
Referrer,s Name    

Referrer,s Agency  

Email Address Contact Number

Agency Address

 

 

Referral Details

Consent

I consent to the Referral being made and for this information to be discussed in JAM. Yes           No

Consent for information storage and information sharing:
I understand the information recorded on this form will be stored and used for the purpose of providing  
services to me and my family.  
  
I understand that in order to provide services some information will be shared with ABUHB services, who we work 
with jointly.
  
If you wish for information to be kept from a particular agency, then please outline this below; please note that any 
information regarding child protection will need to be shared with relevant statutory agencies.

I consent for lateral checks to be completed in order to access the appropriate service. Yes           No

Part of the Barod Family @GwentN-gage | 0333 320 2751

Referral Form 

Referral Taken By:

Method of Referral: SPOC            Email            Other, please specify

Date Referral Taken:

For Internal Use Only:



Substance Amount Frequency

 

 

Personal Details of Young Person

Phone           Email           Text/Leave MessagePreferred way of Contact

Reason for Referral/Substance Use

Name    

Gender

         Male            Female           Non Binary           

         Prefer not to say          Other					   

                  Pronoun

Address

				         

D.O.B Age

Personal Details of Young Person

Further Info

First Language

Ethnicity

Contact Number

Email AddressLocal Authority

GP Surgery

More Info

Part of the Barod Family @GwentN-gage | 0333 320 2751



What would the Young Person like from this support? (Young Person,s Voice)

Where would the Young Person like appointments to take place?

Are there any barriers that may prevent the Young Person from engaging?

Does the Young Person have any physical/mental health concerns?

Is the Young Person currently being prescribed any medication?

Are the Young Person,s Parents/Carers aware of the Referral?           Yes            No

Name and contact of Parent/Carer?

 

 

Other Agencies Involved (please provide details)

Health

Agency		

Education

Children,s Services

Health

YOS/YJS

Other

Name Contact Details

No             Yes                                                                   Please specify

Part of the Barod Family @GwentN-gage | 0333 320 2751



0333 320 2751
Mon - Fri 9am - 5pm

N-Gage@barod.cymru
 www.n-gage.cymru

Please send completed form via email to: GwentN-Gage@barod.cymru
If you would like to discuss this referral with someone, please contact the Single Point of Contact on: 0333 320 2751.

 

 

 

Safeguarding

Risk

Any Additional Relevant Information

Care and Support Protection Plan

Care and Support Plan (CASP)

Child Looked After (CLA)

Child Exploitation

Other

Has the Young Person previously 

been, or are currently engaged in?

If Yes, please give details.

Are there any other risks to be aware of? Please give details.


	Referral Taken By: 
	Date Referral Taken: 
	Method of Referral SPOC: 
	Email: 
	Other please specify: 
	Referrers Name: 
	Referrers Agency: 
	Agency Address: 
	Email Address: 
	Contact Number: 
	I consent to the Referral being made and for this information to be discussed in JAM Yes: 
	Name: 
	DOB: 
	Age: 
	Gender: 
	Male: 
	Non Binary: 
	First Language: 
	undefined_2: 
	Female: 
	Prefer not to say: 
	Ethnicity: 
	Address: 
	GP Surgery: 
	Contact Number_2: 
	Local Authority: 
	Email Address_2: 
	Phone: 
	Email_2: 
	TextLeave Message: 
	SubstanceRow1: 
	AmountRow1: 
	FrequencyRow1: 
	SubstanceRow2: 
	AmountRow2: 
	FrequencyRow2: 
	SubstanceRow3: 
	AmountRow3: 
	FrequencyRow3: 
	SubstanceRow4: 
	AmountRow4: 
	FrequencyRow4: 
	SubstanceRow5: 
	AmountRow5: 
	FrequencyRow5: 
	More Info: 
	What would the Young Person like from this support Young Persons Voice: 
	Where would the Young Person like appointments to take place: 
	Are there any barriers that may prevent the Young Person from engaging: 
	Name and contact of ParentCarer: 
	Other Agencies Involved please provide details: 
	NameEducation: 
	Contact DetailsEducation: 
	NameChildren s Services: 
	Contact DetailsChildren s Services: 
	NameHealth: 
	Contact DetailsHealth: 
	NameYOSYJS: 
	Contact DetailsYOSYJS: 
	NameOther: 
	Contact DetailsOther: 
	Is the Young Person currently being prescribed any medication: 
	Please specify: 
	Care and Support Protection Plan: Off
	Care and Support Plan CASP: 
	undefined_4: 
	If Yes please give details: 
	Are there any other risks to be aware of Please give details: 
	Any Additional Relevant Information: 
	I consent for lateral checks to be completed: 
	I don’t consent to the referral: 
	I don’t consent to the lateral checks: 
	Yes ParentsCarers aware of the Referral: 
	No  ParentsCarers not aware of the Referral: 
	No medication: 
	Yes medication: 
	CLA: 
	Other: 


