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MY INDEPENDENCE, MY HEALTH, MY LIFE PROJECT
BARNARDO’S REFERRAL FORM

This form is to be used by anyone referring a child/young person to the Barnardo’s My Independence, My Health, My Life Project.
A. CHILD/YOUNG PERSON INFORMATION
	Family Name:


	Forename/s:



	Preferred Name:


	D.O.B (mandatory):

	NHS Number (mandatory): 


	GP Surgery, incl. postcode (mandatory):



	Gender:

Preferred Pronouns:

Sexual Orientation:
	Ethnicity:

	
	Religion:

	Primary language:

Is an interpreter or signer required?

   Y ( N (
	Disability or learning needs:

	Does the family have a social worker?   

  Y ( N (
If Yes, please give details:




	Address:



	Postcode:


	Home Phone:
	Mobile phone:



	Email address:



	Please tick services you would like to attend: 

Face-to-face Activity Days ☐
Online Health Skills Youth Group ☐
Team Building Online Fun Sessions ☐



B. PARENT/CARER DETAILS
	Parent/Carer Name:



	Parent/Carer Address (if different):




D. REFERRER DETAILS 

	Name of worker completing this referral (Please print)

	

	Agency
	

	Telephone Number
	

	Email Address
	

	Known Risks


	

	Other Supporting Information


	


Please return forms to the My Independence, My Health, My Life Project:

Email: moving.forward@barnardos.org.uk 
