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	Name of young person or adult

	Forename(s):
	
	Date of birth:
	

	Surname:
	
	Gender:
	

	Names of Parent(s) or Carer(s): 
	
	Home Tel &      Mobile Tel
	

	Home Address:
	

	Young person’s first language:
	

	Parent’s first language:
	

	White British
	 FORMCHECKBOX 

	Caribbean
	 FORMCHECKBOX 

	Indian
	 FORMCHECKBOX 

	White & Black Caribbean
	 FORMCHECKBOX 

	Chinese
	 FORMCHECKBOX 


	White Irish
	 FORMCHECKBOX 

	African
	 FORMCHECKBOX 

	Pakistani
	 FORMCHECKBOX 

	White & Black African
	 FORMCHECKBOX 

	Any other ethnic group
	 FORMCHECKBOX 


	Any other White background
	 FORMCHECKBOX 

	Any other Black background
	 FORMCHECKBOX 

	Bangladeshi
	 FORMCHECKBOX 

	White & Asian
	 FORMCHECKBOX 

	Not given
	 FORMCHECKBOX 


	Gypsy/Roma
	 FORMCHECKBOX 

	Traveller of Irish Heritage
	 FORMCHECKBOX 

	Any other Asian background
	 FORMCHECKBOX 

	Any other mixed background
	 FORMCHECKBOX 

	
	

	Does the child/young person and or parent(s) carer(s) have a disability? If so, please detail:
	YES / NO



	

	To which project are you referring the family/young person 
	 FORMCHECKBOX 
 Young Mums To Be                                     FORMCHECKBOX 
 Career Idol
 FORMCHECKBOX 
 Information, Advice & Guidance                  FORMCHECKBOX 
 Babysitting
 FORMCHECKBOX 
 Aspire                                                           FORMCHECKBOX 
 Jamie’s Cooking Skills
 FORMCHECKBOX 
 CBC Xers                                                     FORMCHECKBOX 
 Young Mechanics
 FORMCHECKBOX 
 Volunteers Work Development                    FORMCHECKBOX 
 Cross Roads Group Mentoring
 FORMCHECKBOX 
 Health Champions                                       FORMCHECKBOX 
 MK Dons Community Learning

	Identified Need

	Identify the reason for this referral
	

	Current Family & Home Situation

	(e.g. Family structure, siblings, other significant family members etc)

	


Please attach any further information that the receiving agency/service may need to know in order to respond.
	Completed by: 
(your full name and agency/service/role) 
	

	Contact details: 

(in full – please include email
address)
	

	Date: 
	

	Consents: 
· I have had the reasons for this request explained to me; I understand the reasons for the request and understand that my information will be shared as part of this request. 
· I agree to the request and give consent for the service to work with my child (or me as the named young person). 
· I give consent for the sharing of information to the above named service.  

	Consent obtained?
	YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 


	If NO please give reason: 
	

	Signed:  Young Person/Adult ……………………………….…………………        Date …………………………

Signed: Parent/Carer …………………………………………………………..         Date …………………………


Please send completed form to:

Catherine Lydon

Child Poverty & Early Intervention Team

Central Bedfordshire Council Offices

High Street North

Dunstable
Beds

LU6 1LF

E-Mail: catherine.lydon@centralbedfordshire.gov.uk
Tel: 0300 300 5732
IF YOU HAVE CONCERNS THAT A CHILD OR YOUNG PERSON IS AT RISK OF HARM YOU MUST FOLLOW LSCB PROCEDURES.
Getting Families Out Of Poverty Referral Form
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