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Family Referral Form.   PLEASE COMPLETE ALL FIELDS IN BLACK INK
	Date of referral
	
	Referred to Eclypse before?

 YES  (  (retrieve from archive)  NO  (

	Person completing this form
	

	Parent/ Carer consent for referral

Reason for referral:
What is the impact of substance use on the Family?

	  Yes     No

e.g, improve communication in family, better parenting skills, parental support for substance use, child focus work only etc



	Is the child/ children aware of referral to Eclypse? 

	

	Is child/young person aware of parental substance use?
	

	REFERRAL SOURCE
	

	REFERRERS   Name -
Address-
POSTCODE -
	

	Referrer Telephone Number
	

	Referrer Email Address
	

	Please Circle if family is known to any of the following, there may be more than one. (Please tick)
	FIP
	Complex families
	CIN
	CAF
	Child Protection

- Category?

	Date of next multi agency meeting
	

	LEAD PROFESSIONAL Name -
Address -
POSTCODE - 
	

	Lead Professional Telephone Number
	

	Lead Professional Email Address
	

	Main Carer Name - 
FULL ADDRESS -
POSTCODE (ESSENTIAL)-
	

	Parent/Carer Telephone Number
	

	Gender (Please tick as appropriate)


	Male       (
	Female       (

	Who has parental responsibility for the children?


	Name:

Address:

Contact Tel number:

	PARENTS/ CARERS being referred to Eclypse

Address (if different to above), 

	1. Name

DOB:
	2. Name:

DOB:

	What is the Parental Substance Use:

Do parents/ carers pose a risk to professionals?

Is home environment safe?


	(Gang involvement, bullying, non compliance?)

(Outline any potential risks for professional visits, e.g. violent partners, Police ‘marker’ on address, pets)

	Child 1

NAME: 

DOB:

Gender:       M        F

Ethnicity

	Concerns for child: (self harm, behaviour, emotional health, substance use, offending)

Medication, allergies, illness, special needs or disability?

	Child 2.  

NAME: 

DOB:

Gender:       M        F

Ethnicity

	Concerns for child: (self harm, behaviour, emotional health, substance use, offending)

Medication, allergies, illness, special needs or disability?

	Child 3.  

NAME: 

DOB:

Gender:       M        F

Ethnicity

	Concerns for child: (self harm, behaviour, emotional health, substance use, offending)

Medication, allergies, illness, special needs or disability?

	Any other siblings?  Identify names and contact with family/ children)
	

	Do any members of the family have a disability or special needs?


	

	Do any family members have any Mental Health, Emotional or behavioural issues?  If YES please State issue
	

	Any other agencies involved? List
CONTACT DETAILS:
	GP, Health visitor, School Nurse, Education, Social worker, Parental drug/ alcohol worker


	Any other relevant information?
	


FOR ECLYPSE USE ONLY  -  PLEASE FULLY COMPLETE ALL SECTIONS.
	Practitioner allocated and & date: 
Triage date 


	Treatment allocation:


