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INITIAL REFERRAL DISCUSSION

  Angus Multi-Agency Child Protection Investigation
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POLICE




	DATE
	
	TIME


	
	LOCATION
	


	Child/Young Person:


	DATE OF BIRTH:
	
	Age:
	
	Gender:
	

	ADDRESS:


	Telephone No:

	Category of Abuse:
	


FAMILY DETAILS/COMPOSITION
	Mother:

DoB:

Address:

Telephone Number



	Father:
DoB:

Address:

Telephone Number


	Step parent/parental partner(s)/guardian(s)/ Other responsible adult


	Siblings:


	Suspect / Person of interest

Name:

Address:

Tel/Mobile No:

Relationship to child:
	


ATTENDEES
Present or Via Telephone (T)
	NAME
	AGENCY
	CONTACT NO

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Apologies
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


                               REFERRER
	Name:

	

	Agency:
	

	Address:

	

	Tel No. (inc STD):

	

	Date of Referral:
	


	REASON(S) FOR REFERRAL

	Nature of concern:
Injury:



POLICE 
RESEARCH (significant concerns – Include any previous CP enquiries)
	Subject:



	Mother:



	Father:



	Step parent/parental partner(s)/Other responsible adult


	Siblings:


	Suspect / Person of Interest:




SOCIAL WORK  
SUBJECT

	Care First No.
	

	CP Investigations
	Yes / No
	Subject to Compulsory Measures
	 Yes / No

	At Risk Register
	Yes / No
	Date:
	

	Subject:


	Mother: 



	Father:



	Siblings:



	Other:



	Housing Information:



	Suspect / Person of Interest:



HEALTH
SUBJECT

	Doctor/Surgery
	

	Health Visitor/Family Nurse/Named Person
	

	School Nurse
	

	Other
	

	Additional Supports Needs Identified
	


RESEARCH (significant concerns – include behavioural concerns, Developmental needs and immunisation status)
	Child /Young Person:


	Mother:


	Father:



	Siblings:



	Other:



	Suspect / Person Of Interest




EDUCATION
SUBJECT
	School
	

	Guidance Teacher
	

	Attendance
	


RESEARCH – Identified Educational or Behavioural needs/concerns

	

	Additional Supports Needs Identified:


	Please note concern regarding the following ‘indicators of wellbeing’ for the child (only tick those which apply)

	Safe

□


	Healthy

□

	Active

□

	Nurtured

□

	Achieving

□

	Included

□


	Risks:   


	Mitigating factors:


	What initial measures need to be taken to ensure child’s safety:


Multi-Agency Agreed Decisions and Actions
	TASKS
	RESPONSIBLE PERSON
	By When

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Person Responsible for Updating Named Person? (If not present at IRD)
	

	Agency with Lead for Joint Investigation Interview


	

	Referrals relating to Rossie Young Person Agency with lead for review CCTV


	


	SIGNATURE 

SOCIAL WORKER


	

	SIGNATURE

TEAM MANAGER


	

	SIGNATURE

DC POLICE


	

	SIGNATURE 

DS POLICE


	

	SIGNATURE

HEALTH PROFESSIONAL

	

	SIGNATURE

CHILDREN AND LEARNING 

	

	
	

	
	

	
	

	
	


PART 2 MEDICAL

	Paediatrician Contacted:

	

	Contact Details:
	

	Date Of Contact:

	Time:

	Contacted By: 



	Medical examination required  - *YES / *NO (state reason for decision)
(NB: please also consider the need for medical examination of siblings)

Outcome of Any medical Undertaken



*Delete as appropriate

WORKER’S DEBRIEF
	DATE
	      /      /
	TIME
	
	PLACE
	


	Present At Debrief
	Agency
	Contact No

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	*Apologies 
*Unable To Attend Debrief
	Agency
	Contact No

	
	
	

	
	
	

	
	
	

	
	
	


*Delete as appropriate

	Joint Investigative Interview undertaken?    Yes / No

Outcome of Investigation: 



Proposed Further Action 
	Referral to Children’s Reporter?  Yes / No
Responsible person:


	Recommendation for Child Protection Case Conference?  Yes / No
Responsible person:


	Social Work Department



	National Health Service



	Police



	Education



	Other




	SIGNATURE

SOCIAL WORK

	
	DATE
	        /      /

	SIGNATURE

DC POLICE

	
	DATE
	        /      /

	SIGNATURE 

TEAM MANAGER

	
	DATE
	        /      /

	SIGNATURE
DS POLICE

	
	DATE
	        /      /

	SIGNATURE
HEALTH PROFESSIONAL

	
	DATE
	        /      /

	
	
	
	        /      /

	
	
	
	        /      /

	
	
	
	        /      /
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