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SHARED REFERRAL FORM

Upon completion of form please retain 1 copy in the appropriate notes, send 1 copy to relevant social work office and notify or send a copy to Dorothy Ramsden, Child Protection Unit via email: (Dorothy.ramsden@ggc.scot.nhs.uk) post: CPU Office Block, QEUH 1345 Govan Road, Glasgow G51 4TF or by telephoning: 0141 451 6607
	1A. REFERRAL DETAILS (Please complete as fully as possible i.e. Acute/CHCP sections as needed for reporting purposes)

	Name
	     


	Tel No
	     

	Fax No
	     
	Email Address
	     

	Acute
	     


	CHCP
	     


	Corporate / Specialist Services
	     


	Other
	     


	Sector
	     


	Job Type
	     

	Job Title
	     

	Base / Location
	
	Speciality
	     


	1B. DESIGNATED CONTACT PERSON (IF DIFFERENT FROM 1a. Referrer Details) (Please complete as fully as possible)





	Name
	     


	Tel No
	     

	Fax No
	     
	Email Address
	     

	Acute
	     


	CHCP
	     


	Corporate / Specialist Services
	     


	Other
	     


	Sector
	     


	Job Type
	     

	Job Title
	     

	Base / Location
	     

	Speciality
	     

	2. REFERRAL TO (Please complete as fully as possible)

	Referral Date
	     

	Referral Time
	     

	Name of Social worker spoken to
	     

	Designation
	     

	SW Team (Hospital or Area Team)
	     

	Tel No
	     

	Additional Information (if any)
	     



	Is the parent/carer aware of this referral?    Yes/No
	     

	Is the young person aware of this referral? Yes/No
	     

	Is this a re-referral from your service? Yes/No
	     

	If yes, please enter date(s) of previous referral in box below

	     



	3. SUBJECT OF REFERRAL (Please complete as fully as possible)

	Child’s Name (Inc Middle Names if known)
	Aliases (if known)
	DOB & CHI or EDD        
	Age
	Gender (M/F)

	     

	     
	     
	     
	     

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	Home Address (include Postcode)
	     

	CHCP / Sector of Child / Family
	     



	ETHNICITY DETAILS 

	Ethnicity
	Preferred Language
	Immigration Status

	     

	     
	     

	Is Interpreter Required
	     

	Further Details (inc Interpreter Name, Base & Tel no if known)
	     

	Ethnicity Comments
	     



	CHILD AFFECTED BY DISABILITY 

	Disability description
	     


	Communication assistance required (specify)
	     


	Child Affected by Disability Comments
	     



	4. FAMILY DETAILS - Siblings / Related Children not subject to referral (please complete as fully as possible)

	Child’s Name (Inc Middle Names if known)
	Aliases (if known)
	DOB & CHI or EDD        
	Age
	Gender (M/F)

	     

	     
	     
	     
	     

	

	
	
	
	

	

	
	
	
	

	Home Address (include Postcode)
	     

	CHCP / Sector of Child / Family
	     



	SOCIAL WORK INFORMATION (please complete as fully as possible)

	Child’s Name
	Known to Social Work
	On CP Register
	Current / Previous Registration 
	CP Risk Indicators

	     

	     
	     
	     
	     

	

	
	
	
	


	5. FAMILY / PRINCIPLE CARER DETAILS (please complete as fully as possible)

	Name
	Aliases
	DOB (if known)
	Current Address
	Relation to child
	Next of Kin

	     

	     
	     
	     
	     
	     

	

	
	
	
	
	


	FAMILY / PRINCIPLE CARER DETAILS (CONTD) (please complete if child does not reside ar same address as mother/father)

	Child Name
	Type of residence
	Address (if known)
	Principle Carer Name (if known)

	     

	     
	     
	     

	Please specify further details (if known)
	     



	other adults in household

	Name
	DOB (if known)
	Relation to child

	     
	     
	     

	     
	     
	     

	
	
	


	6. SUMMARY OF CONCERNS (for all referrals please complete the following)

	SUSPICION/RISK FACTORS - RELATING TO THE CHILD(REN)

