
CHILD REFERRAL FORM 

Please attach this as an addition to our main referral form 
 

 Client One: Client Two: 
Name:  

 
 

Address:  
 
 

                    Post Code: 

 
 
 

                      Post Code: 
Relationship 
to chil(ren) 

  

 
 
Names of the Child(ren): Date of Birth: Gender: 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 

Who has parental responsibility? 
 
Is the child(ren) aware of the referral? 
 
Is the other party aware of the referral? 
 
 

Is there a CAFCASS officer involved currently? 
 
Name: 
 
Address: 
 
Contact Number: 
 
 

Additional background information relevant to the contact arrangements, i.e. medical conditions 
and/or disability: 
 
Child(ren): 
 
Client One: 
 
Client Two: 
 
 


