YOU Counselling Centres Children & Young Person Referral Form 


YOU Counselling Centres
Phone: 01329 760 270 / 02392 794 357
Email: youcounselling@theyoutrust.org.uk 

Please complete all fields with a * to ensure we can process the referral.
Please note: if all details are not entered on this form, then we will return the form back to you.
*Referring Agency: 
*Name of Referrer:
*Telephone Number:
*Email Address:
Self-referral – how did you hear about the service? 







*Required Counselling Service:
Sexual Trauma & Recovery Service (STAR) ☐
(South-East Hampshire, Portsmouth & Isle of Wight)
Please note, the STAR Portsmouth service only works with Young People aged 11 – 17.
Domestic Abuse Service (Paragon) ☐
(Portsmouth & Sussex)

	Child/Young Person’s Details

	*Name:


	Also known as:


	*Date of Birth:


	*Address:

*Post Code:

*Can we send information to this address? Yes ☐ No☐

*Is the child/young person living in a safe house, refuge or a target hardened property? 
Yes ☐ No ☐ 



	*What is the child/young persons living situation? 


	Living with Parent(s)
☐

	Relatives
☐
	Adopted
☐
	Carer(s)
☐
	Looked after
☐

	*Young person’s contact details (if applicable)

*Young person’s phone number (if applicable):

*Is it safe to call? Yes ☐ No ☐
*Can we leave a voicemail? Yes ☐ No ☐
*Can we send a text message? Yes ☐ No ☐

*Young person’s email (if applicable): 

*Can we send an email? Yes ☐ No ☐
If you do not have an email address, then please state above. 

*Do you have a preferred contact method? Choose an item.


	*Parent/Carer contact details (if applicable)

*Name of person who holds parental responsibility:

*What is the relationship to the child/young person being referred? 

*Does the child/young person being referred live with the Parent/Carer at the same address? 
Yes ☐ No ☐

If no, please state the address of the person who holds parental responsibility:


*Is the Parent/Carer aware of the referral? 
Yes ☐ No ☐

*Parent/Carer phone number:

*Is it safe to call? Yes ☐ No ☐
*Can we leave a voicemail? Yes ☐ No ☐
*Can we send a text message? Yes ☐ No ☐

*Parent/Carer email:

*Can we send an email? Yes ☐ No ☐
If you do not have an email address, then please state above. 

*Do you have a preferred contact method? Choose an item.


	*Who is the main point of contact regarding this referral? 

Child/Young Person  ☐
Parent/Carer  ☐


	*Is the child/young person known to the MET (Missing Exploited Trafficked Group)? 
Yes ☐ No ☐

*If trafficked is suspected, has a child NRM (National Referral Mechanism) form been completed?
Yes ☐ No ☐

	*Religion:
 Choose an item. 
If ‘other’ please state:

	*Ethnic group/background:
 Choose an item. 
If ‘other’ please state:


	*Gender identity:
 Choose an item. 
If ‘other’ please state: 

	*Sex at Birth:
 Choose an item. 
If ‘other’ please state: 


	*Sexual/Romantic Orientation:
 Choose an item. 
If ‘other’ please state:

	*Preferred pronoun:
 Choose an item. 
If ‘other’ please state: 





	Referral Reason & Vulnerabilities  

	*Please indicate the reason for the referral with the tick boxes provided.

	Domestic abuse (recent/historic) ☐

	Sexual trauma (recent/historic) ☐

	Anxiety ☐

	Depression ☐

	Eating disorder ☐

	Education concerns ☐


	Addiction ☐

	Anger ☐

	Bereavement ☐

	Crime ☐

	Family issues ☐

	Gender/Sexuality ☐

	Physical illness / feeling unwell ☐

	Relationship Issues ☐

	Welfare / Homelessness ☐

	Self-confidence ☐

	*Please give an overview of the reason for referral:












	*In the case of Sexual Trauma and/or Domestic Abuse, please indicate the relationship to the perpetrator.

 Choose an item.

*Does the child/young person still have contact with the perpetrator? Yes ☐ No ☐
If yes, please indicate the contact (this could mean that the child/young person is still living with them).






	Additional Referral Factors

	*Please state if any of the following apply/have applied to the child/young person in the past 6 months.


	Steps taken to end their life
Yes ☐ No ☐
	Self-harm
Yes ☐ No ☐


	Suicide plan in place
Yes ☐ No ☐
	Harm related to alcohol/substance use
Yes ☐ No ☐


	*If any of the above boxes are ticked, please provide details:






	*Please state if any of the following apply/have applied to the child/young person prior to the last 6 months.


	Steps taken to end their life
Yes ☐ No ☐

	Self-harm
Yes ☐ No ☐

	Suicide plan in place
Yes ☐ No ☐

	Harm related to alcohol/substance use
Yes ☐ No ☐

	*If any of the above boxes are ticked, please provide details:








	Medical Details

	*GP Details
GP Name:
GP Practice:
Address:
Postcode:

	*Emergency Contact
Name:
Relationship to contact:
Contact number:

	*Does the child/young person have a disability? Yes ☐  No ☐
If yes, please provide details: 



What assistance would be required from our services? 




	*Has the child/young person received any mental health diagnosis from a GP or any other mental health professionals? Yes ☐  No ☐

If yes, please provide details of any mental health conditions/diagnosis:




	*Is the child/young person taking any medication to support their mental health? 
Yes ☐  No ☐

If yes, please provide details of the medication including the names & doses:




	*Is the child/young person currently receiving any support from
Crisis Team ☐
Psychological Therapies ☐
Other Counselling Services ☐
Other Mental Health Support ☐

If other services have been selected, please provide details: 



Please note that we cannot offer counselling if the child/young person is already engaged elsewhere or is receiving other therapy such as CBT, DBT or EDMR. If the child/young person is on a waitlist elsewhere then please contact us to discuss.




