Toucan Contact Centre

Referral Form and Risk Assessment
	This referral form should be fully completed with its terms agreed by all parties concerned. Contact sessions cannot be approved until we have received all necessary documentation. All information we hold is done so with strict confidentiality. We expect concerned parties to attend an introductory visit prior to commencement of the first session where concerned parties will be asked to sign a contact agreement document which clarifies the work requested and details any special requirements, particularly in relation to the child.

	Name of Referrer:
	

	Date or Referral:
	

	Organisation
	

	Court:
	

	Address
	

	Contact details
	Telephone:                                     
	Fax:
	Email:                                                          

	Office Use:
	Date Received by Service:
	___________________________________________

	Name of Child(ren)
	Date of Birth
	Gender
	Ethnicity
	1st Language
	Other Language

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Child’s current address and contact details:

	Address
	

	Contact:
	Name:  
	Telephone: 
	Mobile: 


	Details of other people attending (i.e. Parents, Carers or Siblings) 

Please state if Carer’s details should remain confidential

	Name:
	
	
	
	

	Address:
	
	
	
	

	Contact details (Phone/email):
	
	
	
	

	Relationship to child:
	
	
	
	

	Ethnicity:
	
	
	
	


	NB: Where allegations of a serious nature have been made (e.g. sexual abuse, challenging behaviour) the Service will not view favourably a referral where the preparation and expectation of supervision appears inappropriate to the stated concerns.


	Have there been arranged appointments in the past that either parent has failed to attend? This can be at court, with a solicitor, statutory agency etc. 

	

	Does the Referring Agency have any restrictions for contact?
	Yes
	No

	Please highlight: 

	

	Is CAFCASS / Court advisor involved? 
	Yes
	No

	If Yes, please provide detail:

	Name:
	

	Address:
	

	Tel / Fax
	

	Is there a Court Order? If Yes, please attach to document
	Yes
	No

	Does the order contain any restrictions?
	Yes
	No

	Please highlight: 

	

	Details of other Professionals involved:

	Name:
	Address:
	Contact:

	
	
	

	
	
	

	
	
	

	Background Information / History (Please attach relevant documentation) 

	

	Has the family used another child contact service in the past?
	Yes


	No



	If ‘yes’, what is the service’s name? 
	

	When did this take place?
	
	For how long?
	

	What are the parties’ proposals for contact in the future?

	

	Who has Parental Responsibility? 

	

	Does anyone have any special needs? (e.g. health, disability etc.)
	Yes


	No



	Please highlight: 

	

	Is an interpreter required?
	Yes


	No



	Which Language? 

	________________________________________________________________________________________

	What exactly has led to this referral? (e.g. are there issues of substance abuse, relationship issues etc.) 

	

	What type of Contact is requested?

	Supported Contact
	
	Supervised 

Contact
	 
	Supervised Contact Off Site / In the community / Other location
	
	Handover
	

	Are supervised outings permissible?
	Yes


	No



	If Yes, should supervised outings be: 
	Immediate Area


	Further a Field



	Are there any restrictions with regards to location?

________________________________________________________________________________________

________________________________________________________________________________________

	Please circle (or make bold) the preferred two hour slot for contact:

	Day:
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Time:
	09:00 - 11:00
	09:00 - 11:00
	09:00 - 11:00
	09:00 - 11:00
	09:00 - 11:00
	9:00 – 

11:00
	

	
	10:00 – 12:00 
	10:00 – 12:00
	10:00 – 12:00
	10:00 – 12:00
	10:00 – 12:00
	10:00 – 12:00
	10:00 – 12:00

	
	11:00 – 13:00
	11:00 – 13:00
	11:00 – 13:00
	11:00 – 13:00
	11:00 – 13:00
	11:00 – 13:00
	11:00 – 13:00

	
	12:00 – 14:00
	12:00 – 14:00
	12:00 – 14:00
	12:00 – 14:00
	12:00 – 14:00
	12:00 – 14:00
	12:00 – 14:00

