	Self – Referral Form and Agreement
Ipswich Child Contact Centre

 c/o Wellington Children’s Centre
Children’s Surname ………………………………   52 Chevalier Street, Ipswich  IP1 2PB
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CHILD CONTACT CENTRES






	This form must be completed in full before any contact can commence

	Resident / Non-resident Parent   (delete as appropriate)  Contact Details

	Name:
	DOB:

	Address:



	Tel:                                          
	Mobile:
	Email:

	Children’s Names 
	DOB:
	Gender

	
	
	

	
	
	

	
	
	

	Relationship

	When did your relationship with children’s father/mother …………………………………………… (Name) 

end? …………………………………… (Date)
(Tel: …………………………………………)

	Why did your relationship with the children’s father/mother end?

	

	

	Has your family ever been known to or involved with any of the following

	CAFCASS
Yes  /  No 
If yes please give dates and details

	

	Social Services
Yes  /  No 
If yes please give dates and details

	

	The Courts
Yes  /  No 
If yes please give dates, details and supply a copy of the court order

	

	Mediation Service
Yes  /  No 
If yes please give dates and details

	

	Do you have any concerns relating to domestic abuse, drugs, alcohol or mental health issues ?

	Yes  /
No
If yes please complete risk assessment and give details

	

	

	Do you or non-resident parent have any convictions ?
Yes / No 
If yes please give details

	

	

	Previous Contact 

	When and where did contact last take place?

	

	Who was involved in the contact?

	

	Why did the contact breakdown?

	

	If old enough to understand and have a view, how do the children feel about having contact?

	

	

	Arrangements for Contact

	Contact takes place on alternate Saturday afternoons between 2:30 and 4:30 pm. There is a charge of £80 for up to eight sessions. Additional sessions can be arranged if agreed with the Co-ordinator at a fee of £10 per session.

	Will anybody else be involved in the contact?

	

	

	Who will be bringing the children to the centre?

	

	Who will be collecting the children from the centre?

	

	Will anybody be accompanying you on your visits to the centre?

	

	Is there any risk of abduction ?
Yes
No

	Are you prepared to meet the children’s father / mother ?
Yes
No

	Will staggered arrival and departure times be required ?
Yes
No

	Are you agreeable to the children’s mother/father taking photos ?
Yes
No

	Are you agreeable to the children being taken out of the centre ?
Yes
No

	Who has parental responsibility?

	

	Do any of the children have any illnesses or allergies?

	

	

	What language is spoken at home? 

	Will an interpreter be needed?
	Yes
	No

	Are there any other issues you feel the centre needs to be aware of?

	

	

	


Agreement

· I confirm that the information contained within this form is to the best of my knowledge both accurate and true.

· I agree to abide by the rules of the centre if I am offered a place

· I understand that the centre reserves the right to either refuse or terminate contact if I have withheld any information or behave in a way that breaks the centres rules.

	Signed
	

	Date:


	Print name 
	
	Resident/Non-resident  Parent

(delete as appropriate)

	Witnessed 
	Pat Gibson 

Co-ordinator
	 Ipswich Child Contact Centre


Any queries please call the Co-ordinator on 07934 670 040
C:\Users\User\Documents\Ipswich Contact Centre\Self-Referral Form.doc

