BIC100


Children's Social Care Referral Form Guidance
1.
How to use this form
Professionals are to use this when requesting services/assessment from Children's Social Care in respect of children, young people and their families.
Professionals with concerns for a child may ring Intake and Assessment to decide if making a referral to Social Care is appropriate.
However, in all instances where it is suspected that a child or young person is suffering significant harm as a result of abuse or serious neglect this should be referred to the Intake and Assessment Team by telephone on 0300 300 8149 and the written referral completed the same working day or within 24 hours.
Social Care can receive these by;
Postal Address

Intake & Assessment Team

Children’s Specialist Services

Central Bedfordshire Offices (DC1)
High Street North
Dunstable

Beds LU6 1LF
Fax Number: 0300 300 8225, please ensure that it is marked urgent and confidential
Email: Intake&Assessment@Centralbedfordshire.gov.uk.
In emergencies, out of hours, please contact the Emergency Duty Team on: 0300 300 8123.

The parents/carers and young person should give permission for the referral to be made and receive a copy of the referral unless that would put the child/young person's welfare at risk.

If your service has been engaged in the Common Assessment Framework process to date please ensure that this and or your colleague’s information is attached.

If a Lead Professional has been working with this family please ensure their contact details are included.

Children’s Social Care must acknowledge the receipt of the referral in writing to the referrer within 24 hours and notify the referrer of the outcome of their referral in writing within 7 days.

Link to Child in Need Procedures: 
http://www.bedfordshirelscb.org.uk/pro_files/cindocument.pdf 
Children's Social Care Referral Form 

1. Child Details

	Last Name

(incl. alternative family names or last names)
	First Name
	Age and DOB
	Gender

M/F
	Ethnicity

(please see table)*
	First Language
	Unique Pupil Number (UPN)

(if known)

	     

	     
	     
	     
	     
	     
	     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     


	Address and Postcode:

     

	Previous Addresses:

     



Details of other sibling(s) in the household (if known)

	Last Name

(incl. alternative family names or last names)
	First Name
	Age and DOB
	Gender

M/F
	Ethnicity

(please see table)*
	First Language
	Unique Pupil Number (UPN)

(if known)

	     

	     
	     
	     
	     
	     
	     

	Relationship to first child:
	     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     


	Address and Postcode:

     

	Previous Addresses:

     



	Last Name

(incl. alternative family names or last names)
	First Name
	Age and DOB
	Gender

M/F
	Ethnicity

(please see table)*
	First Language
	Unique Pupil Number (UPN)

(if known)

	     

	     
	     
	     
	     
	     
	     

	Relationship to first child:
	     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     


	Address and Postcode:

     

	Previous Addresses:

     



	* Ethnicity Code Table

	White

A1 – British

A2 – Irish

A3 – Any other background
	Mixed

B1 – White and Black Caribbean

B2 – White and Black African

B3 – Any other mixed background
	Asian or Asian British

C1 – Indian

C2 – Pakistani

C3 – Bangladeshi

C4 – Any other Asian background

	Black or Black British

D1 – Caribbean

D2 – African

D3 – Any other Black background
	Other Ethnic Groups

E1 – Chinese

E2 – Any other Ethnic group

F1 – Not stated.
	


Parent / Carer Details

	Last Name

(incl. alternative family names or last names)
	First Name
	Relationship

(incl. parental responsibility)
	Gender

M/F
	Ethnicity

(please see table)*
	First Language:



	     

	     
	     
	     
	     
	     

	Address and Postcode:
     

	Previous Addresses:

     


	Telephone Number: 
     
	Mobile Number:

     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     



	Last Name

(incl. alternative family names or last names)
	First Name
	Relationship

(incl. parental responsibility)
	Gender

M/F
	Ethnicity

(please see table)*
	First Language:



	     

	     
	     
	     
	     
	     

	Address and Postcode:

     

	Previous Addresses:

     


	Telephone Number:

     
	Mobile Number:

     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     



	Last Name

(incl. alternative family names or last names)
	First Name
	Relationship

(incl. parental responsibility)
	Gender

M/F
	Ethnicity

(please see table)*
	First Language:



	     
	     
	     
	     
	     
	     

	Address and Postcode:

     

	Previous Addresses:

     


	Telephone Number:

     
	Mobile Number:

     

	Other Languages Spoken:       

	Religion: 
     
	Disability:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Details of disability and any special requirements: (e.g. signing, interpretation or access needs etc)  
     



2.
Details of Referral and Person Making the Referral
	Name and address of referrer:

     
Postcode:       

	Date and time of referral:

     


	
	Role of referrer:

     


	Direct Dial telephone number:
	     

	Other telephone number: (e.g. mobile)
	     

	Reason for referral:

(what is the suspected significant harm that has been identified, being as specific as possible.  This section will be shared with the child, young person and their family during the assessment process unless it places the child at risk of significant harm to do so).

     


	Is this referral following a telephone discussion:
	Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 


	Or a new referral
	Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 


	Has the referrer discussed with the Parent/Carer/Young person:
	Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 


	If NO please explain the immediate risk of significant harm that has prevented you from doing so:

     


	If YES please include the Parent/Carer/Young person's view of the referral:

     


	Is there a current CAF regarding this child/young/family:

	Yes   FORMCHECKBOX 

	Date of CAF:         (please attach a copy)



	No    FORMCHECKBOX 


	Please state why a CAF has not been undertaken:  
     


3.
Family's Wider Networks

	Family's Personal Network:

	Relationship
	Name
	Address and Contact Details
	Other information as appropriate (e.g. does this person have Parental Responsibility for the child)

	Next of Kin:
	     
	     
	     

	Emergency Contact:
	     
	     
	     

	
	
	
	

	
	
	
	


	Professional Network: (e.g. other agencies or professionals you know that are involved with the family)


	Role
	Name
	Address and Contact Details:

	GP:
	     
	     

	School:
	     
	     

	Health Visitor:
	     
	     

	Other:
	     
	     


4.
Signatures
	
	Date:

	Referrer’s Name:
	     

	     

	Referrer's Signature:
	
	     

	Parent / Carer Name:
	     

	     

	Parent/Carer Signature:
	
	     

	Young Person Name:
	     

	     

	Young Person Signature:
	
	     

	Date form completed:
	     


	Please identify who has received copies of this referral: *Please delete or add as appropriate.
*GP , Education Welfare Officer , School Nurse , Young Person , Child , Parent(s)/Carer(s)
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