TEENAGE PREGNANCY REFERRAL FORM
We aim to support teenage parents with parenting and making positive life choices.

To help us work out the level of support we may be able to offer, please could you fill in the tick boxes below (if you are sending this form in for information purposes only, please tick here (______)

	YOUNG PERSON

	Name
	
	Age
	
	DOB
	

	Address
	                                                                              Post Code

	Tel No
	
	Mobile
	

	Gender
	( Male
	( Female
	


	Accommodation
	( Parents/ Carers
	
	( Own Tenancy 
	
	( Hostel

	
	( Other

Please detail current situation:


	Situation
	( School
	(Employment
	( Further Education
	( Training
	( None


	Last School / College attended
	
	Date Left
	


	Agencies involved with
	( YOT
	( Early Intervention Project
	( Youth Worker
	( E’s Up

	
	( PYOP
	( Connexions
	( SureStart

Please state number
	( Social Care

	
	( Motiv8
	( Little Minds Matter
	( Other

Please State


	Partner details:

	Name
	

	Age
	
	Is it OK to contact?

( YES    (  NO
	Contact Number
	


	Ethnic Origin
	White
	( British
	( Irish
	( Other
	

	
	Chinese/ Other
	( Chinese
	( Other
	
	

	
	Mixed
	( White & Black Caribbean
	( White & Black African
	( White & Asian
	

	
	Asian / Asian British
	( Indian
	( Pakistani
	( Bangladeshi
	( Other

	
	Black / Black British
	( Caribbean
	( African
	( Other
	


	DETAILS OF PREGNANCY / OTHER CHILDREN

	Expected date of delivery
	
	Or Date of birth, name, sex
	
	Is this your first pregnancy
	( YES
	( NO

	Age at Conception


	
	
	Any other children
	( YES
	( NO

	Name of midwife
	

	Name of GP
	

	Name of Health Visitor
	


	Notes / Special Needs / Any Other Information



	PERMISSION TO SHARE – I give consent for my information to be shared with the following agencies unless marked:

	( GP/Midwife/Health Visitor
	( Youth Service/ Youth Worker
	( Local Education Authority / School
	( Education Welfare Officer

	( Pupil Services
	(Further Education
	( Connexions
	( Early Years Child Care Regulation Unit for Childminders/ Day Nurseries / Play Groups

	( Benefits Agency
	( Housing Service
	(Social Services
	

	( Parent / Carer
	( SureStart ABC
	( Learning Links                  
	( Other                                      Please state

	Please note that where a child is considered at risk, contact may be made with other agencies without parental permission in order to safeguard the child’s welfare


	DETAILS OF REFERRER

	Name
	
	Job Title
	

	Organisation
	
	Contact Number
	

	Email
	

	Address
	

	Role with young  person
	
	Do you have regular contact with the young person
	(  YES      (  NO

	Are there any known potential risk to staff, or other young people or themselves?
	( YES   ( NO
	If YES, please explain
	


	Signature of referrer


	
	Date
	

	Signature of young person
	
	Date
	

	By signing this form the young person agrees that the information is shared



Please return this form to the Teenage Pregnancy Team, Portsmouth City Council, Health Improvement & Development Service, Floor 4, Core 1, Civic Offices, Guildhall Square, Portsmouth, PO1 2AS.   


Telephone: 023 9284 1560; Email: � HYPERLINK "mailto:teenagepregnancy@portsmouthcc.gov.uk" ��teenagepregnancy@portsmouthcc.gov.uk� 








