	Database / Client reference number
	      /

	Supporting people reference number
	

	Domestic Violence Outreach Services 

Referral Form


	SOURCE OF REFERRAL
	
	REFERRAL DATE
	

	REFERRING OFFICER
	
	IS PERSON AWARE OF REFERRAL
	YES/NO

	CONTACT DETAILS incl e-mail address
	
	ALLOCATED
	

	Is the  Client subject to M.A.R.A.C.
	
	NO

	Has the Client been allocated an I.D.V.A.
	I.D.V.A. Details

	Has the Client been allocated an I.S.V.A.
	I.S.V.A. Details



	Does the client have a

 Witness Care Officer
	


CLIENTS DETAILS

	NAME
	

	ADDRESS  

POSTCODE
	

	D.O.B
	
	Age:
	

	MARITAL STATUS
	

	NATIONAL INSURANCE NUMBER
	

	SAFE CONTACT NUMBER
	

	OK TO LEAVE TEXT
	(
	OK TO LEAVE MESSAGE
	(


CHILDRENS DETAILS

	NAME
	DATE OF BIRTH 
	WHO HAS PARENTAL RESPONSABILITY
	WHERE DO THE CHILDREN RESIDE 

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	DO YOUR CHILDREN REGULARLY STAY AT ANY ADDRESS OTHER THAN HOME

	NAME OF CHILD
	              RELATIONSHIP TO CHILD
	FREQUENCY

	
	
	

	
	
	

	
	
	

	
	
	

	DETAILS OF ANY OTHER CHILDREN THAT FREQUENTLY VISIT OR STAY AT YOUR PROPERTY



	Referring Agency Risk Assessment Attached
	Yes / No
	Arch Risk Assessment Completed
	Yes / No

	CAF/CIN/CP Plan (delete as appropriate)


	Yes/ No
	Lead Worker
	

	Does person need referral to Elizabeth Trust
	 YES   (                NO     (

	Has referral been completed 
	YES  (      NO (
	Has telephone number 

been given 
	YES (  NO (

	FURTHER INFORMATION: children/abuse type/circumstances, etc

	

	

	

	


PERPETRATOR DETAILS

	NAME
	

	ADDRESS INCL 

POSTCODE
	

	D.O.B
	
	Age:
	

	CONTACT NUMBER
	

	ETHNIC ORIGIN
	

	ANY CURRENT CHARGES
	BAIL CONDITIONS
	NEXT COURT DATE

	
	
	

	RELATIONSHIP 
	Partner        FORMCHECKBOX 
                          Ex Partner       FORMCHECKBOX 


	
	Living Separately        FORMCHECKBOX 
            Co-habiting        FORMCHECKBOX 


	
	Is previous partner still in contact with the person referred

YES/NO


CURRENT PARTNERS DETAILS (if different from above) 
	NAME
	

	ADDRESS INC. 

POSTCODE

TELEPHONE
	

	D.O.B
	
	Age:
	

	ETHNIC ORIGIN
	


ADDITIONAL INFORMATION
	DISABILITY, ADDITIONAL NEEDS e.g. 

Mental health  substance misuse 

Debt / housing issues 
	
	ECONOMIC STATUS

 e.g. working full/part time benefits/education
	

	TYPE OF ACCOMODATION

e.g. private/rented/

supported/hospital
	
	ETHNIC ORIGIN
	

	WHERE DID CLIENT OBTAIN D.V SERVICES NUMBER FROM
	

	REFERRING AGENCY JOINT SUPPORT PLAN AGREED
	Yes/ No
	DATE
	

	SUPPORT NEEDS REQUESTED


	 YES
	NO
	COMMENTS

	I.D.V.A Support (Newcastle area)
	
	
	

	1-2-1 FEMALE VICTIM/SURVIVOR
	
	
	

	1-2-1 MALE VICTIM/SURVIVOR
	
	
	

	HELPLINE SUPPORT
	
	
	

	FREEDOM PROGRAMME
	
	
	
	

	IS CRECHE REQUIRED


	
	
	CHILDS NAME AND DATE OF BIRTH
	

	
	
	
	1
	
	

	
	
	
	2
	
	

	
	
	
	3
	
	

	
	
	
	4
	
	

	COMMUNITY OUTREACH
	
	
	

	FEMALE PERPETRATOR SUPPORT
	
	
	

	MALE PERPETRATOR SUPPORT
	
	
	

	CHILDREN & Y. P. SUPPORT
	
	
	


CLIENTS PRIORITIES/NEEDS

To be discussed and agreed between referrer and service user prior to referral in order to evidence the need for intervention from Domestic Violence Outreach Support Services 

Key priorities/needs:
(e.g. Personal safety, children, financial or housing worries, sexual abuse or substance misuse problems)

1.

2.

Current network/Resources (identify strengths, allies, important sources of support)

1.

2.

SIGNED PERSON TAKING REFERRAL: 


REFERRING AGENT:            DATE:

PLEASE RETURN COMPLETED REFERRALS AND RISK ASSESSMENTS TO: 

E-MAIL dv.services@archnorthstaffs.org.uk or dv.services@archdv.cjsm.net 

TELEPHONE 01782 683738/ 683754

HELPLINE 01782 205500

FAX 01782 208622