	
	13:00 – 15:00
	13:00 – 15:00
	13:00 – 15:00
	13:00 – 15:00
	13:00 – 15:00
	13:00 – 15:00
	13:00 – 15:00

	
	14:00 – 16:00
	14:00 – 16:00
	14:00 – 16:00
	14:00 – 16:00
	14:00 – 16:00
	14:00 – 16:00
	14:00 – 16:00

	
	15:00 – 17:00
	15:00 – 17:00
	15:00 – 17:00
	15:00 – 17:00
	15:00 – 17:00
	15:00 – 17:00
	

	
	16:00 – 18:00
	16:00 – 18:00
	16:00 – 18:00
	16:00 – 18:00
	16:00 – 18:00
	16:00 –
18:00
	

	
	17:00 – 19:00
	17:00 – 19:00
	17:00 – 19:00
	17:00 – 19:00
	17:00 – 19:00
	17:00 – 19:00
	


	NB: Late contact or contact outside usual opening times can also be accommodated, please call the centre coordinator for further information.


	Please tick the preferred frequency of contact session:

	Weekly 
	Fortnightly 
	Monthly 
	Specific Date:

	Date contact to be concluded:
	

	Is transport for collection & drop off required? 
	Yes


	No



	If Yes, please provide address and times details:



	Are all attendants required to have reminder telephone calls made on day of Contact Session? 
	Yes


	No



	For supervised contact, are session recordings to be sent:
	Individually per session
	On conclusion of contact

	Please provide fax number or postal address of where to send records:

	

	For supervised contact; is there anything that specifically needs observing / assessing? e.g. Parents appearance, attitude…

	

	Does anyone attending have convictions or is there information the centre should know about? e.g. mental health issues, physical disability issues, sensory issues etc; please present details.

	


Both parties are aware of and in agreement with the referral.

Name/Position: ………………………………………………………………………
Signed: ……………………………………………………………………………

Date of Referral: ………………………………………………………………
Risk Assessment: please photocopy and add extra pages if needed
	Name: 

	Violence to:
	Frequency
	Severity
	Risk Rating

	Staff
	
	
	

	Family Members
	
	
	

	Self
	
	
	

	Others
	
	
	

	
	
	
	

	
	Freq
	Sev
	Risk
	
	Freq
	Sev
	Risk

	Alcohol abuse
	
	
	
	Drug/solvent abuse
	
	
	

	Vandalism
	
	
	
	Violence/assault
	
	
	

	Threatening behaviour
	
	
	
	Sexual abuse on young persons
	
	
	

	Fire raising
	
	
	
	Dangerous pets
	
	
	


	Name:

	Violence to:
	Frequency
	Severity
	Risk Rating

	Staff
	
	
	

	Family Members
	
	
	

	Self
	
	
	

	Others
	
	
	

	

	
	Freq
	Sev
	Risk
	
	Freq
	Sev
	Risk

	Alcohol abuse
	
	
	
	Drug/solvent abuse
	
	
	

	Vandalism
	
	
	
	Violence/assault
	
	
	

	Threatening behaviour
	
	
	
	Sexual abuse on young persons
	
	
	

	Fire raising
	
	
	
	Dangerous pets
	
	
	

	

	Guide to completing risk assessment

	Frequency
	Severity

	1
	Never
	1
	Verbal

	2
	Rarely
	2
	Threats

	3
	Infrequently
	3
	Aggressive stance

	4
	Frequently
	4
	Assault

	5
	Persistently
	5
	Assault with weapon


	Risk Rating: 
	1
	5
	10

	
	Low Risk
	Significant Risk  
	Serious Risk


	Risk Factors – Extra Notes

	______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

	Control Measures

	1
	________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

	2
	________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
___________________________________________________________________________________________

	3
	________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
____________________________________________________________________________________________

	4
	________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
____________________________________________________________________________________________

	5
	________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
____________________________________________________________________________________________

	This referral form should be sent back at the earliest convenience to: Centre Coordinator- Toucan Day Nursery & Contact Centre, Teale Street, London, E2 8RA or info@tdncc.co.uk  


