPORT
	Does the client require support in any of the following areas? If so, please elaborate on their needs and who is supporting them with this.

	Housing/Accommodation:
	

	
	

	Benefits/Welfare/Legal
	

	
	

	Employment/Training/Education


	

	
	

	Medical/Disability


	

	
	

	Drug/Alcohol


	

	
	

	Sexual Health
	

	Physical Health
	

	
	

	Offending Behaviour


	

	
	

	Psychological/Emotional
	

	
	

	Why are you referring this child/young person to our service? Please be specific in outlining target behaviours, specific areas of concerns and where you believe the child/young person needs support and intervention.

	

	Please provide details of any organisations currently working with the child and those that have had recent involvement.

	Agency Name
	Contact Name
	Contact Details

	
	
	

	
	
	

	Please add any additional information that you feel necessary to help us prioritise this referral.

	


We offer the following practical and therapeutic interventions as listed below. Please tick an option that you feel will benefit the young person or family. We offer in person (from different locations) and remote (phone, WhatsApp, Zoom or Microsoft Teams) to suit the needs of our service users from different venues.

	Intervention
	Referral Criteria
	Please tick 

	Cognitive Behavioural Therapy (CBT) 12-21 yrs.
	Low mood, anxiety, generalised anxiety, anger, depression, obsessive compulsive disorder (OCD), post traumatic stress disorder (PTSD).
	

	Counselling & Psychotherapy 12 -21 yrs.
	Low self-esteem/confidence, self-harm, drugs & alcohol, anger management, family conflict/challenges, bereavement, trauma, identity, gender, sexuality, racism, or other abuse.
	

	Advocacy Support 12-21 yrs.
	Practical and motivational support 1:1 around education, training, employment opportunities and accessing positive activities.
	

	Community Connector: Mental Health: 16-25 years
	Practical, motivational support for young adults with mental health difficulties - coaching, 1:1 support, signposting and supporting to access services and community resources while waiting to access therapeutic support.
	

	Incredible Years Parenting Groups, for parents with children 3-12 yrs. 
	· Aggressive and oppositional behaviour (mild to severe) e.g.    hitting, biting, kicking, hair pulling. 
· Non-compliance/difficulties following instructions, attention difficulties Relationship difficulties with parents or carers
	

	Parent Child Game (PCG), & PIPT One to one Parenting Support 3-8 yrs.
Guided Self Help (GSH)
	· Aggressive and oppositional behaviour (mild to severe) e.g., hitting, biting, kicking, hair pulling.

· Non-compliance/difficulties following instructions, attention difficulties.
· Relationship difficulties with parents or carers
GSH: This approach is for those who can manage learning on their own.
	

	Community Families Programme for Parents with children 5-13 yrs.
	Personalised, social, emotional support around parenting strategies, dealing with stress, anger, anxiety, self-esteem, and support with healthier lifestyles. Sessions mainly with parent/guardian and some child focused sessions.
	


 FORMCHECKBOX 
 Have explained this referral and the service available. 

 FORMCHECKBOX 
 Consent obtained for referral and the sharing of the client information outlined above.
Referrer’s Signature:     



Date: 
Print Name: 
Please return via: Post:   Docklands Outreach, St Matthias Community Centre, 113 Poplar High St, E14 0AE. Email:  runa.khalique@dockout.org.uk  young people 12-21 years and azra.naheed@dockout.org.uk for parenting support children 3-13 years. Please use secure email, i.e., Egress – put [secure] in email subject line.
If you require additional information on how to complete form, please email us.
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