	Absconding
	 FORMCHECKBOX 

	Health – Illness/Disability
	 FORMCHECKBOX 

	Physical Care/Neglect
	 FORMCHECKBOX 


	Child Safety
	 FORMCHECKBOX 

	Offender Behaviour
	 FORMCHECKBOX 

	Self harm
	 FORMCHECKBOX 


	Education
	 FORMCHECKBOX 

	Other (please specify below)
	 FORMCHECKBOX 

	Sexual Exploitation
	 FORMCHECKBOX 


	Emotional Care/Development
	 FORMCHECKBOX 

	Outwith Parental Control
	 FORMCHECKBOX 

	Substance Misuse
	 FORMCHECKBOX 


	If other – Please Specify
	     



	SUSPICION/RISK FACTORS - RELATING TO CARERS / PARENTS

	Alcohol Abuse
	 FORMCHECKBOX 

	Housing / Accommodation
	 FORMCHECKBOX 

	Parenting
	 FORMCHECKBOX 


	Asylum seekers / Refugees
	 FORMCHECKBOX 

	Learning Disability
	 FORMCHECKBOX 

	Physical Illness
	 FORMCHECKBOX 


	Domestic Abuse 
	 FORMCHECKBOX 

	Mental Illness
	 FORMCHECKBOX 

	Poverty / Financial Problems
	 FORMCHECKBOX 


	Drug Abuse
	 FORMCHECKBOX 

	Other (please specify below)
	 FORMCHECKBOX 

	Substance Misuse
	 FORMCHECKBOX 


	If other – Please Specify
	     


	RISK INDICATORS

	Child Exploitation
	 FORMCHECKBOX 

	Neglect
	 FORMCHECKBOX 

	Parental Drug Misuse
	 FORMCHECKBOX 


	Children Placing Themselves at Risk
	 FORMCHECKBOX 

	Non-Engaging Family
	 FORMCHECKBOX 

	Parental Mental Health Problems
	 FORMCHECKBOX 


	Domestic Abuse
	 FORMCHECKBOX 

	Other Concerns – Please Specify Below
	 FORMCHECKBOX 

	Physical Abuse
	 FORMCHECKBOX 


	Emotional Abuse
	 FORMCHECKBOX 

	Parental Alcohol Misuse
	 FORMCHECKBOX 

	Sexual Abuse
	 FORMCHECKBOX 


	If other – Please Specify
	     


	7. REASON FOR REFERRAL / REQUEST FOR SERVICES: (please record reason for concern and how this impacts on child.  If applicable, please indicate alleged abuser.  Indicate what action, if any, you have taken prior to the referral).

	     



	8. AGREED ACTIONS (Actions agreed during phone referral)



	     



	9. AGENCY INVOLVEMENT (Please complete as fully as possible)

	HEALTH (This includes GP, Health Visitor, Hospital Staff etc – Please specify)

	Name
	Designation
	Contact Details (inc Address, Tel No & Email if known)

	     
	     
	     

	     
	     
	     


	EDUCATION (This includes Nursery & School Staff – Please Specify)

	Nursery / School
	Contact Name
	Contact Details (inc Address, Tel No & Email if known)

	     
	     
	     

	     
	     
	     


	ANY OTHER AGENCIES (if applicable / known)

	Agency Name
	Contact Name
	Contact Details (inc Address, Tel No & Email if known)

	     
	     
	     

	     
	     
	     


Additional Information from Midwifery Services Only

	Summary of Concerns (in addition to those outlined in section 6) Please complete as fully as possible



	Previous child (ren) on Child Protection Register / Child Protection concerns 
	 FORMCHECKBOX 


	Social Isolation
	 FORMCHECKBOX 


	Physical Disability which may affect care of child / family
	 FORMCHECKBOX 


	Negative Attitude towards Birth
	 FORMCHECKBOX 


	Previous child (ren) not living at home
	 FORMCHECKBOX 


	History / Evidence of Homelessness
	 FORMCHECKBOX 


	Resistant of Professional Intervention
	 FORMCHECKBOX 

	Additional Information
	     



Shared Referral Acknowledgement Form
	Acknowledgement of Child Welfare/Protection Referral To Social Work Services

Social Work Services use only

 (Notification to Dorothy Ramsden, Child Protection Unit, via email dorothy.ramsden@ggc.scot.nhs.uk 

 within 5 working days of date received at Social Work Office)



	Date of Referral
	     


	Referrer Name
	     

	Designation 
	     

	Base / Location
	     

	Contact Details
	     

	Subject of Referral (Child’s Name)
	     

	DOB / CHI or EDD
	     


	SOCIAL WORK OUTCOMES


	Social Work ID 
	     


	Request Treated As
	     


	Outcome of Referral / Request for Services
	     


	Name of Social Worker
	     

	Designation 
	     

	Address 
	     

	Contact Number
	     

	Signature (Please Print)
	     


	Date Completed
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1

