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WOLVERHAMPTON SAFEGUARDING CHILDREN BOARD 
Multi-Agency Referral Form (MARF)
For use when making referrals in to the
Multi Agency Safeguarding Hub (MASH)
This form should be completed when making a referral to the Multi-Agency Safeguarding Hub (MASH)

for specialist support.
All referrals should initially be made by telephone to 01902 555392 and then confirmed in writing immediately, and no later than 24 hours, by completing this form.
Please ensure that ALL FIELDS ON THIS PAGE ARE COMPLETED IN FULL.
The completed form should then be sent by:

· email: MASH@wolverhampton.gov.uk or MASH@wolverhampton.gcsx.gov.uk (secure email)

· or post: The Multi-Agency Safeguarding Hub (MASH), Civic Centre, St Peters Square, Wolverhampton, WV1 1RT
For referrals outside of office hours, please telephone the Emergency Duty Team (EDT) on 01902 552999.
	CONSENT



	Are parents/carers aware of the referral to the MASH?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 
     Written/verbal  FORMCHECKBOX 
 (please delete)
Has consent been obtained from the parent/carer to share information?        
If consent has NOT been obtained, please record the reason/s for this:

     



Do you consider that the child/young person is at IMMEDIATE RISK OF HARM?

Yes  FORMCHECKBOX 

No    FORMCHECKBOX 

	Child/ Young Person Details

	Forenames:    

     

	                      
	Surname: 
	

	
	
	     
	

	Address:

     

	Telephone Number:

     

	Date of Birth:      

	Gender:        Male       FORMCHECKBOX 
          Female   FORMCHECKBOX 


	EDD if unborn baby / Hospital where booked:        


	Ethnic Origin:

	1st Language :       

	Religion/ Belief:       

	Parent /Carer Details

	Person 1
	Person 2

	Forename:
     

	Forename:
     

	Surname:      

	Surname:       

	DOB:      

	DOB:                    

	Relationship:      

	Relationship:      

	Address:      

	Address:      

	Telephone Number:      

	Telephone Number:      

	First Language:      

	First Language:      


	Is an Interpreter/Signer required?             Yes    FORMCHECKBOX 
     No     FORMCHECKBOX 
        Don’t Know  FORMCHECKBOX 


	Is an Interpreter/Signer required?   
 Yes      FORMCHECKBOX 
      No     FORMCHECKBOX 
          Don’t Know   FORMCHECKBOX 



	Other Household Members

	Forenames 
	 Surname
	DOB
	Relationship 
	Also referred? Y/N

	     

	     
	     
	     
	Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 


	     

	     
	     
	     
	Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 
 

	Are you aware of any of the following issues in the household?(tick as appropriate):
Domestic abuse     FORMCHECKBOX 
             Substance misuse       FORMCHECKBOX 
      Disabilities    FORMCHECKBOX 
        Learning difficulties     FORMCHECKBOX 
   
Mental illness         FORMCHECKBOX 
             Offending behaviour    FORMCHECKBOX 

Details of your concerns: (including how these concerns may affect parenting ability or the safety of children).

     


	Details of referrer 

	Name
	     

	Designation
	     

	Address
	     

	Post Code 
	Tel No:      
	Mobile No:     

	Email address
	     
	

	Date of telephone referral if applicable 
	     

	Are you aware of any other agencies involved e.g. School Nurse, CAMHS, YOT

	Name
	Designation
	Address
	Tel

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Reason for Referral

Please use the following headings to structure your referral and identify how a referral to MASH will address the issues you have highlighted and lead to an improvement in the situation 

	Presenting concerns (please describe the incident or circumstances that have led to a referral being made

     


	Development of child – health, behaviour, family relationships etc. 

     


	 Safety and protection, emotional warmth, stimulation 

     


	Family and environmental – functioning and well-being/Other factors (e.g. issues related to: alcohol misuse, drug misuse, domestic violence, mental health problems, learning difficulties, offending behaviour/imprisonments and offences again children, any significant history)

     


	Please outline any services that have been provided to address any previous concerns prior to this referral.  

     


	Has an EHA been completed? Y/N      

	If Not, Why not?     


	If yes, please attach a copy and identify the lead professional and their contact details:

	     

	Have you discussed this referral with your designated child protection officer or your line manager?

Yes    FORMCHECKBOX 
   No  FORMCHECKBOX 



	Signed
	     

	Print name
	     

	Designation
	     

	Date
	     


FOR COMPLETION BY THE MASH WORKER
(this page must be sent to the referrer)

	Name of Child:      
	Address:      


	Name & Contact details of Referrer:
     



Outcome of Referral

Conclusion of Referral (tick correct statement)
1. Referred to Social Work Unit for Social Care Assessment/Investigation  FORMCHECKBOX 

2. Referred to Early Help Services  FORMCHECKBOX 

3. Referred/signposted to another Agency  FORMCHECKBOX 

4. Case to be closed.  No further action required. FORMCHECKBOX 

Any Other Comments:
	     



Parents/carers informed of outcome of the referral? 
      Yes     FORMCHECKBOX 
    No  FORMCHECKBOX 

Worker (please print name):           
Signature:
     


Date:
     
Updated 06/16
Next review due: 12/17
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