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WOMEN’S AID




Thrive Women’s Aid
External Referral Form
Please complete the form with as much relevant detail as possible so that we may have a complete overview for assessment.

	Name of client
	

	Date of birth:
	

	N I  number
	

	Address
	

	Daytime Tel No: 
	 Evening Tel No:

	Is this a safe number to call?                                     
	Yes / No


	Perpetrator’s Name
	

	D.O.B.
	

	Perpetrator’s Address
	

	Is this relationship current or historic?

Please give details…
	


	Details of other family members living in the same household

	Name
	D.O.B
	Relationship to client

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Details of other agencies currently or recently involved with the family:

	Name and Organisation
	Dates of involvement

	
	

	
	

	
	


	How long have you known the client and in what capacity?

	

	What do you consider to be the client’s support needs?

	

	If the client has children, have any support needs been identified?

	

	How do you think Thrive can meet their support needs?

	

	Do you consider the client is motivated to work with Thrive on her support needs? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Please give specific details on this, including examples if possible

	

	How do you think the client would benefit from the support provided by Thrive?

	

	Any other additional information (e.g. pending court cases, family court matters, impact on family relationships)

	

	Is the client experiencing additional barriers to accessing services caused by them falling within any of the following categories (please tick all that apply)?

	Older (55+)  FORMCHECKBOX 
                     

Physical Disability  FORMCHECKBOX 

Learning Disability  FORMCHECKBOX 
        

Mental Health  FORMCHECKBOX 

Member of the Gypsy, Roma and Irish Traveller Community  FORMCHECKBOX 
                      



	Please detail below any specific impact that this has had on the client and their wellbeing.

	


	Health & Safety Issues (Inc. Does the applicant have a history of violent/aggressive behaviour 
Drug or alcohol issues?   History of self harm?                                            YES / NO                                                                                     

	If Yes please give details:

	

	Does the abusive partner have any contact with the family?
	 YES / NO

	If Yes please give details:


	

	Does the abusive partner have a history of violent/aggressive behaviour?
	YES / NO

	If Yes please give details:
	

	
	


CONTACT ARRANGEMENTS

	Has the client received details of Thrive?
	YES / NO

	Has the client agreed to this referral?
	YES / NO

	Has the client given permission to be contacted by Women’s Aid?
	YES / NO

	If Yes – by which method?
	TICK (

	· Telephone call
	□

	· Text message
	□

	· Voicemail
	□

	· Arranged home visit
	□

	· Arranged visit away from home
	□

	· By letter
	□


	Referring Agency:
	

	Contact Name
	

	Agency 
	

	Address 
	

	Contact number
	

	Referrers Signature
	

	Date of referral
	


Please email this referral via secure email to referrals@thrivewa.cjsm.net
Alternatively please send an encrypted password protected document via  email to referrals@thrivewa.org.uk 
	For office use:
	

	Date received
	

	Actioned
	

	Risk Assessment
	

	Outcome:
	

	Name of person taking referral
	

	Signature


	

	Date 
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