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Family Support Project referral form    
YOUNG CARER
FIRST NAME
  ………………………….
LAST NAME …………………………..
ADDRESS ………………………………………………………………………………………………………………………..……………..

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

POSTCODE …………………………….
TEL. NO……………………………….

School / College………………………………………………………………………………………………………………………………

DATE OF BIRTH …………………………  ETHNICITY …………………………..
GP Name & contact details…………………………………………………………………………………………………………….

Medication if any……………………………………………..……………………………………………………………………………..
Can s/he be contacted?          YES/NO
Parent’s name(s)…………………………………………………………………….

PERSON BEING CARED FOR

TITLE: Mr/Mrs/Ms/ Miss
Full name………………………………………………………………………………………………………..
DOB………………………..
Contact number if different from young carer…………………………………….
Relationship to Carer …………………………………………………….
Substance dependency     Yes        No   

If yes please specify type of substance/s used………………………………………………..

………………………………………………………………………………………………………….
Details of any treatment services already in place……………………………………………………………………

………………………………………………………………………………………………………………………………………………………………

Mental illness    Yes        No   
If yes please give diagnoses / details

Details of any treatment services already in place……………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
Any other disability / illness ………………………………………..…………………………………………………………..
………………………………………………………………………………………………………………………………………………………………

GP name & details…………………………………………………………………………………………………………………………….

Medication…………………………………………………………………………………………………………………………………………
	Anyone else living at property, please give details:

Full name………………………………………………………………………..

DOB……………………………………

Contact number…………………………………………………………….

Relationship to young carer……………………………………….

Any substance misuse, mental illness or disability Yes   No   
If yes please details ………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………….............
…………………………………………………………………………………………………………………………………………………………
GP Details………………………………………………………………………………………………………………………………….…..


REASON FOR REFERRAL/SUMMARY OF SITUATION/NEEDS
Has carer’s assessment been undertaken by Social Services?   YES/NO

If “NO”, give reason ……………………………………………………………………

Please list any other agencies involved? Which family member they are involved with? 

YOUNG CARERS SHOULD BE:-




             Please tick
	Living within Buckinghamshire       Yes       No   

	Between the ages of 6 and 18 years      Yes       No   


TYPES OF CARING




 Tick (as appropriate)

	Providing general Care     Yes        No   
Please give details i.e. dressing, helping with mobility, interpreting, nursing tasks, etc.


	Providing intimate Care     Yes        No   
Please give details i.e. washing, bathing, toileting, etc.


	Providing childcare        Yes        No   
Please give details i.e. helping to care for siblings


	Providing “significant” emotional support to family member with substance dependency / mental illness       Yes        No   
If yes please give a brief explanation of the emotional support:-



	All referrals need to be made with the agreement of the family, has this happened?  Yes       No   
If no please say why not:-



RISK INDICATORS
	This information is required to allow support staff to prepare for the assessment fully. Is there any history or evidence of the following?:-

	
	Yes
	No
	Don’t know
	
	Yes
	No
	Don’t know

	Aggression
	
	
	
	Self Harm
	
	
	

	Domestic Abuse
	
	
	
	Sex Offences
	
	
	

	Please give further details:-
Please attach detailed risk assessment if appropriate (This will speed up assessment process)

	Are you aware of any danger associated with home visits? (e.g. access to property, environment, animals etc):- 



REFERRAL MADE BY
Name  ……………………………………………………………………….
Title  …………….. ………………………………………………………..

Address……………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………….Tel. No. ……………..……………………

Email address.…………………………………………………………………………….

Signed …………………………………………………..     Date ………………………..

Please send completed referral form to:                                                  

Julie May
Family Support Project co-ordinator

Carers Bucks



9 Amersham Hill



High Wycombe, Bucks



HP13 6NR
julie.may@carersbucks.org
Referral forms can also be accessed on the carers Bucks Website

www.carersbucks.org
Ref: Young Carers Family Support Project Referral Form 
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