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Referral Form
Referrer Details 

	Referrer Name: 
	

	Job Title / Parent / Carer
	

	Address
	

	Tel: 
	

	Email: 
	


Child’s Details

	Name
	

	Date of Birth
	

	Address
	

	Reason For Referral
	

	Relevant History
	

	Relevant Medical History
	

	Medication
	

	Are there any external agencies involved? Please state who and contact details
	

	Any Known Risks ie: Threatening / Challenging Behaviour, Criminal History etc... 

( where possible can a risk assessment and relevant care plan please be provided) 
	


	GP Name
	

	GP Surgery Address
	

	GP Contact telephone number:
	


	Parental / carer consent for the referral: 
	 Yes / NO (please circle / delete as appropriate) 

	Parent /carer name: 
	

	Telephone
	

	Email
	


	Funded / Donations 
	


Please return completed form via email or fax






Office Address: Rosedale, Whatlington Road, Battle, East Sussex, TN38 0ND

Tel: 01424 775187 Fax: 01424 772448

 Email: butterflies.cacs@gmail.com
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