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youth advocacy project





	YAP REFERRAL FORM
Advocates provide an open service – ensuring that no information they have or action they take is hidden from the young person. (National Standards for the Provision of Advocacy Services DOH 2002 Standard 1.6).  This includes the information you give us on this referral form.



	Date of referral:
	     

	Referred by:
	     

	Referral for:
(Please select)
	 FORMDROPDOWN 


	Referrers Contact Details:
	     

	Please additional rows if required
	Name of child/YP
	DoB
	Gender

	Child 1
	 
	     
	     

	Child 2
	     
	     
	     

	Child 3
	     
	     
	     

	Child 4
	     
	     
	     

	Address:
	     

	School:
	     
	Key school contact:
	     

	
	
	
	

	Parents/Carers details:
	     

	
	
	
	

	Social Worker & contact details:
	     

	Does the YP know you are making a referral?
	     
	Is there a Police investigation
	     

	Have you obtained consent to share information?
	     
	Interpreter required?
	     

	Do the parents consent?
	     
	Who is the IRO?
	     

	
	
	
	

	Religion (please select)
	 FORMDROPDOWN 

	Legal Status:
	 FORMDROPDOWN 


	
	
	
	

	Ethnicity (please select)
	 FORMDROPDOWN 

	Disability
	Communication/language or both

	
	
	
	

	Reason for referral (include questions for family if FGC)
	     

	Personal safety issues (please list)
	
     


	
	

	Key meeting date/time/ venue
	     

	
	
	
	

	For YAP office use:
	Database number allocated:
	Date input:
	Input by:























