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Self-Referral ☐ 

Agency Referral  ☐ 

Additional Sheets Attached (number)  

Date Referral Received  

Referral Number  

 

PINS Client Details/Referral Form 
 

Surname:  Forename:  

    

Address: 
 

Postcode:  Email:  

Telephone:  Mobile:  

Date Of Birth:  Ethnicity:  

Ethnic code origin:     

     

A1 White-white British         B1 Mixed-WB-Caribbean C1 Asian Indian D1 Black Caribbean E1 Other Chinese 

A2 White-Irish                     B2 Mixed-WB-African C2 Asian Pakistani D2 Black African E2 Other any 

A3 White-any other             B3 Mixed-White-Asian C3 Asian Bangladeshi D3 Black Any other  

 B4 Mixed-Any other C4 Asian Any other   

 

Referrer Details (if applicable): 

Agency Name:  

Address: 

 

Person Making Referral  

Postcode:  Email:  

Telephone:  Mobile:  

Position:  Date:  

Brief details for making referral: 

 

Special Requirements: 
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If substances are involved please give details (if possible): 

Drugs: ☐ Alcohol: ☐ Other: ☐ Details:  

Has a risk assessment been carried out? Yes: ☐ No: ☐ 

Details of any concerns: 

 

Are any (other) children 
living at the home? 

Yes: ☐ No: ☐ Ages:  

Key agencies working with family:  

Agency:  Contact:  

Agency:  Contact:  

Agency:  Contact:  

Do you require confirmation of client engagement? Yes: ☐ No: ☐ 

 

OFFICE USE ONLY: 

Date 
Received: 

 Key Worker 
Assigned: 

 

Contact 
Date: 

 Screening 
Date: 

 

 

This document will be managed in accordance to  
 Parents In Need of Support Policies and Procedures, and  

 The Data Protection Act 1998, and 

 The GDPR 2018. 
 
 
 

Please send completed forms to: 
 

Parents in Need Of Support 
Greenbank 
Stranton 

Hartlepool 
TS24 7QT 

 
Or email to:  admin@parentsinneedofsupport.co.uk 

 
TEL: 01429 260110 
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Client Engagement: 

New ☐ 
0 – 3 

Month 
☐ 

3 – 6 
Month 

☐ 
6 – 9 

Month 
☐ 

9 – 12 
Month 

☐ 

 
 

Additional Information Regarding Client:  

Relationship 
to user: 

 Additional members 
Supported: 

 

Family 
members 
receiving: 

Support: ☐ Advice: ☐ Information: ☐ 

Client 
Religion: 

 Sexual 
Orientation: 

 

 
 

Additional Information Regarding Family Member: 

Son: ☐ Daughter: ☐ Age: ☐ 
Dependent 
Children: 

 

Tenancy: 
Living 

W/Parent 

☐ 
Rented 

Accommodation: 
☐ 

Supported 
Housing: 

☐ Other: ☐ 

If Other Please Describe – e.g. Homeless/Sleeping At Friends: 

 

Are They Involved In 
Criminal Activity: 

Yes: ☐ No: ☐ Unknown: ☐ 

1st 
Substance of 

Choice: 

 
2nd 

 
3rd 

 

 
Additional Information: 

 

 

Support Plan Completed: ☐ Assessment Completed: ☐ 

Date Of Review:  
Support Worker 

Allocated: 
 

 

Signed:  Date:  

 

OFFICE USE ONLY Case No:  


