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Referrals are also available via our website:
www.freedom-project-west-cumbria.org.uk
Once complete, email (password protected) to hope@freedom-project-west-cumbria.org.uk
Please call 01900 67167 if you have any queries.










Please complete ALL sections of this form. If the General Data Protection Regulations 2018 (GDPR) is not completed, we will be unable to accept your referral.

REFERRER DETAILS
	[bookmark: _Hlk66273613]Referrer Name

	

	Organisation & Department

	

	Job Title

	

	Mobile Number

	

	Office Number

	

	E-mail Address
	




RISK ASSESSMENT
If you answer yes to any of these questions, please give details and any additional, supporting paperwork i.e., Risk Assessment, Reports, MARAC etc 
	Is the client a potential risk to our staff or others?



	

	Is there any risk of suicide/self-harm- past or current?



	

	Has mental health been diagnosed? If yes, please give details and what medication is prescribed?

	

	Any convictions/ on-going court proceedings linked to the client?


	

	Are the family currently subject to a section 47 or section 17 investigations?
	

	Are the children on Child Protection Plans? 


	


	Are there any other details you think we should be aware of?



	



CLIENT DETAILS 
	Full Client Name

	

	Name they wish to be known as

	

	Gender

	

	Date of Birth

	

	Contact Number

	

	E-mail Address

	

	Current Address (including post code)


	




	Is it safe to contact?
(if not please give details)


	Telephone:        Yes/No                    Text:       Yes/No

Post:                  Yes/No                    Email:     Yes/No


	Preferred method of contact

	

	Ethnic Origin/ Religion

	

	Disability/ Medical Conditions (if any)

	

	GP Name & Address 



	

	GP Contact Number

	

	Permission to contact if needed?
	Yes/No

	
If anything, different from above
i.e., if it is not safe to contact the client and they have requested we contact them via a third party. Please give name, relationship to client and contact details 
	



FAMILY DETAILS 
	[bookmark: _Hlk66270538]Is the client currently in a relationship?

	

	Have they been in or are they in the process of ending an abusive relationship?

	

	Current or Ex- Partner Name(s)



	



Please provide details of any children, this includes children living with other family members, in social services care or other.
	Child Name 

	
	DOB
	

	Address (if different)
	
	Fathers Name & Address 
	

	School Attending 

	

	Child Name

	
	DOB
	

	Address (if different) 
	
	Fathers Name & Address 
	

	School Attending
	

	Child Name

	
	DOB
	

	Address (if different)
	
	Fathers Name & Address 
	

	School Attending 

	



OTHER SUPPORT
	[bookmark: _Hlk66271645]Does the client have any other issues they may require support with? Please circle or highlight as appropriate.

	Housing                  Home Safety            Food/Toiletries 

Debts                       Legal                        Essential White Goods  

Baby Items              Family Issues          Other

	If you have answered yes to the above, please provide details.







	





DETAILS OF OTHER AGENCIES INVOLVED WITH THE FAMILY
(ie Social workers, schools, police, housing, ISVA/IDVA, other charitable organisations)
	Organisation
	Contact Name
	Contact Address/ Contact Number
	Details

	


	
	
	




	


	
	
	




	


	
	
	






REASON FOR REFERRAL
	Main Reason for Referral
Please give details. 










	









	How would you like us to help?
We provide 1-1 counselling to help the client recover from the trauma of domestic and sexual abuse. 

Our group is a 12-module programme that educates women on all aspects of abuse, its effects, effects on children etc.

Please circle where appropriate.

	1-1 Counselling        


Group Work


Both

	Is there any other information you want to tell us about? 







	











General Data Protection Regulations 2018 (GDPR)

I, the client, consent to the above personal data being collected and processed by West Cumbria Domestic Violence Support/ The Freedom Project in accordance with GDPR. 
	[bookmark: _Hlk66272379]Client Name

	

	Signature

	

	Date

	



NB. If the referral has been taken over the phone or by a third party, the worker MUST read the above statement to the client and sign below to say they have gained the client’s consent. 
Referrals cannot be processed with a signature. Electronic/typed signatures are acceptable. 

	Worker Name
(if signing on behalf of client)

	

	Agency:


	

	Date
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