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REFERRAL FORM

	NAME OF YOUNG PERSON:
	…………………………………………………………………………………………………………………

	
	

	DOB:
	…………………………………………………………………………………………………………………


The following information is enclosed in support of this referral:

· Referral letter (optional)
· Copy of Care Plan
· Psychiatric Reports
· Psychological Reports
· Reports from social worker (case, summary, risk assessments etc)
· LAC forms (Essential Information Part 1 & 2, Placement Plan Part 1 & 2, Assessment and Action Records)
· Reports from therapists
· Education reports / Statement of Special Educational Need * see note below
· Case conference minutes
· Medical Reports
· Victim statements / descriptions or case notes relating to most recent abuse incident
· Victim statements / depositions or case notes relating to earlier abusive episodes
· Report from current / past carers
· Court Reports
· Any other relevant information (please specify)
Please complete this form as fully as possible with any relevant information as set out above and return to Oracle Care either by fax or by post.  A decision will be given in principle within 48 hours.

*
Placing authorities are required to seek and obtain consent from the DCSF prior to placement of pupils with Statements of Special Educational Needs.

BASIC DETAILS

	Name of Young Person:
	……………………………………………………………………………………………………….

	
	

	Gender:
	……………………………………………………………………………………………………….

	
	

	DOB:
	……………………………………………………………………………………………………….

	
	

	Description of ethnic origin, cultural, religious and linguistic background:


	

	
	

	Other Known Names:


	

	
	

	Current Address / Placement Type:


	

	
	

	Living with ( include relationship, gender and ages ):


	

	
	

	Legal Status ( are there any legal proceedings imminent – if Yes, please specify with dates ):


	


REFERRING AGENCY

	Date of Referral:
	………………………………………………………………………………………………………

	
	

	Agency Name:
	………………………………………………………………………………………………………

	
	

	Address:


	

	
	

	Named Contact:


	

	
	

	Designation:


	

	
	

	Telephone Number:


	

	
	

	Fax Number:


	

	
	

	Reason for Referral:




FAMILY BACKGROUND AND DETAILS

	Mother’s Name:
	...........................................................................................................

	
	

	DOB:
	...........................................................................................................

	
	

	Address:


	

	
	

	Father’s Name:
	...........................................................................................................

	
	

	DOB:
	...........................................................................................................

	
	

	Address:


	

	
	

	Siblings ( please specify names, DOB, gender and placement 

details ):


	

	
	

	Brief Summary of Family History:




PLACEMENT HISTORY ( From Birth )

	Age of Young Person
	Placement ( include names and type of placement )
	Dates
	Reason for Move

	
	
	
	


Any Comments:

EDUCATION

	Previous Schools
	Dates
	Reason for Leaving



	
	
	


Is the young person currently in school / college:


□ Y

□ N

If yes, give details and contacts:

If No, what is the current education provision?

Does the young person have a Statement of Special Educational Need ?

□ Y

□ N

If yes, please attach copy of Statement * see note below
Any other relevant information:

*
Placing authorities are required to seek and obtain consent from the DCSF prior to placement of pupils with Statement of Special Educational Needs.

HEALTH

	Is the young person generally in good health?
	     □ Y

              □ N

	
	

	Significant health problems or special medical conditions ( past or present ) e.g. Epilepsy, Diabetes, Allergies, Drugs / Alcohol abuse or neural health problems,  if so please specify:


	     □ Y

              □ N

	
	

	Has the young person ever suffered a serious injury or been hospitalised? If so please specify:


	     □ Y

              □ N

	
	

	Current medication requirements:


	

	
	

	Any physical disability – please specify:


	

	
	

	Learning difficulties – please specify:


	


Please note a separate medical consent form will need to be completed by those with parental responsibility prior to admission.

BEHAVIOURAL PEN PICTURE

	Does the young person have a history of the following:



	
	Not at all
	Sometimes
	Often

	
	
	
	

	Physical harm to another young person
	□
	□
	□

	
	
	
	

	Sexual harm to another young person
	□
	□
	□

	
	
	
	

	Violence to an adult
	□
	□
	□

	
	
	
	

	Criminal cautions
	□
	□
	□

	
	
	
	

	Misuse of drugs or alcohol
	□
	□
	□

	
	
	
	

	Absconding
	□
	□
	□

	
	
	
	

	Eating Disorders
	□
	□
	□

	
	
	
	

	Arson
	□
	□
	□

	
	
	
	

	Smoking
	□
	□
	□

	
	
	
	

	Violence to property
	□
	□
	□

	
	
	
	

	Depression
	□
	□
	□

	
	
	
	

	Bullying
	□
	□
	□

	
	
	
	

	School exclusion / suspension
	□
	□
	□

	
	
	
	

