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Crisis Intervention

Referral Form

The aim of the Crisis Intervention Service is to respond in an appropriate and holistic way to the needs of LGBTQ young people in a crisis situation using the Every Child Matters framework.

Our focus is to encourage
self-advocacy enabling and supporting young people in crisis to make informed choices and where appropriate speak for themselves.

We also provide support for families and carers struggling to accept, understand or support their LGBT child.

We work with young people in short term crisis and those experiencing longer-term distress and needing 1:1 support to resolve their situation.

We do this through young person centred assessments and development of individual action plans to identify the best ways to meet their needs, working in partnership with mainstream services to achieve the best outcome for the young person.

Our Crisis Intervention Worker also offers support for workers wishing to develop their knowledge and skills in meeting the needs of LGBT young people.



The information provided will be used as part of the referral and assessment process and will not be used for any other purposes without the permission of the young person concerned. Once we receive the form, we will confirm that we have received the referral and will contact the young person directly and arrange to meet them to assess their needs. We shall endeavour to do this within two weeks of receiving the referral form. In some cases we may wish to discuss the referral with the person making the referral before making contact with the young person.

If you have any queries about completing the form please contact us on 01422 844858 or 07799 027203


Details of Person Making Referral

Name of Referrer ……………………………….. Position ………………………………..

Agency…………………………………………………………………………………………

Address…………………………………………………………………………………………

Telephone………………………………..

Referral Date…………………………..

Are the parents/guardians aware of this referral? Please give details.

Details of Young Person Being Referred

When completing this section please be aware that if the young person is in an unsupportive family environment you will need to check that the young person can be safely contacted by GALYIC at the address and telephone number provided.

Full Name…………………..……………………  Date of Birth………………  Age …………….

Male/Female/Transgender/(please state) …..…………………….…….…………………………

Gay/Lesbian/Bisexual/Questioning (please state)……….……………..…………………………..

.

Ethnic background ……………………………………………………………………………………

Disability/Special Needs (please give details)..……………………………………………………

Home Address…………………………………………………………………………………………

…………………………………………………………………..Telephone ………………. ………..

Alternative Contact Address (if required)……………………………………………………………

…………………………………………………Contact Telephone …………………………………

Names of Parents/Guardians of Young Person…………………………………………………….

Name of School/College they Attend ………………………………………………………………..


Support Needs of Young Person 

GALYIC works holistically with LGBT young people, supporting them on a range of issues that can affect their mental, emotional, physical, and social well being. When coming to terms with being gay/lesbian/bisexual or transgender, some young people can become isolated from their peers and or family and experience difficulties in different areas of their lives.  It is important that you consider the areas below and give us any information that will help us provide the appropriate support.

Please provide brief details of the crisis below:


Involvement of Other Agencies 

In order to ensure a multi-agency approach it is important that you give details of any other agencies or services that are currently working with or supporting the young person


Agency



Contact Person

Contact Details


Signed by Referrer…………………………………………….
Date……………………..

Signed by Young Person …………………………………….
Date …………………….

Please return this form to:

GALYIC

PO Box 8

Todmorden

OL14 5TF

01422.844858

For Office Use


Reference No:

Passed to GALYIC Worker


Date


Young Person Contacted 

Action

GALYIC Referral Form/ 2006 

Page 3 of 3


