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Space 4 U
Referral Form


	Date of Referral:
	     

	Information contained in this form will be shared with families unless against wishes of young people.

A worker from Space 4 U will be in contact to discuss the referral in more detail. 

	The Child/Young Person: 
	A separate referral form will be required for each child referred

	Forename(s)*:
	     
	Surname*:
	     

	Likes to be called:
	     
	Date of Birth*:
	     

	Ethnicity:
	     
	Identifying gender:
	     

	Preferred pronouns:
	     
	Is gender identity same as assigned at birth?
	Yes: 
 FORMCHECKBOX 

No: 
 FORMCHECKBOX 


	On CP Register:
	Yes: 
 FORMCHECKBOX 

No: 
 FORMCHECKBOX 

	Child in Need:
	Yes: 
 FORMCHECKBOX 

No: 
 FORMCHECKBOX 


	Looked After Child?
	Yes: 
    FORMCHECKBOX 
 By whom      
No: 
 FORMCHECKBOX 

	

	Disability:

Select all that apply.
	ADHD: 
 FORMCHECKBOX 

ASD:
 FORMCHECKBOX 

Hearing: 
 FORMCHECKBOX 

Learning Difficulties:
 FORMCHECKBOX 

Mobility:
 FORMCHECKBOX 

Sight:
 FORMCHECKBOX 

Speech:
 FORMCHECKBOX 

Other:      

	Address*:
	     

	Postcode*:
	     
	Landline Number:
	     

	Young Persons 

Mobile Number:
	     
	Parent/Carers Mobile Number:
	     

	Email Address:
	     
 

	Names(s) of person(s) with parental responsibility:
	     

	Who does the child/young person live with:
	     

	Please ensure that full contact details for the person the child/young person lives with are included in household/family network section below.

	

	Other members of the child/young person’s household: 


      Contact Details only required if relevant

	Name:
	Relationship: 
	Telephone Number:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	Other Significant Adults within the Family Network: 
	e.g. non-resident parents(s), grandparents, friends of the family etc. 
Contact Details only required if relevant

	Name:
	Relationship:
	Address or E-mail Address:
	Telephone Number:

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Are there any further issues about the Child/Young Person or the Family that we need to be aware of:

	What is the families preferred language:
	     

	Is an interpreter required for communication in English
	     

	Problems with literacy:
	     

	Physical, Sensory or Learning Difficulties:
	     

	Issues relating to ethnicity or culture:
	     

	Issues relating to gender or sexuality:
	     

	

	GP/Medical Practice (if not referrer): 

	Medical Practice*:
	GP Name (if known):
	Address or E-mail Address:
	Telephone Number:

	     
	     
	     
	     

	

	School: 

	School:
	     

	Address:
	     

	Postcode:
	     
	Telephone Number:
	     

	Email address:
	     

	Attendance:
	Attending School:  FORMCHECKBOX 

	Currently Excluded:  FORMCHECKBOX 

	Not in Education:  FORMCHECKBOX 


	School Contacts: Please list any significant contacts within school e.g. HeadTeacher, Head of Year, Class Teacher, Pastoral Manager etc.

	Name:
	Agency:
	Address or E-mail Address:
	Telephone Number:

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Other Significant Agencies:
Please give details of other relevant agencies providing support to the family or young person e.g. Social Worker etc.

	Name:
	Agency:
	Address or E-mail Address:
	Telephone Number:

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Data Protection and Consent: If the referrer is a School, GP or other Agency, please confirm that you are able to answer “yes” to the following statements by ticking the boxes to the right before submitting the referral.  Unfortunately if you are not able to answer “yes” to any of these we will be unable to accept or process the referral.
	Yes

	· The Young Person is aware of the substance misuse
	 FORMCHECKBOX 


	· The Young Person is aware of the referral and what the service will mean for them
	 FORMCHECKBOX 


	· The parent/carer is aware of the referral and has given their consent for it to be made.  
	 FORMCHECKBOX 


	· The parent/carer is aware of the personal details contained in this form (such as names, dates of birth, contact details and referral information) and has given their consent for Action for Children to use these to contact them to discuss the referral in more detail.
	 FORMCHECKBOX 


	

	Reasons for Referral:

	ACES: Please select all the following that apply:

	Domestic Abuse:  FORMCHECKBOX 

	Victim of abuse:  FORMCHECKBOX 

	A member of the household being in prison:  FORMCHECKBOX 



	Separation/Divorce:  FORMCHECKBOX 

A parent with a mental health condition:  FORMCHECKBOX 

	Victim of Neglect:  FORMCHECKBOX 

       Substance use by adults:  FORMCHECKBOX 

	

	Is the child / young person a young carer?
	Yes: 
 FORMCHECKBOX 

No: 
 FORMCHECKBOX 

	

	Please outline what substances are being used and by whom – is this current:

	     


	If this is current – are you aware if the users substance use has increased as a result of the COVID-19 pandemic:

	     


	Is the person using substances receiving treatment or have they received treatment in the past:

	     


	How aware is the child/young persons of the substance misuse?  

	     


	Does the child/young person live with the person misusing substances or have they in the past:

	     


	What help is the child/young person asking for?

	     


	What are the child/young person’s views on this referral?  Please share this below or ask them to share this if they are able.

	     


	Please outline any other support that the child/young person is currently receiving or has received in the past:

	     


	

	The Referrer: 

	Agency*:
	     
	Date of Referral:
	     

	Name*:
	     
	Relationship/Role:
	     

	Address:
	     

	Postcode:
	     
	Telephone Number*:
	     

	Email Address:
	     

	Has an Early Help Assessment been completed:
	Yes: 
 FORMCHECKBOX 

No: 
 FORMCHECKBOX 


	How long have you known the young person:
	     

	In your view, how do you think the substance misuse affects the young person – educationally, emotionally and with their home life:

	     


	Is there any substance misuse or potential for substance misuse with this young person:

	     


	Are there any health and safety issues for staff/young people:

	     


	How did you hear about the service:

	     


	Any other relevant information:

	     


	Please email completed forms to Space.4u2@actionforchildren.org.uk or post to Space 4 U Team, Action for Children, Woodland House, Building 19, Cromford Mill, Mill Lane, Cromford, DE4 3RQ.


