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Home-Start Colchester (Colchester, Jaywick and Clacton) Referral Form - ECFWS
Please complete this referral form to request a Home Start project-based service delivered across North East Essex. Home Start Colchester and its sub-contractor Home Start Harwich are unable to process a referral until this form is received (this form may be shown to the family).
Families supported will have needs identified as appropriate for Universal (Level 1) or Additional (Level 2) service provision as identified in the Essex Effective Support Windscreen. The purpose of the Service is to help the Head Contractor in delivering the Essex Child and Family Wellbeing Service for Essex County Council.
· I confirm that I have discussed this referral with the parent/carer prior to completing this form.           YES               NO  

· I confirm the family have at least one child under the age of 11 years old.                                                    YES               NO
Please note that all referrals must be made with the consent of the family.
	FAMILY DETAILS

	Name of Family:
	
	
	Date of Referral
	

	

	Address:
	
	
	Tel No:
	

	
	
	
	Mobile No:
	

	
	
	
	E Mail:
	

	
	Post Code:
	
	
	Other:
	


	Essex Effective Support Windscreen

	How would you categorise the level of need for this family on the Essex Effective Support Windscreen?

	Universal (Level 1)
	
	Additional (Level 2)
	x
	Home-Start do not routinely support Specialist (Level 3) or Intensive (Level 4) families.  Families can be referred for low level support and/or intervention, alongside the ongoing support provided by the caseload holder.
	

	**Please note that a family’s level of need will be assessed on an individual basis at our initial visit**


	DETAILS OF PERSON BEING REFERRED (Care Giver)

	Name


	Date of Birth
	Main Carer Y/N
	Relationship to

Child/ren (Parental Responsibility)
	Parental Responsibility Y/N

	
	
	
	
	


	DETAILS OF OTHER CARERS

	Relationship to Child(ren)


	Main

Carer Y/N
	Resident in Household? 
	Parental Responsibility Y/N

	
	
	
	

	
	
	
	

	
	
	
	


	CHILDRENS DETAILS
	

	PLEASE ENTER FIRST

AND LAST NAMES
	Gender


	Date of Birth
	Early Help Plan (EHP) or Shared Family Assessment (SFA)
	Risk Assessment
	Name and Agency of 

Lead Professional
	Young Carer

Y/N

	C1  
	
	
	
	
	
	

	C2  
	
	
	
	
	
	

	C3  
	
	
	
	
	
	

	C4  
	
	
	
	
	
	

	C5  
	
	
	
	
	
	

	C6  
	
	
	
	
	
	


	REFERRER DETAILS

	Referrer Name / Self-Referral:
	
	Quadrant and Team
	

	Role:
	
	
	

	Agency:
	
	
	

	Tel No:
	
	
	

	E mail:
	
	
	


	FAMILY DOCTOR DETAILS
	CASELOAD HOLDER DETAILS

	Name:
	
	Name:
	

	Surgery
	Castle Gardens
	Surgery
	

	Address:
	
	Address:
	

	Tel No:
	
	Tel No:
	


	FAMILY NEEDS – PROBLEM/NEED IDENTIFIED IS A REQUIRED FIELD 

	So we can offer the family the most appropriate support and match the most suitable volunteer please complete the following table. With the information provided by the family, this will be used to ensure our support meets the family’s needs.

	Outcome Theme
	Outcome Descriptor
	Summary of Problem / Need Identified and Client/Family’s Personal Goals agreed with them in advance of sending the referral. 

	SAFETY

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 1 

Child / Young person requires support to feel safer.
	

	
	Outcome 2 

Parent / Carer requires support to feel their child/ren and young people are safer.
	

	PARENTING

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 4 

Parent / Carer with children under 5 years old requires support to improve their parenting behaviours and confidence.


	

	EMOTIONAL WELLBEING

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 7

Mother requires support to improve their emotional wellbeing in the perinatal period.
	

