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BeFriends

One-to-One BeFriending




Referral Form
Young Person’s Details

	Full Name:
	     

	Address:
	     

	Post Code:
	     
	D.O.B:
	     

	School:
	     
	Gender:
	     

	Home Tel No:
	     
	Mobile Tel No:
	     


Ethnicity 

	White                              

 FORMCHECKBOX 
British

 FORMCHECKBOX 
Scottish

 FORMCHECKBOX 
English

 FORMCHECKBOX 
Irish

 FORMCHECKBOX 
Welsh

 FORMCHECKBOX 
White Other (Please Specify)
     
 Black

 FORMCHECKBOX 
Caribbean

 FORMCHECKBOX 
African

 FORMCHECKBOX 
Black Other (Please Specify)
     

	Asian

 FORMCHECKBOX 
Indian

 FORMCHECKBOX 
Bangladeshi

 FORMCHECKBOX 
Pakistani

 FORMCHECKBOX 
Chinese

 FORMCHECKBOX 
Asian Other (Please Specify)
     
Mixed/Other 

(Any mixed or other background)

 FORMCHECKBOX 
Mixed (Please Specify)
     
 FORMCHECKBOX 
Other (Please Specify)
     



Family Details

	Carer Name(s):
	     

	Relationship:
	     

	Home Tel No:
	     
	Mobile Tel No:
	     

	Email:
	     

	Siblings (incl DOB)
	     


Referrer Information

	Name:
	     

	Agency:
	     

	Address:
	     

	Post Code:
	     
	Tel No:
	     

	Email:
	     

	Nature of Involvement:
	     


Referral Information

	What are the issues affecting the young person?

(Please tick all boxes that apply)

	 FORMCHECKBOX 
 Social Isolation 

 FORMCHECKBOX 
 Child Protection

 FORMCHECKBOX 
 Behavioural Problems

 FORMCHECKBOX 
 Low Self-Esteem

 FORMCHECKBOX 
 Bereavement

 FORMCHECKBOX 
 Bullying

 FORMCHECKBOX 
 Domestic Violence

 FORMCHECKBOX 
 Single Parent
	 FORMCHECKBOX 
 Illness (Young Person)

 FORMCHECKBOX 
 Illness (Family)

 FORMCHECKBOX 
 Disability (Young Person)
 FORMCHECKBOX 
 Disability (Family)
 FORMCHECKBOX 
 Mental Health (Young Person)

 FORMCHECKBOX 
 Mental Health (Family)
 FORMCHECKBOX 
 Substance Misuse (Young Person)

 FORMCHECKBOX 
 Substance Misuse (Family)
	 FORMCHECKBOX 
 Offending (Young Person)

 FORMCHECKBOX 
 Offending (Family)

 FORMCHECKBOX 
 Abuse (Mental, Physical, Sexual)

 FORMCHECKBOX 
 Known Run Away

 FORMCHECKBOX 
 Looked After

 FORMCHECKBOX 
 School Issues

 FORMCHECKBOX 
 Young Carer

 FORMCHECKBOX 
 Inappropriate Friendships

	 FORMCHECKBOX 
 Other (Please Specify) 
	     



	What are the key areas you feel that a befriender can help the young person with?

(Please tick all boxes that apply)

	 FORMCHECKBOX 
 Increase Motivation

 FORMCHECKBOX 
 Increased Positive Support

 FORMCHECKBOX 
 Increase Confidence/Self Esteem

 FORMCHECKBOX 
 Increase Access to Leisure Opportunities
	 FORMCHECKBOX 
 Positive Childhood Experience

 FORMCHECKBOX 
 Improve Social Skills

 FORMCHECKBOX 
 Support to make positive choices

 FORMCHECKBOX 
 Decrease Isolation

	 FORMCHECKBOX 
 Other (Please Specify)
	     



	Please provide further information supporting the reason(s) for referring this young person to our One-to-One Befriending Project. (If you run out of space please feel free to continue on a separate sheet)

	     


Additional Information

	Does the young person or their family have Social Work involvement?      

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes (If Yes, please complete details below)

	Name:
	     

	Address:
	     

	Tel No:
	     
	Email:
	     


	Are there any other workers/agencies involved with the young person?      

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes (If Yes, please complete details below)

	Name:
	     
	Agency:
	     

	Address:
	     

	Tel No:
	     
	Email:
	     

	Nature of Involvement:
	     

	Name:
	     
	Agency:
	     

	Address:
	     

	Tel No:
	     
	Email:
	     

	Nature of Involvement:
	     


	Have you made a referral to any other agencies?      

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes (If Yes, please complete details below)

	Name:
	     
	Agency:
	     

	Address:
	     

	Tel No:
	     
	Email:
	     


	Is the young person on the CP Register or Under a Supervision Order?      

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (If Yes, please give details below)

	     


	Does the young person have any medical conditions, allergies or dietary requirements?       FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (If Yes, please give details below)

	     


	How does the young person relate to adults and other young people?                                                

	     


	Has the young person ever displayed aggressive, violent or inappropriate behaviour towards others?                                 

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (If Yes, please give details below)

	     


	What hobbies or interests does the young person have?                                                

	     


	Are there any requests from the family/young person regarding religious/cultural needs or the gender of the volunteer Befriender?                                                

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (If Yes, please give details below)

	     


	Are there any issues or needs with Parents/Carers that we should be aware of before we contact or visit? (i.e. visual/hearing impairment, history of violence/aggression)                                  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (If Yes, please give details below)

	     


Declaration

	 FORMCHECKBOX 

	I confirm that I have completed this referral with the full consent and knowledge of the young person and their family.

	 FORMCHECKBOX 

	I acknowledge the need for BeFriends to be kept up to date with information concerning the young person and their family.  I confirm that I will pass on any relevant information and changes to the organisation at the earliest opportunity.


	Signature:
	     
	Date:
	     


Address | 12 Mains Loan, Dundee, DD4 7AA





Tel | 01382 657465





Email | admin@befriends.org.uk


Web | www.befriends.org.uk














