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STRICTLY CONFIDENTIAL
 Referral Form 

If you are not the intended recipient, please do not read, copy or otherwise

use, do not disclose to anyone else and destroy after intended use

HOME-START KETTERING AREA              Registered Charity Number 1114030 Company Number 5709942
	REFERRER
	
	FAMILY

	Date of Referral:
	
	

	Name / Role:
	
	Name:

	
	
	Email:

	
	
	Address:

	
	
	

	
	
	

	Email:
	
	Postcode:

	Phone No:
	
	Phone No:


Family Details
	Names of ALL adults in the home
	D.O.B
	Ethnicity
	Care Leaver
	Disabilities / Health Issues


	Immigration/ Residency Status (Optional)

UK Citizen, Permanent Resident, Asylum Seeker, Refugee, British Citizen, EU/EEA Citizen with Settled Status, with Pre Settled Status, Indefinite Leave to Remain, Limited Leave to Remain / Visa Holder / Other( please specify) / Unknown / Not disclosed 
	Employment Status

	Forename
	Surname
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



	Names of ALL children in the home
	Sex

	Disabilities
	EHCP?
	Date of Birth
	Ethnicity
	Nursery/ School attended
	Subject to a CCP / CIN? If yes which category?
	EHAs completed in respect of this child if yes date of completion and lead professional name & agency

	Forename
	Surname
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Please continue on a second form if necessary
	Medical Practice:
	
	Health Visitor:


	


Note: There is no point system. Families will not be prioritised based on how many categories are ticked.
	Single Parent
	Substance Abuse
	Domestic Abuse
	Parental Mental Health 
	Learning Disabilities
	Neuro

diversity
	PND
	Unsuitable 

Housing
	No recourse to public funds
	Workless House

	
	
	
	
	
	
	
	
	
	


	REASON FOR REFERRAL:
	Tick if applicable
	Further information.  Please indicate why this is a need, how a volunteer might help and what (if any) work has already been undertaken or is planned.

	1. Managing Child’s Behaviour
	
	

	2. Encouraging Child(ren)’s Development/Education
	
	

	3. Managing Child’s Mental Health/Wellbeing
	
	

	4. Managing Child’s Physical Health
	
	

	5. Managing Parents Mental Health/Wellbeing
	
	

	6. Managing Parents Physical Health
	
	

	7. Parents Confidence / Self-esteem 
	
	

	8. Parents Learning Needs
	
	

	9. Access to Other Services
	
	

	10. Securing Suitable Accommodation
	
	

	11. Managing the day-to-day Running of the Home
	
	

	12. Managing Money
	
	

	13.  Paperwork and Form Filling
	
	

	14.  Encouraging a Healthier Lifestyle
	
	

	15. Better Family Relationships
	
	

	16.  Reducing Isolation 

	
	


Please circle this family’s Thresholds and Pathways assessed level of need:    1
   2
   3
   4
Are there any issues around Health and Safety that we need to consider when placing a volunteer with this family? i.e., large/unusual pets, poor access, domestic violence, drug or alcohol abuse:     Yes         No 

(Please give details)

Is this a smoking household
Yes

No 

I can confirm this referral has been made with the family’s consent and they have given permission to share their information. 
Signed………………………..….…Role………………………………….………    Date…………………………
We try to respond to all referrals within 2 weeks of receiving this form. If you have any issues or concerns, please contact the office.

Office Use Only








Please give further details of any disabilities or health issues in the family:
































