MK ACT Domestic Abuse Crisis Intervention Service:

Agency Referral Form
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You have requested a referral form for your client for MK-ACT.  Can you please complete the highlighted parts of the referral form attached so that we can assess their safety and support needs.  
Phone:     
01908 295731
Email:

info@MK-ACT.org
If it is urgent please phone to ensure that the referral has been received.

	Client Consent
	Yes / No

	Is the client aware that they are being referred to MK ACT?  
	

	Has the client consented to this referral?  
	


	Referring agency
	Contact details
	Actions underway

	Name

Position

Agency

Date
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	Reason for referral  Details of incident prompting referral / history of relationship, including police call outs / A&E attendances / injuries / children witnessing

	

	Have you contacted MK-ACT before?   Y / N                       If yes, when?


	

	Client
	Perpetrator

	Name/AKA:    
DoB:                     

Gender:       M / F / T     
Sexuality: H / G / L / Bi /other/

prefer not to say              
	Marital Status 
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    Married
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    Divorced 
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    Separated 
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    Civil Partnership
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    Cohabiting      
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    Other (state):     
	Name/AKA:                                            

DoB:                     

Gender:       M / F / T     
 

	Address:                              

Postcode:                      

Safe to write?      Y / N      
	Type of Housing
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    MKC 
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    Housing Assn 
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    Private Let 
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    Owner-occupied
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    Living w. Parents      

In whose name?
	Address:



	
	
	Describe relationship and living arrangements:



	Currently Staying at: 

Postcode:
Safe to write?      Y / N 

Whose address is above?
	E Mail:

Mobile No:

Safe to leave a message?   Y / N           Code word/ safe time to call:
Other Useful No:                                
	


	Client
	Perpetrator

	Vulnerability             
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   Mental Health        [image: image16.emf] 

 

   Other Health
Diagnosis / treatment / medication / support:
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    Mental Health   
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    Other Health   

Diagnosis/ treatment/ medication/ support:

	Disability / literacy / numeracy difficulties:


	Disability / literacy / numeracy:

	Employment Status   
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  Full-time              [image: image22.emf] 

 

   Part-time       [image: image23.emf] 
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  Unemployed         [image: image25.emf] 

 

  Unwaged

Where do they work?
NI Number:
Are they or have been a member of the armed forces?  Y/ N 


	Benefits Claimed     
· Income Support
· DLA
· JSA / ESA
· Housing Benefit 

· Child Benefit 
· Child Tax Credit 
	Does (s)he work?       Y / N

Where?
Has (s)he been a member of the armed forces?  Y/ N 



	Ethnicity:                                              Religion: 

Language(s) spoken:                              Immigration status/ Visa:     

Translator required?  Y / N                      Recourse to public funds? Y / N
	Ethnicity:                          

Language(s):     
Immigration issues:



	Children

	NAME
	Gender
	DOB
	Is Perp Father? 
Or who?
	Living with
	Does Perp have PR?
	SCHOOL

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Pregnant:                   Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	How many weeks:
	Midwife:

	GP Surgery 
	

	Describe living arrangements and address if different to above.
	

	CYPS involved:           Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Describe involvement: 
	CSC / CFP / CAMHS / OTHER

	Flag significant concerns re. children:
	


	Checklist

	Childcare discussed for appointment 
	 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N

	Is there a conflict of interest in this case?
	 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N

	Service explanation provided
	 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N

	Monitoring and evaluation of data consented to by client?
	 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
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Received Date:		            By:	        	                      Re-opened:  Y / N            Repeat:  Y / N 





Client ID: 			      	    Case worker:	


Risk Level: SR / HR / MARAC / N                            Modus ID:  	


				





MK-ACT 


REFERRAL FORM 	





CLIENT CONTACTED


Date               Time   














Date Closed:                  





DECLINED SERVICE


			     


�    Client declined service


�    Unable to contact


�    Inappropriate referral 


       – not DV 


�    Not MK resident














INITIAL ASSESSMENT:       


A: Current DV   B:  Past DV   


SERVICE RESPONSE:


�    Emergency Appointment  


�    Emergency Refuge/Accom 


�    Out of hours appointment


�    Assessment Appointment 


�    Advice and Information 


�    Signposted / Referred on  
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