
 

Referral Form 
 
Please note that all referrals must be made with the consent of the family and the family must 
have at least one child under the age of five years. 
 
This form will be held in confidence but may be shown to the family if requested.  
 

Office use only: Date referral received by Home-Start: ______________________ 

Name of Main Carer: _____________________________________________ D.o.B: ……………… 

Main Carer’s Ethnicity: ___________________________________ Disabled? YES / NO 

Name of partner: _________________________________________________   D.o.B: ……………… 

Partner’s Ethnicity: ______________________________________  Disabled? YES / NO 

Other adult relation living in household: _________________________________  

Address: __________________________________________________________________________________ 

________________________________________________________Post Code: _________________________ 

Tel No.:_________________________________________ Mobile No.:_______________________________ 

Email: _____________________________________________________________________________________ 

Name of child up to 18 years 

(At least one child must be 
under the age of five years). 

List Eldest child first 

Male 

Or 

Female? 

M/F 

D.o.B Main carer 
considers  

Child 

disabled ? 
Yes/No 

Child 

Protectio
n Plan? 

Yes/No 

CAF 

Assess
ment? 

Yes/No 

C
h
ild

 in
 N

e
e
d
 

Y
/
N
 

E
th

n
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ity

 

C1.        

C2.        

C3.        

C4.        

C5.        

 

Referred by: 

 

Name: ________________________________________ 

 
Agency: _______________________________________ 

 

Address: ____ _________________________________ 

 

_____________________________________________  

 

Postcode:  ___________________________________  

 

Tel.: _________________________________________  

 

Email: ________________________________________ 

Additional Family Information:  

 

Family Doctor :___________________________
 

Tel.:____________________________________ 
 

Health Visitor: __________________________ _
 

Tel.:___________________________________ 
 

Other Agencies involved: 

 

________________________________________

 

________________________________________

 

Home-Start Stroud & Dursley 



 

Home-Start Stroud & Dursley, Willow House, Slad Road, Stroud. GL5 1QJ. T: 01453 759911 

Registered Charity No. 1107019 Company limited by guarantee No. 5282509 Registered in England 

2 

Family needs 

So that we can offer the family the most appropriate support, and match the most suitable volunteer 
please complete the following table.  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. 

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

�  If you have ticked, please tell us why this is a need. 

Managing children’s behaviour  
 

 

Being involved in the children’s 
development/learning 

  

Coping with physical health  
 

 

Coping with 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 home  
 

 

Stress caused by conflict in the family  
 

 

Coping with extra work caused by multiple 
birth/children under 5 

  

Use of services*   

Other (please describe)   



 

Home-Start Stroud & Dursley, Willow House, Slad Road, Stroud. GL5 1QJ. T: 01453 759911 

Registered Charity No. 1107019 Company limited by guarantee No. 5282509 Registered in England 

3 

Referral Form Continued:  
 
Please place name (s) in the box of any individual in the family affected by: 
Mental 
Health 
issues 

Health 
issues 

Special 
Educational 

Needs 

Domestic 
 abuse 

Substance 
abuse 

Post natal 
depression 

Lone 
parent 

Teenage 
parent 
<19yrs 

Other 

         

         

         

 
Please tell us about any Health and Safety issues that we need to consider when placing a 
volunteer with this family.   
 
Also, please add any background information that you think we would find useful.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Referrer’s signature: ___________________________________________ 
 
 
Date: __________________________________ 
 
 
Thank you for taking the time to provide this information which will help us to process the 
referral.  We will try to respond to you within two weeks after receiving the referral to report 
progress.  If you have any concerns about the referral process or the support for the family 
please contact the Senior Coordinator or ask for the Chairperson of the Charity. 
 


