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Referral Form

Referrals to SOLACE Advocacy & Support Service – Southwark  
Please password protect the document and call SASS with the password.

	Email:southwark@solacewomensaid.org 
	Date of Referral
	

	Tel: 020 7619 1365 
	Total number of pages
	

	Referral Agency 
	

	Contact Person
	

	Telephone number
	

	Email:
	

	Has the client consented to a referral being made to SASS 
	

	Are you referring a Victim or a Perpetrator or both?
	

	Is the client a victim / witness in a criminal case
	

	Domestic Violence / Sexual Violence / Tenancy Sustainment*
	


*Please indicate 

Section 1 – Client Information

	Client name
	DOB & Age 
	Gender
	Ethnicity*

& Religion
	Sexual 
orientation**

	
	
	M  /  F
	
	

	Home phone
	Safe to call / leave message?
	Work phone
	Safe to call / leave message?
	Mobile 
	Safe to call / leave message?

	
	Y  /  N
	
	Y  /  N
	
	Y  /  N

	Client Address (if less than 6 months please provide previous address) 
	Safe to write

	
	Y  /  N

	Does the client have a disability?
	If so, please specify
	Are there any additional vulnerabilities e.g. immigration status, language support, substance misuse? If so, please specify

	Y   /   N
	
	


	Does the client require an interpreter
	What language?

	Y  /  N
	

	Type of abuse experienced (physical, emotional, sexual, financial, forced marriage, ‘honour’ based violence, FGM multiple) 
	Does the client have a history of being violence to others? If so, please specify. 

	
	


	Has the violence / abuse been reported to the police? 
	

	Y  /  N
	


Section 2 – Children’s Information
	Names of children (if applicable)
	Gender
	DOB & Age 
	Ethnicity 
	Relationship to client
	Living with client?
	If not, with whom?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Does the child or children have a disability? 
	If so, please specify.

	Y / N 
	


	Is there a Child Protection Plan?
	Is there a Child in Need Plan? 
	Is there a Supervision Order? 
	Is the client pregnant? 

	Y / N
	Y/N 
	Y/N 
	Y/N 


Section 3 – Alleged Perpetrator Information

	Name
	DOB
	Gender
	Ethnicity
	Sexual Orientation**

	
	
	M  /  F
	
	


	Address if different from client
	Previously lived with client?
	Relationship to client
	Length of relationship

	
	Y  /  N
	
	


	Ethnicity*
	Code
	Ethnicity*
	Code
	Sexual Orientation**
	Code

	White 
	
	Asian 
	
	Lesbian
	1

	White English 
	
	Chinese 
	
	Gay man
	2

	White Scottish 
	
	Asian British, Asian English, Asian, Scottish or Asian Welsh 
	
	Bi-sexual
	3

	White Welsh 
	
	Black 
	
	Heterosexual
	4

	White British 
	
	African 
	
	Gender 
	Code

	Northern Irish 
	
	Caribbean 
	
	Female 
	1

	Irish 
	
	Black British, Black Scottish or Black Welsh 
	
	Male 
	2

	Gypsy or traveller 
	
	Somali 
	
	Transgender
	Y/N

	Any other white background 
	
	Dual or multiple background 
	
	
	

	Asian 
	
	White & Black Caribbean 
	
	
	

	Indian 
	
	White & Black African 
	
	
	

	Pakistani 
	
	White & Asian 
	
	
	

	Bangladeshi 
	
	Any other dual / multiple background 
	
	
	

	
	
	Any other background 
	
	
	


	Section 4 - Reason for Referral 

	


	Signature of Person making this referral
	

	Name in full
	


	FOR SASS OFFICE USE ONLY

	Referral Outcome:

Date referral received:

Referral taken by:

Date of assessment:

Case allocated to: 

Accepted

Declined – please tick:

□   Unable to make contact  

□   Out of Borough 
□   Did not want support

□   Did not meet criteria
□   Perpetrator 
□   Did not meet criteria
□   Other – please specify 

Signposted/Referred (please provide details):

What service does the client require?
□
IDVA Support 
□
Casework Support  
□         Referring agency informed verbally / in writing on: (Date) 
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