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Children & Young People's Services






	Service required:  

	Date:       



Client Details     
	Title     FORMDROPDOWN 

	Forename       
	Surname       


	Address       

	Phone No        

	
	Mobile No       

	
	E mail               

	
	Post Code       


	Ethnic Origin       
	First Language      


	D.o.B       
	NHS No      
	Gender      
	Legal Status      


	Is the person being referred (drop down list)          FORMDROPDOWN 
 

	Please provide details:       


	Reason for Referral (please include current emotional health status and presenting needs)

     


	Relevant History (please include ALL relevant history e.g. bereavement/loss, family issues, bullying, crime (perpetrator/victim )):




	Has a CAF taken place on this child    Yes      FORMCHECKBOX 
    No      FORMCHECKBOX 
    Unsure     FORMCHECKBOX 

	CAF level (drop down list)      FORMDROPDOWN 
          


	If Vibes had not been available would you have referred this person to CAMHS?      FORMDROPDOWN 



Does the client have a history of:

	
	Y
	N
	Past/Present 
	Details

	Self Harm (inc.  suicide risk)


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Violent/Aggressive Behaviour


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Self neglect


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Alcohol/Drug misuse


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Being exploited 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Other

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


	Physical/Health/Special needs

     
Does the child:  

Receive support under the SEN Code of Practice 2001   FORMCHECKBOX 
  
Have a statement of special educational needs   FORMCHECKBOX 



Referrer’s Details 

	Referred by       
	Position       


	Agency       
	Phone No       


	Address       
	E mail      

	
	Fax No       

	
	Post Code       


Other Agencies ((please include Social Worker, CPN, and Teacher etc.)
	GP Name       
	Telephone No.        

	Address        



	Other agencies involved       



Parent/Carer Details 

	Name/s:       

	Address       
	E mail      

	
	Fax No       

	
	Post Code       

	
	Phone No      

	Relationship to child/young person
	     


	Disclosure  

We are required by the Data Protection Act 1998 to have the clients consent for us to 1) request information from or share information with other services 2) keep a record of their support from Coventry & Warwickshire Mind.  All information will be dealt with as per our Confidentiality policy. 

I confirm that the child/young person has agreed to this information being passed to Vibes at Coventry & Warwickshire Mind.  The client understands that information may be passed to other agencies*. 

Client’s name                                                      Please check the box to consent  to the above    FORMCHECKBOX 

                                                                                    or sign below if paper referral
Is the parent/carer aware of this referral?           FORMCHECKBOX 
                                                                 Date      
*The client, parent/carer and the referrer will be informed in this instance. 

	Signed by young person                                                                                     Date: 


�





VIBES REFERRAL FORM














Please complete all sections in detail using block capitals.  Incomplete sections may delay the referral being processed.  Thank you.
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