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Family Support & Play Service Referral Checklist
This referral checklist is to help you assess the suitability of a referral for a whole family to the Family Support & Play Service. This is an Early Help Service for families where there are additional or high needs. This is not a crisis intervention service. Should you wish to speak to one of our team about this referral please call 01225 331243.
Suitability
You must be able to tick all three boxes immediately below in order to proceed with this referral.

 
1. Does the family live in Bath and North East Somerset and do they have children 

Yes / No
aged 5 to 19 years living with them?
2. Have the family understood and consented to this referral?



















Yes / No
3.      Are the family at a point where you feel they are ready to make changes?


Yes / No
The family must meet at least three of the priority groups below to qualify for support from FSPS’s Family Support & Play Service. Please indicate by Yes/ No to all those that apply. Only where they meet all of the eligibility criteria and 3 or more are ticked, please also complete the Family Support and Play Service Referral Form
Referral Priority Groups – * please delete where not applicable *
1. Does the child or young person have a special education or disability need (SEND) and 
Yes / No
may or may   not have an EHC Plan?

2. Does the child or young person experience significant issues at school with attendance 
Yes / No
and progress? Has the child or young person had a THRIVE assessment?
3. Do any children or young people or parents* need support to develop emotional resilience Yes / No

as a result of the family situation – trauma / poor attachment or social isolation?

4. Are any family members currently / historically* affected by Domestic Abuse?

Yes / No
5. Are any children or young people affected by parent / carer mental ill health* (diagnosed 
Yes / No

or undiagnosed)? Or any children/young people* affected by their mental ill health?
6. Are children or young people affected by parental substance misuse * or is there a 
Yes / No

young person* with drug and alcohol issues?
7. Do any children or young people / parents* have significant health issues? 


Yes / No

Do any children or young people have caring responsibilities/ are young carers?
8. Is the parent / carer not in education, struggling with employment or training or on low 
Yes / No

income and at risk of financial exclusion (debt, housing, is at risk or unsuitable)
9. Are any family members involved in crime or anti-social behaviour? Has a parent been 
Yes / No

released from prison or on licence? Are there children or young people exhibiting potential 

offending behaviour?
Signed _________________________ Name ___________________________ Date _________
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Family Support and Play Service 

Referral Form

In completing this form the family will meet all of the suitability criteria and at least 3 of the priority groups on the Referral Checklist 
	Date of referral
	

	Referrers name
	

	Organisation/ Role
	

	If referral from Social Care please TICK whether this is: 


	Step down

Joint working

No further role for Social Care 



	Contact details and address

	

	Days of work/ best time to contact
	


Once we have received your referral we will need to have a conversation to discuss the referral in more detail. Please ensure you complete your contact details above. If we are unable to contact you this will delay the assessment process.

	In your view, are the family ready to make changes/ or if a SELF REFERRAL are you ready to make changes?
	YES     /      NO




 Children/ Young person’s Details

	First name
	Surname
	DOB
	Gender
	School/ College

	
	
	
	
	


Parent/ carers details – please indicate who has parental responsibility.
	First name
	Surname
	DOB
	Gender
	Address and postcode
	Tel. no



	
	
	
	
	
	

	Marital status
	Employment status
	Housing status
	Sexuality
	

	
	
	
	
	


Please describe the children’s family situation. 

(i.e. who lives in the home, if different from above, include other significant adults and family members.) 
	


Ethnicity
	White

	English/ Welsh/ Scottish/ Northern Irish/ British
	Irish
	Eastern European
	Any other White background
	

	Mixed/ Multiple ethnic groups – please tick all that apply

	Black Caribbean
	Black African
	Asian
	Chinese
	White
	Any other Mixed/ Multiple ethnic background

	Asian/ Asian British

	Indian
	Pakistani
	Bangladeshi
	Chinese
	Any other Asian background
	

	Black/ African/ Caribbean/ Black British

	Caribbean
	African
	Any other Black background
	

	Other ethnic group

	Arab
	Any other background
	

	Gypsy or Traveller

	Romany Gypsy
	Irish Traveller
	Any other Gypsy or Traveller background
	

	Prefer not to say

	
	


	Language


	

	Religion


	

	Does anyone in the home have a disability?


	

	Does anyone in the home have a medical condition?
	


Further information re children/ young person

Is there a:




            CAF




     EHC plan/ SEND

Please attach where available other assessments such as CAF or CHIN/ CP plans. 
	Are there currently any multi-agency meetings being held for this family? If so, what is the date of the next meeting?
	


	Who is the Lead Professional?          
	

	If there is an allocated social worker, please give details?
	

	In the case of SELF REFERRAL; which other professionals are you working with?
	

	Please be aware that to action this referral we will need to speak to other professional involved. Do you give VERBAL CONSENT?


	YES    /       NO


	What is the family’s story?
What has led to this referral being made?  



	


	In your view, what do you see is the piece of work for this service?


	

	As a result of our support what difference will it make? (ie. the outcome for the parent and child)


	

	Please state name of any other agency involved with this family and contact name/ details?


	

	Is there any other information you would like to tell us about this family?


	

	Childs/ young person’s view of this referral:


	

	Parents/ carers view of this referral:


	


Consent

Please ensure that you have consent for this referral to the Family Support and Play Service from the young person or parent/ carer. 

	Signature consent of parent/ carer:


	

	Verbal consent given:


	Please tick:


Parent                                   Young person




Return referrals securely to:

Bath Area Play Project
Odd Down Community Centre

Bath

BA2 2TL

caroline@bathareaplayproject.co.uk 
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Child Protection Plan





ChIN Plan
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