
  
  

 

 

  Details of person to receive support 

Name:    

Address:    D.O.B:    

Postcode:    

Phone no(s):    

Email:    

OK to contact directly?  Yes ☐    No ☐     Comments:   

      Today’s Date:   

  

Referrer Information (if applicable)  

Name:    
Agency/Relationship 

to individual:    

Referrer Phone No:    

Referrer Email:     

Reason for Referral: please 
indicate the strengths and 
areas of support required 
in relation to the following 
areas of life: Education; 
Community; home; family 

  

  

I have been given permission by the individual to make this 
referral:  

Yes ☐    No ☐  

I have been given permission by the family (if applicable) to 
make this referral:  

Yes ☐    No ☐  

  

 

 

 

Back on Track 

Referral Form 
 



  
 

 

Parent/Carer #1 Details  

Parent/Carer Name:    Relationship to CYP:    

Parent/Carer Phone No:    D.O.B:    

Parent/Carer Email:     

  

Parent/Carer #2 Details (if applicable)  

Parent/Carer Name:    Relationship to CYP:    

Parent/Carer Phone No:    D.O.B:    

Parent/Carer Email:     

 

 Permission to Contact    

By email:  Yes ☐    No ☐  Text reminders:  Yes ☐    No ☐  

By phone:  Yes ☐    No ☐  Voicemail:  Yes ☐    No ☐  

By letter:  Yes ☐    No☐  Follow-up contact:  Yes ☐    No ☐  

Comments:     

  

Living Situation  of CYP  

Lives with:  ☐  Birth parent(s)  ☐  Kinship Carer  ☐  Foster Carer  ☐  Other     

Legal Status:  ☐  None  ☐  Supervision Order  ☐  LAAC  ☐  CP Register  
☐  Other 

☐  Historic  

Name(s) and DOB of siblings:     

  

  Contacts     

  Name  Relationship  Phone Number  Agency/Practice  
Consent 
to liaise  

Emergency 
contact:  

          

GP:            

School:            



  
 

Please return completed 
form to:   Secure email: 
loth.homelinkfamilysuppo
rt@nhslothian.scot.nhs.uk 

 

Other 
professional:  

          

Other 
professional:  

          

Space for 
additional 

comments on 
contacts  

      

  

Allocation Information  

Re-referral?    Yes ☐   No ☐  Don’t know  ☐   If yes more info:   

Availability for sessions: 
please tick preferred 

venue and time 

We will do our best to meet where the individual/family is most comfortable, if 
we can’t accommodate we will find a mutually agreed alternative. 

AM ☐  

PM ☐  

Evening ☐  
 

Goodtrees Neighbourhood Centre ☐  

In School ☐  

At Home ☐  

Other (ie. Community centre) ☐ 

Additional Information:  
Any additional supports 

required or gender preference 
etc.  

  

  

 

For Service Admin to Complete   

Client Code:    Referral Date:    

☐  school ☐  LOG ☐  Self ☐  NHS 

3rd sector: ☐   
☐  other 

Possible 
intervention/staff member 
allocated to for assessment 

  
 

mailto:loth.homelinkfamilysupport@nhslothian.scot.nhs.uk
mailto:loth.homelinkfamilysupport@nhslothian.scot.nhs.uk
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