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YPDW (Young person’s development Worker)- REFERRAL FORM

Eligibility criteria:
-Any person who has been affected by domestic abuse and is aged between 16 years and 21 years old 
-Any person aged 16 years and 21 years who needs support around healthy relationships

-The young person needs to be residing in Bolton
Email: linda.charnock@endeavourproject.org.uk 
	ALL THE INFORMATION ON THIS FORM SHOULD BE COMPLETED AS FULLY AS POSSIBLE


	Date of Referral
	

	Name of Person Referring
	

	Agency Referring


	

	Address 


	

	Telephone 


	

	Email address
	

	Is this a repeat referral?
	Yes  FORMCHECKBOX 
                       No  FORMCHECKBOX 

	Date when last referred: 

	

	Has a DASH been completed 

	Yes    FORMCHECKBOX 
                     No   FORMCHECKBOX 

	DASH score
	

	Have you made a referral into MARAC


	Yes    FORMCHECKBOX 
                      No   FORMCHECKBOX 
  
	State reason if Yes:



	Safe to contact?
	Yes    FORMCHECKBOX 
                      No   FORMCHECKBOX 


	Risk Factors:
	Mental Health   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 

  
	Drug use           Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
   


	
	Violence from client: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  

 
	Alcohol issues  Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
   


	

	Victim Details:

	Name:
	

	Address:
	

	Telephone number
	

	Email address
	

	Date of Birth:
	
	Gender:
	

	National Insurance No:
	
	Sexual orientation:
	

	Ethnicity:
	
	Religion:
	

	Interpreter  needed:
	Yes  FORMCHECKBOX 
        No   FORMCHECKBOX 

	Languages spoken
	

	Education 
(If applicable) 
	

	Is this person currently employed? 

(If yes, provide details)
	

	GP details:
	

	Reason for Referral:

(clearly state reasons for support required)

	

	What are the victim's greatest priorities to address their safety?

	

	
	Agency:
	Contact name:
	Contact Details:

	Agency Involvement:

(State if additional services involved with victim/ family)
	Leaving care team
	
	

	
	Parallel
	
	

	
	360
	
	

	
	Connections
	
	

	
	EXIT team
	
	

	
	Children’s services
	
	

	
	Backup Northwest 
	
	

	Referral to Safeguarding completed (If yes, please give details) 
	Yes           FORMCHECKBOX 
                                         No          FORMCHECKBOX 



	Consent


	Has consent been obtained from the victim:
	Yes   FORMCHECKBOX 
        No    FORMCHECKBOX 

	If no: state why – 



	Alleged Perpetrator



	Name:
	

	DOB
	

	Ethnicity:
	

	Address:
	

	What is the relationship to the victim
	

	Education / Occupation
	

	Risk Factors:
	Mental Health:         
Yes  FORMCHECKBOX 
     No     FORMCHECKBOX 
 

Drug use:           
Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
   

Violence from client: 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  

Alcohol issues: 
 Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
   



	CHILDREN DETAILS:
	Is the victim pregnant?   Yes   FORMCHECKBOX 
    EDD…………………..       No  FORMCHECKBOX 



	Name

DOB

Sex

Relationship to victim

Relationship to perpetrator

Address 

School



	Do the children reside with Victim:

	Yes     FORMCHECKBOX 
          No      FORMCHECKBOX 


	SAFEGUARDING 

	
	

	Is there an Early Help Form already opened? If so, who is the Lead Professional 
(to find out, ring 01204 331394)
	Yes   FORMCHECKBOX 
   No     FORMCHECKBOX 

	

	Children services Involvement: 
	Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 

	If yes: please state 


	Court orders (If app):

	Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 

	If yes: please state 


	Additional Information- Please complete where necessary


	
	

	Discretionary Housing Payments


	Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 

	

	Local Welfare Provision
	Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 


	

	Benefits applied for / in receipt of
	Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 


	Brief Details:


	DDV Concession Applied 
	Yes    FORMCHECKBOX 
   No  FORMCHECKBOX 


	Brief details:
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