
  
Out of  Hours 
REFERRAL FORM 

                                                      
  

Full Name of Client: Referral Number 
(Office Use) 

Address of Client 
 
 
 
 
 
Landline Tel No: 
 
Mobile Tel No: 

Type of Accommodation 
Living with parents 
Living with relatives 
Living with friends 
In care 
Own Accommodation:  
Council/Housing Assoc 
Private rented 
Other (specify) 
 

Parent / Carer Full Name: 
 

Parent / Carer Contact Number: 

Date of Birth: Age at Referral: 

Gender:      Male                     Female Date of Referral: 
 

Ethnic Origin:     

 

White British 
 

 White Irish  White Other  

W/B 
Caribbean 

 W/B African  W/B Asian  

Other Mixed 
Heritage 

 Black 
Caribbean 

 Black African  

Black Other 
 

 Indian  Pakistani  

Bangladeshi  Other Asian 
Heritage 

 Chinese  

Other 
 

 Afghani  Iranian  

Iraqi Kurd 
 

 Turkish  Turkish Kurd  

Traveller of 
Irish Heritage 

 Gypsy / 
Roma 

 Preferred Not 
to Say 

 
 

 

Employment Status: 
 

 School/FE 
 Training (specify) 
 Unemployed 
 Full time employment 
 Other (specify) 
 
 

  Referral Agency: 

 

  Self 
  School 
  Social Services 
  Probation Service 
  Youth Club 
  Other (specify) 

 

Name and Address of Referrer: 
 
 
 
 
 

Tel No:                                                                                      Email: 
All Known Previous Offences (including number) 

All outstanding Offences (including number) 

Any Health Issues (Please attach additional sheets if necessary) 

Any Further Relevant Information or Comments (Please attach additional sheets if necessary) 

I confirm that this information is correct: 
 
 

Signed:                                                                                               Name: 



 

Please fill in ALL relevant details on this side of the form 

Statement of special needs (please provide details) 

Details of school attendance (or training / work experience attendance) 

Relationships with Peers 

Relationships with Authority (e.g. Teaching staff etc...) 

Incidences of bullying/being bullied 

Incidences of violence 

Any other relevant details of the young persons behaviour 

 
Please return to Wheelbase, 10 Newark Street, Sneinton, Nottingham, NG2 4PP 

Phone: 0115 959 6969  Fax: 0115 959 6960 
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