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Multi Agency Referral Form
	Date of Referral
	

	Name of referrer:

Job Title:

Address:

Tel no:

Email address:
(Please be aware that you may be contacted for further information regarding this referral)
Referral quality assured by:
(Urgent referrals for children in need of protection should not be delayed by QA processes)
	
	Which service are you from?

 FORMCHECKBOX 
 School

 FORMCHECKBOX 
 Education Services
 FORMCHECKBOX 
 Police

 FORMCHECKBOX 
 Probation 

 FORMCHECKBOX 
 Children’s Centre

 FORMCHECKBOX 
 Housing

 FORMCHECKBOX 
 Social Care / internal department
 FORMCHECKBOX 
 Health Visiting
 FORMCHECKBOX 
 Midwifery
 FORMCHECKBOX 
 School Nursing
 FORMCHECKBOX 
 Primary care/ GP
 FORMCHECKBOX 
 A & E
 FORMCHECKBOX 
 External LA
 FORMCHECKBOX 
 Voluntary service/independent provider
 FORMCHECKBOX 
 CAFCASS

 FORMCHECKBOX 
 FIN
 FORMCHECKBOX 
 Other 




This form should be used for referrals to the Multi-Agency Safeguarding Hub (MASH) for statutory intervention or for Targeted Intervention Service involvement with a child/ family to whom you are delivering early help. Other than for emergency child protection referrals, this form will not be accepted without a completed Early Help Assessment. If your referral is for a statutory child protection response, you must telephone the MASH (01253 477299) prior to submitting a written referral.
	Child(ren) Subject of Assessment – (please include unborn babies)

	
	
	
	

	Child 1
	
	
	

	
	
	
	

	Forenames
	
	Surname
	

	
	
	
	

	Address inc. postcode
	
	Gender
	

	
	
	
	

	DOB or EDD
	
	School/EY setting
	

	
	
	
	

	Ethnicity
	
	Religion
	

	
	
	
	

	Communication needs/language
	
	GP Surgery & contact number
	


	Siblings and other significant children (tab to add extra lines)

	
	
	
	
	

	Siblings name
	DOB or age
	Gender 
	Reside with family?
	Relationship to child 1

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Details of Parents/Carers

	
	
	
	

	Parent/Carer 1:
	
	Parent/Carer 2:
	

	Forename:
	
	Forename:
	

	
	
	
	

	Surname
	
	Surname:
	

	
	
	
	

	Address:
	
	Address:
	

	
	
	
	

	Postcode
	
	Postcode:
	

	
	
	
	

	DOB/age:
	
	DOB/age:
	

	
	
	
	

	Telephone:
	
	Telephone:
	

	
	
	
	

	Relationship to child:
	
	Relationship to child:
	

	
	
	
	

	Ethnicity:
	
	Ethnicity:
	


	Details of other significant adults

	
	
	
	

	Significant adult 1
	
	Significant adult 2
	

	Forename:
	
	Forename:
	

	
	
	
	

	Surname
	
	Surname:
	

	
	
	
	

	Address:
	
	Address:
	

	
	
	
	

	Postcode
	
	Postcode:
	

	
	
	
	

	DOB/age:
	
	DOB/age:
	

	
	
	
	

	Telephone:
	
	Telephone:
	

	
	
	
	

	Relationship to child:
	
	Relationship to child:
	

	
	
	
	

	Ethnicity:
	
	Ethnicity:
	


	Parents/Carers:
	

	Are the parents/ carers aware of this referral           
Have the parents/ carers consented to this referral being made   
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If not, please explain why



	Current Involvement  (double click on yes/no boxes to check)

	Are you making a referral for statutory services?                                    

OR are you referring for TIS involvement while remaining at early help? 

Are you currently supporting the family at an early help level?               

Have you included your early help assessment  (if not, please explain why below)

Do the family have current TIS involvement?   
If yes, name of allocated worker:___________________________________

Have your current concerns been reported to them?   
Are there Neglect concerns?

  If yes, please complete the Thriving Families Checklist screening tool and attach to your referral. Screening tools are available on the BSCB website
Are there Child Exploitation concerns?
If yes, please complete the CE1 section at the end of this form in full.


	  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	What has made you refer today? (please state what your intended outcome for this referral is)

	


	Please bullet point the support you have offered to deal with the current concerns.

	


	Are there any other agencies supporting the family with the issues outlined? If yes, have you discussed your concerns with them?

	


This document must be completed and saved as a Word document. We are unable to accept handwritten and scanned referrals.

Please send to duty.assessment@blackpool.gov.uk when completed.
	Blackpool Child Exploitation 1 (CE1) Referral Form

	Type of referral

Child Criminal Exploitation             FORMCHECKBOX 
 

	Child Sexual Exploitation                FORMCHECKBOX 
 

	Both                                                    FORMCHECKBOX 
 


	Lead Agency Involvement:

No Lead Agency

Early Help Plan

Child in need

Child Protection Plan

LAC / Leaving Care

Lead practitioner name…………………………………………………………………………………………....

Is this child placed from a different Local Authority?  YES /NO 

If yes – state which and if known what date have they been placed since?




	Suspected Perpetrator Details:

Forename(s)……………………………… Surname ……………………………………… 


Gender  ………………………….              Ethnicity….…...………….........


Approximate Age ………………………….  

Address if known……  …………….     


	Which of the following are applicable to this young person?

Yes

No

Unknown

Regularly missing

Parents / Carers not reporting young person missing

Drug or alcohol misuse

Has extra money/new items/‘gifts’ that cannot legitimately be accounted for/received from unknown sources

Change in physical appearance or behaviour

Pregnancy, termination or repeat testing for sexually transmitted infections 

Young person has been coerced to take/share indecent images 

Arrested/Involved in criminality

Found / travelling out of area / stopped checked by another Police Force

Multiple mobile phones

Young person feels indebted to an individual or group

Family or young person having to move or leave their home

Items missing from home

Young person carrying / concealing weapons

Young person / family believed to have debts to others’

Absent from school  / Non-school attendance 

Services have not been able to engage with child

Living in a chaotic / dysfunctional household

Low self-esteem / self confidence

Self-harm indicators and/or mental health concerns and/or suicidal thoughts/attempts

Injuries – evidence of physical or sexual assault

Relationship breakdown with family and or peers

Homeless

Young person has limited age appropriate friendships

Association with older and/or risky peers

Young Carer

Change in education attendance/Change in education provider/Missing from education/Non-attendance in education

Young person’s sexuality increases their vulnerability as they feel unaccepted due to sexual orientation

Young person has experienced significant loss / abandonment / bereavement

     
Are Parents / Carers aware of these concerns?
Does the child have awareness of these concerns?
Does the child consent to you sharing this information?
Does the parent consent to you sharing this information?

	It is the responsibility of the referring agency to determine whether the referred child’s parents are informed that their child will be discussed at the Child Missing, Exploitation and Trafficking panel meeting.

Best practice would be to inform/ consult with parents; however, this may prove detrimental in certain cases. It may not always be in the child’s best interest to inform parents and each case should be considered individually. If you cannot get parental consent please discuss the referral with the MASH.


	Associations

Please state any associations with other children and young people who have been exploited
Please state any associates known to be involved in criminality or Organised Crime Groups (OCG’s)

Please state evidence for above tick answers and reason for referral (please give as much information as possible):
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