                 LSCB Agency Referral Form To Childrens Social Care

	1. Reference Numbers:

	Your References:                                                                                         Social Care references:   
     


	2. Child / Young Person’s Details. (or details of person causing concern)

	Name:                                                             Date of Birth:                        Male or Female:                             Religion: 
EDD if unborn baby / Hospital where booked:


	Address:       
Postcode:  
Telephone numbers: 


	Child’s First Language:                                                                                 Parents First Language: 
      
 Is an Interpreter/Signer required?    Yes     No     Don’t Know
Give details if used:


	Ethnicity: please tick as relevant:
a) White
 

b)  Mixed

c) Asian or Asian British
d)  Black or Black British
e)  Other Ethnic Group
English/Welsh/Scottish/Northern Irish/British 

White and Black Caribbean 

Indian   

Caribbean    

Arab

Other British

White and Black African      

Pakistani 

African

Any other        

Irish  

White and Asian      

Bangladeshi

Any other Black background  

Gypsy or Irish Traveller

 Any other Mixed background

Chinese     

Any other White background 

 

Any other Asian  background 



	Is the child / young person subject of the concern

	Already known to social care?                         
Yes        No      Don’t Know 
Are they subject to a Child Protection Plan?   
Yes        No      Don’t Know 
Are they looked after children or in local authority care.                               
Yes        No      Don’t Know        
Known to have a CAF referral?                       
Yes        No      Don’t Know 
Aware of this referral?                                     
Yes        No      Don’t Know        

	Details:

	3. Child / Young Person’s Principal Carers:

	Name                                Date of Birth                   Relationship to Child                  Occupation
……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..
……………………………..    ….……………………..    .………………………………….   ………………………………………………………..



	4. Other household members (including non-family members and siblings) 

	Name                                    Date of Birth                    Relationship to Child                  School/ Occupation
……………………………..    …………………………    ………………………………….   ………………………………………………………..
……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..

……………………………..    …………………………    ………………………………….   ………………………………………………………..

	5. Significant others not in the household (including non-family members)

	Name:                            

Date of Birth: 

Relationship to Child: 
School/Occupation: 

Address: 


	6 Referral details

	a) Why are you involved with the subject/ family? 

     Details of actions taken so far 


	Details:



	Do you think the referral is: 

 Child Protection  (S47 Children Act 1989)        

 Child in Need      (S17 Children Act 1989)   

  For Information only       

  Not Sure     

 
	Details



	7. Key information

	a) Do you know who has parental responsibility (“PR”) for the child (children) / Young person ? 

   

	b) Is the person with PR aware of this referral?    Yes              No     Don’t Know   ( If no or don’t know please state the reason why).
   

	c) Has the person with PR given consent for other agencies to be contacted?  (Consent not essential in Section 47 referrals)
 Yes             No         If yes, please specify how consent was obtained and agencies not consented to:

 

	d) Are you aware of any of the following issues in the household (tick as appropriate):

 Domestic abuse                   Substance misuse                  Disabilities                  Learning difficulties                 Mental illness       

Details of your concerns: (inc how these concerns may affect parenting ability or the safety of children).



	9a. Key agencies involved with the child/ young person/ family  (Please tick those known to be involved)

	x
	Agency
	Name
	Telephone Number

	             
	GP
	
	

	             
	Health Visitor
	
	

	             
	School Nurse
	
	

	             
	Mental Health
	
	

	             
	Social Care
	
	

	             
	Police
	
	

	             
	Midwife
	
	

	             
	Other [please specify]
	
	

	10. Your (referrer) details:                                                           

	Name:                                                                                                       Occupation/Relationship to Child:       

Address / Agency/ Work Base:                                                                 Tel. Number: 

Have you spoken to someone in social care already?                             Who did you speak to?
Referral Date & Time:             


Base & Tel. No. of Social Worker:

Agreed Actions with Social Worker:  
Are you likely to have ongoing contact with this child or family?    Yes              No        



	Social Care Action: 


	Details of decision taken:


	Feedback to referrer:

Team Manager:
	Date:                                                               Time:   
Feedback to:                                                   Feedback given by: 
Name:                                                             Signature:                                    Date: 




Instructions on how to submit to the three local authorities:


Urgent referrals should initially be made by telephone to the relevant children’s social care on the numbers below:


 Rutland: 


Referrals to social care about children must be made in writing or confirmed in writing after telephone contact is made.  


Referrals should be made via e-mail using a secure e-mail address. If the e-mail address is not secure the referrals should be faxed. Phone: 01572 722577 Fax: 01572 758307 E mail: � HYPERLINK "mailto:duty@rutland.gcsx.gov.uk" �duty@rutland.gcsx.gov.uk� Address:  Rutland County Council, Childrens Duty & Assessments, Catmose, Oakham, Rutland, LE15 6HP


Leicestershire:


The electronic Agency Referral Form is secure and should be used by professionals and members of the public to report concerns regarding a child or young person to our Central Duty Service electronically. The Agency Referral form is available at the following link: � HYPERLINK "https://forms.leics.gov.uk/af3/an/default.aspx/RenderForm/?ID=xutwpanvgif&F.Name=rlc2i94ics3&fs2s" �https://forms.leics.gov.uk/af3/an/default.aspx/RenderForm/?ID=xutwpanvgif&F.Name=rlc2i94ics3&fs2s�


Should the referring person be unable to use the secure electronic link paper/printed versions can be faxed to 0116 305 0011 or posted to: Central Duty Service,Specialist Services,Children and Young People's Service, Leicestershire County Council, Eastern Annexe, County Hall, Glenfield, Leicestershire, LE3 8SR


Leicester:


Referrals can be made by telephone to 0116 252 7004


Referrals can be made by fax to 0116 256 5027


Referrals can be made by e-mail to � HYPERLINK "mailto:das.team@leicester.gov.uk" ��das.team@leicester.gov.uk


�Referrals can be made by post or in person to Duty & Assessment Service, 1 Grey Friars, Leicester, LE1 5PH
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