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Hackney Ark - Multi-Agency Referral Form                       

Please note: This referral form is for professionals to complete, as referrals to MARS are not accepted directly from parents/carers. 

If as a parent/carer you feel that input from the child development team at the Hackney Ark may be beneficial for your child could you please approach one of the professionals currently working with your child or your GP and request that they consider completing a MARS referral form on your behalf. 

	NHS No: 
	

	
	

	Children’s Centre, nursery, setting, school name:
	

	
	


	Child’s Details
	
	
	

	Name
	
	
	AKA1/previous names
	     

	
	
	
	
	

	Male      (
	      Female    (
	
	Date of birth or EDD2
	

	
	
	
	
	

	Address
	
	
	Religion
	

	
	
	
	
	

	
	
	
	Ethnicity
	

	
	
	
	
	

	
	
	
	Immigration Status
	

	
	
	
	
	

	Postcode
	
	
	Interpreter?
	Yes (  No (

	
	
	
	Language
	

	Please provide details of child’s diagnosis 
	
	
	

	
	


	Family/Carer Details

	Main Carer
	Name
	
	Relationship
	

	
	
	
	

	Address
	
	Email
	

	
	
	
	

	
	
	Mobile Phone
	

	
	
	
	

	
	
	Home Phone
	

	
	
	
	

	Other People in Household (including siblings with dates of birth. If child has parent at another address could you please include details here)  

	Name :
	
	Relationship
	

	
	
	
	

	Name 
	
	Relationship
	

	
	
	
	

	Name :
	
	Relationship
	

	
	
	
	

	Name: 
	
	Relationship
	

	
	
	
	

	Name 
	
	Relationship
	

	
	
	

	Name of person(s) with parental responsibility*: 
	

	
	

	Relationship of person with Parental responsibility;

Mother

 

Father

 

Grandparent
 
 

Step Parent                                        





	Guardian/Other
               
Foster Parent  
                 
Resident Key Worker


	
	

	If Looked After child, name and contact details for social worker
	

	What are the Child’s needs that prompted this referral? (Please include any reports & observations) 



	


	Have you observed Child/Young person? 
	  No   YES             

	
	

	What outcome are you seeking from referral to MARS ? (ie. Social communication assessment)
	

	
	
	

	What service do you wish to refer to (please tick)? 
	   Community paediatrician 

   Audiology 

   Occupational therapy 

   Physiotherapy 

   Key Work 

   Portage 

   Dietitian  

   Early Support 
	  CAMHS (psychology service)

  Speech & Language Therapy 

   Vision clinic

  Targeted Health Outreach service 

  Children’s Community Nursing Team 

  Continence Service 

Other: Please name…………………

	
	
	

	If child in school, are they known to the Educational Psychology service ? 
	  Yes

  No 

If yes can you provide us with a copy of their report? 

	
	

	Name and designation of person completing this form 
	

	
	
	
	

	Tel No
	

	
	
	
	

	Referrer’s Address
	

	
	

	
	

	
	
	

	Referrers email address 
	

	
	
	

	Date of referral 
	


	Please provide name, phone number and email address for (If known):

	
	
	
	

	GP
	
	
	

	
	
	
	

	Midwife
	
	
	

	
	
	
	

	Health Visitor 
	
	
	

	
	
	
	

	Hospital Consultants 

(Name, specialism & Hospital)
	
	
	

	
	
	
	

	Dietician 
	
	
	

	
	
	
	

	Community Nursing
	
	
	

	
	
	
	

	Psychology
	
	
	

	

	Portage (under 3’s)

Early Years
	
	
	

	
	
	
	

	Children Centre, Nursery, Setting, School name
	
	
	

	
	
	
	

	S&L Therapy
	
	
	

	
	
	
	

	Physiotherapy
	
	
	

	
	
	
	

	O.T. 
	
	
	

	
	
	
	

	Social Work 
	
	
	

	
	
	
	

	Paediatrician
	
	
	

	
	
	
	

	Other 

Eg. Voluntary sector 
	
	
	


	Information Sharing Consent: Please note that referrals to the Hackney Ark are discussed within multi-agency referral meetings (MARS) comprising professionals from health, social care and education and that a referral to a specific team within the Hackney Ark could be shared with other teams based in this integrated service.  Occasionally information about your child may be requested from other agencies or sent to them in order to facilitate quality of care for the child. 
As the referrer can you please confirm that the above information has been shared with parents and that they are in agreement with the above? 
  No 
  Yes  


	Signed (By referrer or family)                               


	Relationship       
	Date: 


Please either send referral to Care Pathways Coordinator, Key Worker Team, Hackney Ark, Downs Park Rd, E8 2HY or email it to 
Huh-tr.referralstohackneyark@nhs.net 
This Referral is to a Multi-Agency Team: Health, The Learning Trust, and Children’s Social Work


