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YAP Advocacy 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 Standard1.6). This includes the information you give us on this referral form.


	Name of child/young person
	


	Address
	     


	Telephone No.
	     
	Date of birth
	     


	Gender
	Ethnicity
	Religion
	Legal Status

	     
	     
	     
	     


	Preferred language
	     
	Interpreter required
	Yes  FORMCHECKBOX 
No  FORMCHECKBOX 



	Disability Y FORMCHECKBOX 
 N FORMCHECKBOX 

	Communication
	Learning
	Mobility

	
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Social worker (Other Professionals) & Area Office Contact
	     
	Telephone No.

	
	
	     

	
	
	Email address

	
	
	     


 
	Does the Child/Young Person know you are making this referral?
	Yes  FORMCHECKBOX 
No  FORMCHECKBOX 

	Have you obtained consent to share their information with us?
	Yes  FORMCHECKBOX 
No  FORMCHECKBOX 



	Parent’s Name(s)
	     


	Parent’s Address
	     


	Children’s Guardian
	     


	Carer’s Name & Address
	     


	Doctor’s Name & Address
	     


	Solicitor’s Name & Address
	     


	Date of Referral
	Date of Re-Referral (for subsequent referrals)
	Referred By

	DD/MM/YYYY
	DD/MM/YYYY
	     


                                                      

	Reason for Referral (brief summary)

	


	Personal Safety Issues
	     


	FOR YAP OFFICE USE ONLY


	Date allocated
	DD/MM/YYYY

	Allocated to
	     

	Review date
	DD/MM/YYYY

	Type of Work (refer to abbrev. Codes)
	     


	Reason for Closure (refer to abbrev. Codes)
	     

	Date of Closure
	DD/MM/YYYY


