
HORSHAM YOUNG PERSONS’ ADVOCACY SERVICE REFERRAL FORM

PLEASE PRINT CLEARLY
Name of Referrer (skip to next page if self-referral) 


Referrers Address (including post code)


Referrers Tel






Referrers Email


Relationship to person being referred (eg housing officer, teacher)

What work have you done with the Young Person so far?

Name of Young Person 


Young Person’s Address (including post code)


Young Person’s Tel



      Young Person’s Date of Birth

Young Person’s Email


What is the best way to make contact with the young person?


Are the parents/guardians aware of the referral?       Yes ( /No (
Does the Young Person have a disability?              Yes ( /No (

Gender (please specify) - MALE / FEMALE / PREFER NOT TO SAY
Ethnicity of client (please specify)

(  White British




(  White Other (please specify)

(  Black





(  Caribbean

(  Black African




(  Black Other

(  Indian





(  Bangladeshi

(  Pakistani




(  Chinese
Other (please specify) ...................................................................................

Are there any personal issues relevant to this referral?  (eg living at home with a parent who has mental health issues, in care, eldest child in large family, abuse)

Are there any issues or concerns relating to the Advocates safety?  
(eg alcohol misuser, violent, drug user, sexual offences, ABC)

Are there any health issues the Advocate should be aware of?  

(eg diabetic, allergic, epileptic)


Is the Young Person in...

(  Education





(  Employment
(  NEET (Not in Education Employment Training)

(  Self-Employed

 What help is needed?


When is this help needed?
(Are there any deadlines/important meeting dates?)


Please give details of any other agencies involved, where known and relevant

Is there any other information you would like to provide?


What gender advocate is needed? Please specify...  

MALE   /   FEMALE   /   DOESN’T MATTER
If you have not referred to HYPAS before how did you hear about the service?


Please sign below to show that you understand and agree to the referral.  Because of the Date Protection Act, we need these signatures to say that you agree to HYPAS holding personal information (including the information on this form).

For the Young Person

I would like HYPAS to do this work. They can keep written and computer information about me.
Signed ______________________________________________________
Date ___________________________`
For the Referrer (leave blank if self-referral)
I would like HYPAS to do this work. HYPAS can keep written and computer information I provide needed to do the work. If the client has not signed above I am providing this information and asking for this referral in their best-interests.
Signed ______________________________________________________
Date ___________________________
If you need any help filling in this form contact:
Liz Burt, 01403 211833, lizburt@horsham-matters.org.uk
Please return this form to: 

HORSHAM YOUNG PERSONS’ ADVOCACY SERVICE,

HORSHAM MATTERS, MICAH HOUSE, BLATCHFORD RD, HORSHAM, WEST SUSSEX, RH13 5QR
We aim to let people know within two weeks what help we can offer
An advocate cannot be assigned until this form has been completed and received by Horsham Matters Young Persons’ Advocacy Service Coordinator.  All information will be treated in confidence.                                    





HYPAS OFFICE ONLY


Date referral received ………………..……


Appointed Advocate ……………....………


Date of 1st Visit ...........................................



















































































If ‘yes’ please specify
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