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CDVA/TLC KIDZ Project
Referral Form

 A Childhood Domestic Violence and Abuse Project 
Date of Referral:______________

	CHILDRENS NAMES:
_____________________________________

Address:
 ____________________________________  

_____________________________________

_____________________________________

_____________________________________

Eircode: _______________________

Date of Births:
_____________________________________

_____________________________________


	Referrer contact details 

Name and Organisation:

_______________________________________
_______________________________________
email: ________________________________
Phone no: ____________________________



	Parents Names 
	
	Parents Tel  Number
	

	
	
	
	

	Is it safe to contact you at this number and address? 
	Yes 
	No


Family/Household composition / significant others
	Name 
	Relationship 
	Address (if not living with child)

	
	
	

	
	
	

	
	
	


Key agencies involved:
	Agency
	Name and Contact details. 

	Social Work 
	

	Gardai
	

	Specialist Domestic Abuse Services
	

	Mental Health
	

	School – including Class 
	

	Other
	


Key information:

	Can you describe the domestic abuse that the family has experienced?   

	

	How long has the abusive adult left the home/relationship, and describe ongoing contact where present? 

	

	Is your family subject to any court proceedings?      Yes/no

	What do you think the impact of the domestic violence has had (if any) for the child in the following areas: 

Living arrangements 
Health
Relationships
Behaviour and social participation. 
School 

Self Esteem


	

	What do you hope the family will gain from the programme?

	

	Any other important information? 

	


Parents Signature:
      ___________
Date:______
Referrer’s signature:   ___________ Date:______

Details of local area Service: 
	


Internal Use; 

	Date Received: 

Date Reviewed: 