	Any other comments:




ABUSE / TRAUMA HISTORY

	Is the young person:
	

	
	

	· Known to have been sexually abused 

      ( i.e. through disclosure / believed

      allegation ) ?
	     □ Y

              □ N

	
	

	· Suspected of being sexually abused ?
	     □ Y

              □ N

	
	

	· Been physically abused ?
	     □ Y

              □ N

	
	

	· Been emotionally abused or neglected ?
	     □ Y

              □ N

	
	

	

	

	Please complete following if sexual abuse is known or suspected ( please circle )

	
	

	· Age when sexually abused
	         0-5            6-10             11-17             NK

	
	

	· Duration of abuse
	        Under 6 months     Over 6 months      NK

	
	

	· Age of perpetrator at time of abuse
	        Child        Adolescent        Adult         NK

	
	

	· Gender of perpetrator
	         Male                    Female

	
	

	· Relationship of abuser to victim:
	

	
	

	
	


If more than one sexual abuser known, please detail below:

DETAILS OF ABUSIVE BEHAVIOUR / OFFENDING / SEXUALISED BEHAVIOURS

Please list all incidents of sexualised abusive behaviour in which the young person has been involved.  This includes sexual play, acting out, indecent assault, rape / attempted rape, sexual harassment, voyeurism, exposure and other sexualised behaviours.

	Type of sexual behaviour
	No of incidents
	Gender of victim
	Age of victim
	Age of client at 1st recorded incident
	Context / location e.g babysitting
	First name of victim



	
	
	
	
	
	
	


DETAILS OF ABUSIVE BEHAVIOUR / OFFENDING / 

SEXUALISED BEHAVIOURS CONTINUED:

Does the young person:

	□
	Completely deny any sexual behaviour

	
	

	□
	Admit they abused, but significantly minimise the extent or duration of the abuse

	
	

	□
	Substantially admit to the allegations

	
	

	□
	Admit to abusing one victim, but not the other, please give first names of victims admitted to:




TREATMENT / THERAPY HISTORY

	What type of treatment has the young person received:

	
	
	
	

	Individual Sessions
	Y
	N
	Approx hours (circle)

	
	
	
	

	General
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Focused on Abusive Behaviour
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Focused on Victimisation
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Group Work
	
	
	

	
	
	
	

	General ( e.g. social skills, anger, maturity, sex education )
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Abuse focussed ( e.g. denial, victim empathy, relapse prevention )
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Family Therapy
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	Other ( please specify )
	□
	□
	0-10 / 10-20 / 20-40 / 40+

	
	
	
	

	
	
	
	

	Name of Therapist / Worker:


	

	
	

	Address:


	

	
	

	Telephone Number:


	

	
	

	
	Y
	N
	

	Has a report been provided, if not please forward
	□
	□
	


CONTACT ARRANGEMENTS

Please detail contact arrangements with family members, ex-carers and other significant people:

	Who With
	Type of Contact ( face to face, letterbox, telephone etc, indicate if supervised )


	Frequency, duration and location

	
	
	


	
	Y
	N

	Are there any Court Orders in respect of contact:


	□
	□

	
	
	

	If Yes, please give details:



	
	
	

	Is any person denied contact with the child / young person:
	□
	□

	
	
	

	If Yes, please give details:



	
	
	

	Is there any person likely to visit who may pose a threat to other young people or staff:
	□
	□

	
	
	

	If Yes, please give details:



	
	
	

	What contact arrangements are proposed whilst the young person is at Oracle Care ?

	
	
	

	Telephone


	

	
	
	

	Face to Face


	

	
	
	

	Letter


	

	
	
	

	Do you want Oracle Care staff to assist with contact ( supervision or transport )?




MISCELLANEOUS

Please include any relevant information which will assist in the assessment of this referral.

	Other agencies or key people involved, name, address, telephone number and relationship with young person:

	
	

	1.



	

	2.



	

	3.




Any other relevant information:

FUNDING

	Oracle standard placements costs are based on a 1:1 staff to young person ratio.

Cost of placement per week: £___________ for staffing ratio 1:1. 

Does the child/young person require a higher staff to client ratio based on risk assessment?  YES/NO

If YES, has extra staffing been agreed?   YES/NO

If Yes, state 2:1 weekly fee: £___________ 

Period of time agreed: __________days

Date of review of staffing levels:   ____/___/_____



	

	Funding agreed by:
	Name
	…………………………………………………………………………………

	

	
	Designation
	…………………………………………………………………………………

	

	Details of person whom invoice should be sent to:

	
	

	Name:


	

	
	

	Address:


	

	
	

	Telephone Number:


	

	
	

	
	

	
	

	Signed:


	

	
	

	Position:


	

	
	

	Date:
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