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Barnardo’s Resilience Service Referral Form
Young Person’s Details Date of referral:
Name: D.O.B: Age:
Gender: Religion: Ethnicity:
Name:
Home Tel:
Postcode: Mobile number:

E-Mail address:

Disability/SEN/
Language Needs

A medical condition yonN[Od

If yes, please give details

On medication Yy[OIN[]

GP Name & Address: Name of Referrer:
Tel Number:

YP NHS Number: Email Address:

Relationship to young person:

School YP attends:

Please tick the relevant boxes below that currently relate to this young person (if applicable) :-
Looked After Child [] Child in Need [] On a Child Protection Plan[_] Young Carer []
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Group Work/Workshop [] 1:1 Brief Therapy [] Parent Consultation []

Do you consent to transfer of referral information to a partnership agency if assessed as more appropriate
for the young person’s needs? Yes [] No []
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