North Island Community Improvement Partnership
Referral Form

Please complete form in full

Organisation/School Referring:

Organisation/School Name:

Main Contact:

Contact Telephone:

Contact E-mail:

Details of the Child being Referred:

First Name (and middle if applicable):

Surname:

Date of Birth:

Gender: (please circle) Male Female
School Attended:

School Year:

Child’s school attendance %

Child’s Very good Good Average Poor Very poor
school

attainment

Child’s Very good Good Average Poor Very poor
Behaviour

Child’s Very good Good Average Poor Very poor
Attitude

Family Details:

Name of Parent/Guardian:

Full Address and Postcode:

Contact Telephone/Mobile
Number:

Contact E-mail Address:

Details of Siblings:

Child’s Name: Age: (if known)

School/Nursery Attended: (if known)

Has a CAF been completed for this family:
If yes, please attach a copy

YES / NO (please circle)

Criteria

Children/young people/families can be referred if:

* They attend an NICIP school

* If the main child is between 4.5 years old and 16 (18 for children with special needs)




* The child/parent/family have additional needs including (please tick where

appropriate):
Family Low parental Poor parental Bereavement
breakdown engagement skills
Low
aspirations
Low Under Anger Behavioural
attendance achieving Management concerns
Low Low self Bullying Small friendship
confidence esteem circle
Low level of Poor diet Weight concerns Health concerns
physical
activity
Hygiene Young carer? SEN (not the LAC?
concerns primary concern)
Reasons for support
being required (please
could you provide roughly 50
words on why you are referring
the family)
Any other agency or support involvement: (please Yes No
circle)
If yes, please state which agency and provide contact details:
How likely is it that the family will engage with our support:
Very 1 2 3 4 5 Unlikely

If the child/family/parent does not fit in the above criteria then please contact a
member of NICIP staff

Parent/Carers consent for this introduction and sharing information with NICIP.

Parent/Carer Signature / Verbal Consent:

Date:

Please tick to confirm that you have spoken to the family about the referral []

Please return completed form to:

NICIP

Admiral Lord Nelson School

Dundas Lane

Portsmouth, PO3 5XT

OR e-mail cip@alns.co.uk

If this form is not fully completed with all the required information it will be returned

For office use only

Date form received:

Actions:

Level of Support

High

Given to:
Date:




