HOME-START MILTON KEYNES

375 Acorn House, Midsummer Boulevard, H ' me
Central Milton Keynes, MK9 3HP
Tel: 01908 230030, Email: office@home-startmk.org.uk -t R‘ »
Web: www.home-startmk.org.uk

Registered Charity No: 1118249 Support and friendship
for families

REFERRAL FORM

Date referral received (scheme use)

o Please note that all referrals must be made with the consent of the family. Have you
discussed this referral with the family prior to completing this form? YES / NO

o  The family must have at least one child under the age of five years.

Name of family...................oo . Family Number (schemeuse)..........................
AN Lo ]
........................................................................ Postcode .......ooiiiii
Tel oo Mobile ... Email ..o

Please provide some details about the adults caring for the child[ren]:

Name Main | Resident in | Comments
carer | household
v v
Mother/partner
Father/partner
Other main carers]
Other main carers]
Referred by: Date of Referral:
Name Surgery:
Role Family Doctor
Agency Tel
Address Health Visitor
Tel
Email:
Email Other agencies involved
Postcode
Tel:

Please 4/ all that apply to this family:

lone substance | domestic | mental learning post natal interpreter teenage other
parent | abuse abuse health disabilities depression required pregnancy please
issues 19yrs or specify
younger
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Are there any Health and Safety issues that we need to consider when placing a volunteer
with this family:

Background information:

Please outline any health problems in the family:
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Details of children - Please note the family must have at least one child under the age of five years, (please include details of all children under 18)
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Please complete those boxes which apply to any of the children

Note: the terms above are nation-specific - not all will be relevant in your area
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Family needs - So that we can offer the family the most appropriate support, and match the most suitable volunteer, please complete the following
table. Please note that there is not a ‘points’ system. Families will not be prioritised on the basis of how many categories are ticked. This
information, together with information provided by the family, will be used to monitor how our support meets the family’s needs.

| hope that Home-Start will help meet needs the family has in the following areas:

Family needs N If you have ticked, please tell us why this is a need

Managing child’s behaviour

Being involved in the child(ren)’s development

Coping with own physical health

Coping with own mental health

Coping with feeling isolated

Parent’s self-esteem

Coping with child’s physical health

Coping with child’s mental health

Managing the household budget

The day-to-day running of the house

Stress caused by conflict in the family

Coping with multiple birth/multiple children under 5

Use of services

Other (please describe)
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Details of other members of the household with responsibilities for caring for the children
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Main Carer
Partner living in household
Referrer’s signature ..o, Date .....coooviiii
Parent’s signature ..............ccooiiiiiiiiiiii Date ..o (optional)

Thank you for taking time to provide this information which will help us to process the referral.

We are unable to process your referral until we have received this form

We will try to respond to you within two weeks to tell you about progress with this referral.

We will remain in touch while supporting this family and will contact you when the support ends

If you have any issues or concerns about the referral process or the support for the family please contact Steph Ellis, Senior Coordinator.
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