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REFERRAL TO KEY WORKER SCHEME
	BABY / CHILD / YOUNG PERSON’S DETAILS
	

	First name 
	                          Surname                                   Known as


	DOB 
	Ethnicity       

	Gender
	Male  FORMCHECKBOX 
  Female  FORMCHECKBOX 
  Unborn  FORMCHECKBOX 


	Address
	

	Postcode
	     
	Tel:
	     

	NHS number( where known):
	Other reference numbers:     

	Child / Young persons first language or preferred means of communication
	     

	Is an interpreter / signer required
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  If Yes, which language?

	Is the child in special circumstances eg LAC, traveller etc?


	Details of parents / main carers

	Name
	                        Title

	Relationship to child / young person
	     

	Address
	     

	Postcode
	     
	Tel:
	                    Mobile Tel:

	First language
	     
	
	

	Name
	                        Title
	Relationship to child / young person
	     


	Address
	     

	Postcode
	     
	Tel:
	                   Mobile Tel:

	First language
	     
	
	


	Please provide details of current family and home situation (e.g. family structure including siblings (giving age), other significant adults, etc: who lives with the child and who does not live with the child and any additional needs of these individuals)


	Details of disability, additional needs and other factors (need for Keyworker)

	Please provide details of child’s

disability or concerns:
	     

	How do you see family benefiting from having a Keyworker/ reason for referral:
	


	Potential Keyworker

	Has anyone been

identified as a possible

Keyworker for family? Is there currently a Lead Professional?  If so, please provide name and

contact details.
	     


I would like my family to take part in the Key Worker Scheme for Children with Complex Needs. I give my consent to this referral being made and to workers and professionals from a 0range of backgrounds and agencies sharing information in order to co-ordinate service and provide support to my child and my family. I understand that the Children’s Information System will show that my child has a Key Worker.

I HAVE PARENTAL RESPONSIBILITY FOR MY CHILD.

Signed: ……………………………………………………….
Print Name: ………………………………………………….
The family may withdraw from this service at any time and continue to receive service already provided by the agencies involved. Parents will be given a copy of the full referral form including a list of professionals who may be contacted. 

Details of referrer:

Name……………………………………………………….

Contact address………………………………………….

……………………………………………………………..

Contact telephone number………………………………

Date of referral:…………………………………………….

Please send the completed form to

Referrals Administrator

Seaside View 

Child Development Centre

Brighton General Hospital

Elm Grove

Brighton, BN2 3EW

Other services currently involved
	Service
	Name
	Location
	Tel No



	Health Visitor/School Nurse


	
	
	

	G.P.


	
	
	

	Paediatrician


	
	
	

	Audiology


	
	
	

	Other Consultants


	
	
	

	Physiotherapy


	
	
	

	Occupational Therapy


	
	
	

	Speech & Language Therapy

	
	
	

	PRESENS

	
	
	

	Educational Psychologist


	
	
	

	Social Worker


	
	
	

	Portage


	
	
	

	Voluntary Agency


	
	
	

	School or pre school setting

	
	
	

	CAMHS

	
	
	

	Other


	
	
	


PAGE  
2
Child’s name 


