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YOUNG CARERS’ REFERRAL FORM





Name of Young Person  ________________________________________________________

DOB  ____________________________ Age  _______ Male / Female  __________________

Address  ____________________________________________________________________

_____________________________________________ Postcode  ______________________

Tel. No.  _________________________ Mobile  _____________________________________

Attending School?  Yes / No - Name of School  ______________________________________

Name of Parents / Guardian  ____________________________________________________

Address (if different)  ___________________________________________________________

Who is being cared for (name)  ___________________________________________________

Relationship to Young Carer  _____________________ D.O.B. of cared for  _______________

Condition  ___________________________________________________________________

Reason for Referral  ___________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Other Support / Services Being Given to Family or Child  ______________________________

____________________________________________________________________________

____________________________________________________________________________

Name of Person Making Referral  _________________________________________________

Agency making referral  ________________________________________________________

Contact Tel. No.  ______________________________________________________________

Is the young person aware of this referral?

Yes / No

Are the parents / guardians aware of this referral?
Yes / No

Completing this form gives us permission to hold your details on our computer for mailing list purposes and monitoring for Portsmouth Carers Centre to send information and establish contact with Carers. 

Signature of Parent / Guardian ___________________________________________________
PTO
Portsmouth City Council aims to ensure that all customers receive a fair and equal service.  To help us in this the Council would like you tick the following relevant boxes.  This information will be treated confidentially.

Ethnic Origin

	A. White
	1.  British
	

	
	2.  Irish
	

	
	3.  Any other White Background
	

	B. Mixed
	1.  White and Black Caribbean
	

	
	2.  White and Black African
	

	
	3. White and Asian
	

	
	4. Any other mixed background
	

	C. Asian Or Asian British
	1. Indian
	

	
	2.  Pakistani
	

	
	3. Bangladeshi
	

	
	4.  Any other Asian Background within (c)
	

	D. Black Or Black British
	1.  Caribbean
	

	
	2.  African
	

	
	3.  Any other Black background within (d)
	

	E. Other Ethnic Groups
	1.  Chinese
	

	
	2.  Any other ethnic group
	


Religion


	Buddhist

	

	*Please add any further details as appropriate.

	Christian

	
	

	Hindu

	
	

	Jewish

	
	

	Muslim

	
	

	Rastafarian

	
	

	Sikh
	
	

	*Other

	
	

	None
	
	

	Refuse Information
	
	


Main Language

	Bengali
	
	*Please add any further details as appropriate.

	Cantonese
	
	

	English
	
	

	Gujerati
	
	

	Hindi
	
	

	Punjabi
	
	

	Urdu
	
	

	Vietnamese
	
	

	Other European
	
	

	*Other
	
	


PLEASE RETURN TO:   

YOUNG CARERS DEVELOPMENT WORKER

PORTSMOUTH CARERS CENTRE

117 Orchard Road

Southsea, PO4 0AD


Tel:
023 9285 1864
Fax:
023 9283 1764
     
E-mail:
CarersCentre@portsmouthcc.gov.uk
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