	
	Outcome 16  

Child / Young person requires support to improve their emotional wellbeing.
	

	
	Outcome 17
Young carer requires support to improve their emotional wellbeing. 
	

	RELATIONSHIPS & ATTACHMENT
When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 21

Parent / Carer requires support to improve the relationship with their child/ren. 
	

	
	Outcome 22
Parent / Carer with an under 2-year-old requires support to improve attachment to their child.
	

	
	Outcome 23

School age child / Young person requires support to feel attached to their primary carer/s.
	

	LONELINESS & ISOLATION

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve. 
	Outcome 19

Child / Young person requires support to feel less lonely.
	

	
	Outcome 18/20
Parent / Carer requires support to feel less lonely or isolated and more resilient.
	

	SCHOOL READINESS

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 5  

Child aged 2 years old requires support to reach a good level of development.
	

	
	Outcome 6 

Child aged 2 years old in receipt of FEEE2 requires support to reach a good level of development.
	

	HEALTHY LIFESTYLE CHOICES

When completing the problem/need identified, give specifics of what this is & how it affects the client/family, include the client’s individual personal goals they wish to achieve.
	Outcome 9

School age child / Young person requires support to make more positive lifestyle choices.
	

	
	Outcome 11

Teenage mother requires support to make more positive lifestyle choices.
	


	RECENT LIFE OR LIFE CHANGING EVENTS RELEVANT TO THE REFERRAL (Considered Priority Group)

	If the family have had a recent life event, which may impact our support please complete the details below.

	No
	Life Event
	Date
	Details

	1
	Recent Bereavement - immediate family/extended family/close friend
	
	

	2
	Change in Employment Status
	
	

	3
	Reduction in Income (e.g. Benefits, tax credits, salary)
	
	

	4
	Change in relationship (Separation / new partner / marriage)
	
	

	5
	Serious Illness (parent or child)
	
	

	6
	New Child in the family
	
	

	7
	A&E Visit-Adult or children
	
	

	8
	Becoming a carer
	
	

	9
	Change in housing
	
	

	10
	Change in immigration status
	
	

	11
	Domestic Violence/abuse (Current or Historical)
	
	

	12
	Mental Health Issues
	x
	

	13
	Learning Disabilities
	
	

	14
	Post Natal depression
	
	

	15
	Substance Abuse
	
	

	16
	Other (Please specify)
	
	


	PLEASE LIST BELOW ANY OTHER AGENCIES INVOLVED WITH THE FAMILY

	

	

	

	

	

	

	

	


	ARE THERE ANY HEALTH AND SAFETY ISSUES THAT WE NEED TO CONSIDER WHEN PLACING A VOLUNTER WITH THIS FAMILY?
(i.e. restricted access, access via stairs, pets, parking difficulties)

	No

	

	

	Have you visited the family home ?


	PLEASE ADD ANY BACKGROUND INFORMATION YOU THINK WE WOULD FIND USEFUL (if necessary, attach an extra sheet)

	

	


         CONSENT
         General Data Protection Regulation - If this referral is not signed, then personal data cannot be stored, and the referral cannot be accepted.
         Consent at the point of referral - A signature is required from the referrer to consent to the personal data on this form being processed by Home-Start. 

         Referrer……

         Consent from the Family

         Please tick and sign if you are happy to give consent.

·           I give consent for Home-Start Colchester, including their sub-contractor Home Start Harwich to process the information on this form and store the information on a 
          protected data base and family file.  
·           I give consent to share my information and inform the Essex Child and Family Wellbeing Service or other agency, that they have requested Home-Start support                            

         and to share any information with them.

           Parents signature………

           Please now return this referral form - REMEMBER to send the document password protected:

· Home Start Colchester (Tendring & Colchester) Office @homestartcjc.co.uk
Thank you for taking time to provide this information, we will respond to you within two weeks to inform you of progress. We will remain in touch while supporting this family and will contact you when the support ends.
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