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PSS St Helens Young Carers

St Helens Community Fire Station 

Parr Stocks Road

St Helens

Merseyside

WA9 1NU

Tel: 01744 454802

Fax 01744 611979

Email: sthelensyc.office@pss.org.uk 
REFERRAL FORM
Read the guidelines for referrers before completing this form

Please note: St Helens Young Carers Project believe that all the young people who use the services we provide should have access to the information written about them, including this form. If you wish to share information that is confidential to the agency only and should not be shared with the young person please include this on a separate sheet that is clearly marked.

When relevant, please ensure that a Common Assessment Framework (CAF), or Social Work Core Assessment has been attached.
Referrer information (Please write clearly in black ink)
Name


                                          Date      

Agency or relationship to the young person


Address

Phone number

Email


When are the best times for you to be contacted?

How did you find out about us?

Information about the young person you are referring to us


Name
Date of Birth and age at date of referral


Gender                       


Address

Postcode

Phone number

Area of St Helens

Cultural information:

Ethnic origin

Religion

Language


Parent or Guardian’s name


School

School contact details


Is the young person aware that you are making a referral to us?


Is the young person’s parent or guardian aware that you are making a referral to us?  

	No.

	Please tick yes or no to the following questions - please tick all that apply, referring to our guidelines`
	YES
	NO



	1.
	Is the young person a young carer?
	
	

	2.
	Are they the main carer in the household?
	
	

	3.
	Do they care for a parent or guardian?
	
	

	4.
	Do they care for a sibling?
	
	

	5.
	Do they care for more than one person?
	
	

	6.
	Do they live in a single parent household? 
	
	

	7.  Does the person(s) they care for suffer from – please provide details on the next page:

  

	7.1
	Chronic or severe ill-health?
	
	

	7.2
	Mental health problems?
	
	

	7.3
	Disability (physical, sensory or learning)?
	
	

	7.4
	Drug and alcohol problems?



	
	

	8. Does the young person have significant difficulties with regard to any of the following areas– please provide details on the next page:

	8.1
	Child protection?
	
	

	8.2
	Personal behaviour?
	
	

	8.3
	Family breakdown?
	
	

	8.4
	Housing?
	
	

	8.5
	Finances?
	
	

	8.6
	Self-esteem and confidence?
	
	

	8.7
	Mental health?
	
	

	8.8
	Physical health?
	
	

	8.9
	Education and school?
	
	

	8.10
	Friendship?
	
	

	8.11
	Normal social contact?
	
	

	8.12
	Isolation?
	
	

	8.13
	Personal free-time/playtime?
	
	

	9. If you have answered ‘No’ to questions 1 or 2 or all of the questions in either 7 or 8 please briefly summarise your reasons for making this referral?





Please summarise the young carer’s caring situation, the roles that they undertake and the circumstances of the person or persons they care for (please use a continuation sheet if necessary)

The name(s) of the person(s) being cared for

Please provide the name and contact details of any other agencies working with the young person 

Please provide the name and contact details of any agency working with the cared for person


We would prefer you to assist the young person to complete our Young Person’s Self Referral Form and send it with this referral. If you have not done this can you please state why?























































SIGNED (By the referrer):








I have confirmed and attached a CAF  	 YES/NO (Please Circle)





I have confirmed and attached a 


Social Work Assessment Form                       YES/NO (Please circle)





If not, please confirm reason: 





Date:
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