
	Tameside Multi-agency Referral Form – 
for child protection referrals to Children’s Social Care

	Child / Young Person Details:
	Date received:
	

	Forename 
Also Known As/previous names

     
Male

 FORMCHECKBOX 
        Female    FORMCHECKBOX 
        Unknown    FORMCHECKBOX 

Date of birth/Estimated date of delivery
     
Address


Contact tel. no.

     
Ethnicity
     
Religion

     
Postcode

     
Disability (Registered?)

     


	

	Is an interpreter or signer required?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Asylum Seeker?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



	Details of parents/carers 

	Name

     
Contact tel. no.

     


	

	Relationship to child or y.p.

     
                   Ethnicity:



	

	Address

Postcode
     
Preferred Language

Parental responsibility?    

Yes  FORMCHECKBOX 
    No FORMCHECKBOX 



	

	Name

     
Contact tel. no.

     


	

	Relationship to child 

     
                   Ethnicity:
     


	

	Address

Postcode

     
Preferred Language

     
Parental responsibility?    

Yes  FORMCHECKBOX 
    No FORMCHECKBOX 



	Siblings and Other Household Members (including non-family members):

Name

Address

Relationship to child

DOB



	Reason for referral/Issues Identified

	      (Give as much detail as possible, re: Child’s Developmental Needs; Parent’s ability to meet the Needs of the Child; Wider Family and Environmental Factors; Identified Risk Factors. Also refer to Children’s Needs Framework for indicators of level of need). 

	Key Agencies and services working with the child or Young Person.

	

	Universal

GP

 FORMCHECKBOX 

Details

     
Tel.

     
Health Visitor

 FORMCHECKBOX 

Details

     
Tel.

     
Nursery/school

 FORMCHECKBOX 

Details

     
Tel.

     
Other services

Service

     
Details

     
Tel.

     
Service

     
Details

     
Tel.

     
Service

     
Details

     
Tel.

     
Is the parent/carer aware of this referral?  YES/NO

Parent’s Comments (Or, reason why parents are not aware of referral):      


	

	Common Assessment Framework (CAF) Completed?
	Yes
	
	No
	
	Date:
	     

	
	     
	
	     
	
	
	


If a CAF has been completed please attach to this form. When making this referral please ensure that you have indicated ‘Action Taken’ on JASPER
	Referred by:
	     

	
	

	
	

	Organisation Address

     
Role

     
Organisation

Telephone

     
    E-mail:

     
Fax

     
     



	Feedback to Referrer: What is the outcome of the referral, including detail on service provided or reason why the referral has not been accepted. 

	     









