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	Name of young person being referred: 
Date form completed:
	Date of Birth:

Age:

	Home Address:
Postcode:
	Current address: (if different)
Postcode:

	Who has parental responsibility?
	Are they Aware of Referral?               

                                YES    /   NO

	Name of Parent/Carer/Guardian:

	Permission to Contact:         
                                Phone / Letter / email?
If by Phone, whose is it?

	Contact Telephone :
Email address:
	Best time to Contact:

	Disability/Access Needs:       YES /  NO       

(If YES please state)                                      

	Referral Agency:
	Agency Address:

	Name of Referrer:
	Referrer’s Telephone Number:

	What has triggered this Referral (NB Information provided will be shared with client)


	Are there any issues relating to

	    (
	Alcohol/Substance Use
	(
	Domestic Violence
	(
	Mental Health
	(
	Emotional Issues

	Are you aware of any child protection issues   Yes / No    (if YES, please give details)

	School/College Attended (if appropriate)
	

	
Signature of Young Person.....................................................................................................................
(Or Parent/Carer/Guardian if not Gillick competent).................................................................................

                                                      Please print name................................................................................
Date form completed: ...............................


�





WYZ MENTORING SCHEME








REFERRAL FORM





Do you prefer a:-


                  Male Mentor – Yes / No        Female Mentor – Yes / No 	   No Preference	 
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Please return completed form to Mike Lomax. Email: mike.lomax@wiganyouthzone.org

