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REFERRAL FORM


Name of Child/Young Person:
Known pronouns or nicknames: 
Date of Birth:                           	School Year: 
Home Address: 
Known Allergies:
School/College: 
Referral Date: 
Preferred session dates/times: 


Name of Referrer (or Approver): 
Relationship to Child/Young Person: 
Address of Referrer: 
Post Code:
Referrer Contact Number:
Referrer Email Address: 
Attendance Contact (if different than referrer):
Finance information
Finance Contact:
Finance email:
Reference/PO number: 


FAMILY CONTACT DETAILS
Name of Family Member: 
Contact number:
Email address: 
Does the Parent/Guardian give consent to share information?   YES / NO       

ADDITIONAL FAMILY DETAILS
Please provide details of ALL others living in the household (i.e. parents and siblings)

	NAME
	RELATIONSHIP TO CHILD
	ANY RELEVANT DETAILS


	
	
	

	
	
	

	
	
	

	
	
	



Reason for Referral:













Does the Child/Young Person have an Educational Health Care plan?     YES/NO 	(Please circle)

Please indicate whether there has been involvement from the following services for the Child/Young person or the family: 

	
	YES/NO
	     WHEN
	DETAILS

	CAMHS
	
	
	

	Children and Family Services
	
	
	

	Educational Psychologist
	
	
	

	School SENCO or Family Support Worker
	
	
	

	Other 
(Please name)
	
	
	





To support the success of our interaction, please fill out the below.
What is working well?




What would the child/young person like to happen?
_____________________________________________________________________________________





What other support is already in place?




What outcomes would you like to see as a result of RM’s interaction with the student?




Safeguarding Concerns:




Youth orders:



Anyone student is not allowed to associate with (family, friends etc)






After completing the referral form, please email to:  Rawmentoring@gmail.com 
Or post to: Roddy Slater, Raw Mentoring, 46a Armour Road, Tilehurst, Reading, Berkshire, RG31 6HN
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