	Other Agencies & Education (If Applicable)

	*Name of agency:

	*Name of allocated worker:

	*Brief overview of support received by this agency:




	*Name of agency:

	*Name of allocated worker:

	*Brief overview of support received by this agency:




	*Name of agency:

	*Name of allocated worker:

	*Brief overview of support received by this agency:






	Further Disclosures

	*Please indicate if there is anything else to be disclosed.










	Next Steps…

	YOU Counselling Centres offers 1:1 and group support for people of all ages who have experienced sexual trauma and/or domestic abuse. When a referral is received for a child/young person, our team may contact the referrer to gather further information is required. 

CHILD DIRECTED: This means we allow the child to focus on their difficulties in a way that best suits their strengths and their ideas of making change. We enable the child to lead the counselling sessions and talk about what they want to discuss. 

SYSTEMS FOCUSED: This means we may work with people in the child/young persons life to help support positive change. We will also work with you to help make a positive difference in the child/young persons life. 

STRENGTHS BASED: This means we use the child/young person’s individual strengths and focus on helping them to make positive change to improve their emotional health and wellbeing. We do this by supporting them to build their own foundations for resilience and problem solving. 

OUTCOME INFORMED: This means we will ask your child how they feel at the end of each session and show them the progress they are making over the time they are within the service. This supports them to feel like they are achieving their goals and helps to shape the counsellor’s intervention. 

1. Once the child/young person’s referral has been received, we will confirm receipt with both the referrer (if applicable) and the client or client’s Parent/Carer, usually via email. 

2. We will place the child/young person on the waiting list for the most appropriate counselling service based on the details that have been provided on this referral. We may speak with the client, Parent/Carer or you and request further information at this stage to ensure we can provide the child/young person with appropriate support, signposting them elsewhere if we cannot support the child/young person at this time. 

3. We will send the child/young person or Parent/Carer information forms which will explain the support available and provide a waiting list guideline which may answer any questions. 




	Consent

	*Please indicate if you have discussed this referral with the child/young person and/or their Parent/Carer and received their consent to submit? 
Yes ☐  No ☐

Please note that the referral cannot be accepted without consent of the child/young person and/or the Parent/Carer. 


	I consent to the information that has been provided to be processed and stored by YOU Counselling Centres (a part of The YOU Trust) in order to provide me with counselling services. 


	*Signature of young person:


	*Date:

	I consent to the information that has been provided to be processed and stored by YOU Counselling Centres (a part of The YOU Trust) in order to provide the child/young person with counselling services. 
 

	*Signature of Parent/Carer:


	*Date: 





A copy of The YOU Trusts Data Protection Policy can be provided upon request. 

Once the referral form is complete, please email the form to youcounselling@theyoutrust.org.uk 

Alternatively, you can post the form to: 

YOU Counselling Centres
Anchor House
116 Kingston Crescent
North End
Portsmouth
Hampshire
PO2 8AL


The YOU Trust LTD (Registered Charity – 291489)                                                  	     
Delme 1, Delme Place, Cams Hall Estate, Fareham, Hampshire, PO16 8UX
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What are they and what do they mean to me?

Adverse Childhood Experiences—also ACEs are events that occur during There are 10 ACEs that we talk about.
known as ACEs—can affect your and childhood that can cause high levels of You may be asked to review this list and
your family’s health. ACEs affect alll stress in your body and your brain. That let our health care team know how
communities. In fact, two-thirds of us stress is considered “toxic,” and can many of these you or your child have
have had at least one ACE. have life-long health effects if not experienced. This is known as the ACE
recognized and freated. "score"—it will help us do a better job

of meeting your health care needs.

* Physical abuse * Having caregivers with mental health concerns

* Emofional abuse * Having caregivers with problematic substance use
Th e ( ES * Sexual abuse « Having caregivers that are separated or divorced

* Physical neglect * Having a caregiver that has been incarcerated

e Emoftional neglect * Domestic violence at home
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.. SUPPORTIVE . QUALITY L
.. RELATIONSHIPS : SLEEP = Having ACEs does not determine our
/ ’ . ’ \ futures—our stories are more than a

number. The important thing is to identify

=, / '\ N @ and understand our ACEs and toxic stress,
MENTAL BALANCED

and then work to find ways to heal.
HEALTHCARE / STRESS NUTRITION

BUSTE RS ’ Research shows there are several things

we can do to reduce the stress that we

""" feel and prevent further health conditions
H .
EXPERIENCING - . PHYSICAL T elevelefpingk

NATURE . . ACTIVITY
S .. * Having healthy and supportive relationships with
MINDFULNESS ° a parent, family member, or mentor
PRACTICES . » Getting regular sleep

K . e Eating healthy food
\ E 3 / » Spending time outside and in nature

. \ / . » Getting regular exercise

e “Mindfulness” practices like yoga, meditation,
and deep breathing

* Talking to a mental health professional

Let your health care team know if you have questions.

Go to NumberStory.org to learn more about ACEs and toxic -

aces aware

SCREEN. TREAT. HEAL.

stress, and what you can do to improve your health. NumberStory.org




https://numberstory.org/

www.acesaware.org

http://NumberStory.org
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