THE COMMUNITY GROUP PROGRAMME FOR CHILD WITNESSES OF WOMAN ABUSE

CHILDREN’S GROUP PROGRAMME

REFERRAL FORM                          
CHILD’S NAME: …………………………………………………ETHNICITY:………………………………...
SEX: ………             DATE OF BIRTH: ….…/………/……                          AGE: ……………………

         m/f                                                                                                              Age today

RESIDENT PARENT: ……………………………………………………………………………………………

ADDRESS: ……………………………………………………………………………………………………….

PHONE NUMBER: (h) …………………………  Mobile: ……………………….…………………………..

SCHOOL AND YEAR: …………………………………                         TEACHER: ………………………

EDUCATIONAL OR SPECIAL LEARNING NEEDS: ……………………………………………………….

…………………………………………………………………………………………………………………….

SIBLINGS NAME:

…………………………………………………….
AGE: ………………………….

……………………………………………………
AGE: …………………………

……………………………………………………
AGE: ……………………

What is the name and date of birth of the abusive individual? …………………………………………

What is the abusive individual’s relationship to the child? ……………………………………………..

Is the resident parent aware of the referral? ………………………………………………………….

Is the non-resident parent aware of the referral? ………………………………………………………….

When did the abusive parent separate from the child? …………………………………………………..

NAME OF REFERRER/AGENCY………………………………………………………………………………..
CONTACT DETAILS………………………………………………………………………………………………
DATE OF REFERRAL…………………………………………………………………………………………….

ANY OTHER AGENCIES INVOLVED/CONTACT DETAILS ...........................................………………..

……………………….………………………………………………………………………………………………

…………………………………………..…………………………………………………………………………..

……………………….………………………………………………………………………………………………

…………………………………………..…………………………………………………………………………..

…………………………………………..…………………………………………………………………………..

PLEASE DESCRIBE BRIEFLY FAMILY HISTORY AND ANY ADDITIONAL RELEVANT INFORMATION: (please indicate types of abuse and violence, frequency, severity.)

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………..

PLEASE INDICATE CURRENT FAMILY ISSUES:

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………….

…………………………………………………………………………………………

PERSONAL SAFETY OF THE CHILD

If you have reason to believe that the personal safety of the child participating in the programme is at risk due to recent separation, custody and access issues etc. please indicate below.

 High Risk
           Has attempted to locate and snatch in the past

                                     May try to snatch the child again     

                                     May be physically abusive towards children and    

                                     others. 

 Moderate Risk     May try to locate the child

                                    May be verbally abusive towards child or others.

 Low Risk               Is aware of the referral and will not contact.

Please send or fax completed referrals to : 
Send to: Pauline Rampersad

              Group Coordinator

              12- 18 Salisbury Street

              London NW8 8DE

Tel: 020 7641 5435/6  Fax: 020 7641 5427

Email: p.rampersad@portmancentre.co.uk
