
Referred by
(Name/Organisation)

Background Information
(historical information/issues that

impact on presenting issues)

Ensure the client is aware of the referral to CYC Trust

Referral information

Youth Service
Referral

Date

Phone Mobile

Client Name/s

Address

Date of Birth

Email

What are the presenting
issues/current concerns and/or

issues to be addressed?

Gender

Contact Number



Past/current
agencies/professionals working

alonside client?

Youth Service
Referral

What interventions/plans have
already been put in place?

Further education/trainingWhich area/s is support required
in?

(tick all that apply)

Budgeting

Learner licence course

Securing employment

Employment preparation

Improving self-esteem

Relationship breakdown

Wellbeing

Mental health

Drugs and Alcohol

Police involvement

Child support

Housing Other (please specify)

Form completed by

Name of Youth Coach Allocated

Youth Service Referral: Accepted  /  Declined   /  Referred - specify details

Date Added to Waitlist
(if applicable)

OFFICE USE ONLY
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