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Referral Form

If you wish to refer a child / young person to the Oaklea Trust, please complete the following form.  Once completed the form should be returned:

Email to: 
beverley.powell@oakleatrust.co.uk
Post to:   
Wattsfield House, Wattsfield Lane, Kendal, Cumbria, LA9 5HF
Telephone:
01539 735025
The form should be completed as fully as your knowledge or information allows.  Please mark any sections you are unable to complete as ‘not known’.  

If the Child / Young Person has a completed Common Assessment – please indicate to reduce the need for duplicate information.

	CHILD / YOUNG PERSONS DETAILS

	Surname:  
	

	First Name(s):
	

	Date of Birth:
	

	Child/Young Persons first language / preferred communication method:
	

	Address:


	

	Telephone Number:
	

	Email address:
	

	Next of Kin:
(Name and Relationship)
	

	Emergency Contact Details:
	

	REFERRER’S DETAILS

	Surname:
	

	First Name(s):
	

	Relationship to Child / Young Person:
	

	Contact Details:
	

	Has the parent / carer been informed of this referral?
	YES / NO    (Delete as appropriate)

	REFERRED FOR

	Sitting service (0-8 years)
 – community support for up to 4 hours per week.
	YES / NO    (Delete as appropriate)

	Activities (8-13 years) 
– evening, weekend, holiday activities

	YES / NO    (Delete as appropriate)

	Activities (14-19 years) 
– evening, weekend, holiday activities

	YES / NO    (Delete as appropriate)

	Why has this Child / Young person been referred to this service?



	Does the Child / Young Person have a social care package?
	YES / NO    (Delete as appropriate)

	Does the Child / Young Person receive a Direct Payment?
	YES / NO    (Delete as appropriate)

	Does the Child / Young Person have a completed CAF?
	YES / NO    (Delete as appropriate)

	PROFESSIONAL INVOLVEMENT

	
	Names and Contact Details (if applicable)

	Social Worker / Care Manager
	

	Family Inclusion Workers
	

	Community Nurse / Health Team
	

	GP / Health Specialists
	

	School / Early Years Setting
	

	Other
	

	

	Does this Child / Young Person have a disability?
	YES / NO    (Delete as appropriate)

	Nature of Disability:



	Is the Child / Young Person on the County CWD Database?
	YES / NO    (Delete as appropriate)

	Is the Child / Young Person on the School SEN (Special Educational Needs) register?
	YES / NO    (Delete as appropriate)

	
	

	Does the Child / Young Person have any of the following:


	
	If yes, please provide details

	Epilepsy
	

	ADHD
	

	Autism / Aspergers
	

	Communication Difficulties
	

	Challenging Behaviour
	

	Limited Mobility
	

	Impaired Vision / Hearing
	

	Needs support with Personal Care
	

	Phobias / Obsessions
	

	Other Medical Conditions
	

	Details of Parents / Main Carer

	Surname:
	

	First Name:
	

	Relationship to Child / Young Person:
	

	Address:
	

	Telephone Number:
	

	Mobile Number:
	

	Email Address:
	

	OTHER INFORMATION

	


Name:
Signed:

Date:

Thank you for completing this form.  You will have acknowledgement of its receipt within 24hours (working days).










