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Date of referral:
________________Name of referrer: ______________________________________


Organisation: ____________________________________   Tel. No: __________________________

Address: _________________________________________________________________________

How did you hear about this service?

__________________________________________________________________________________________________________________________________________________________________
Name of young person:
______________________________________________________________

D.O.B:
_________________________________Sex:  
Male/Female

Address: _________________________________________________________________________

Parent’s name:
____________________________________________________________________

Address: _________________________________________________________________________

Tel No:
_________________________________

Diagnosis of parent: _________________________________________________________________

Current health of parent

_________________________________________________________________________________

_________________________________________________________________________________

Is the child aware of the parent’s illness?
Yes/No
Is the parent comfortable with the child learning more about mental illness?

_________________________________________________________________________________

_________________________________________________________________________________

Are there any cultural or religious issues we need to be aware of?

_________________________________________________________________________________

_________________________________________________________________________________

Reason for referral:

_________________________________________________________________________________
_________________________________________________________________________________
Does the young person have any mental health/challenging behaviours we need to be aware of?

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

List any strengths/coping strategies the young person currently uses

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What are you hoping the young person may get out of the group?

_________________________________________________________________________________

_________________________________________________________________________________​​​​​​​​​_________________________________________________________________________________
Medical Information

This information is necessary should the young person choose to participate in any physical activity.

1. Please state any illnesses the child may have, such as diabetes, epilepsy or asthma?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

2. Please list any physical conditions, disabilities or illness(es)?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
3. Is the young person fully immunized? Yes/No
4. Please list any allergies (e.g. penicillin, bites, foods)

      ______________________________________________________________________________

      ______________________________________________________________________________
      ______________________________________________________________________________
      ______________________________________________________________________________
5. Has your child had any operations or injuries within the last year, please this date and details?
______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
6. Please list any medication that the child is taking?

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
7. Please add any other information which may be useful for Lantern to be aware of e.g. support needs.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
8. Medicare No: ________________________________________
9. General practitioner

Name _____________________________________________________________________

Address____________________________________________________________________

Telephone__________________________________________________________________
I hereby declare that the above information is correct. I have been made aware that the staff will take all precautions necessary, however I hereby and forever release, discharge, indemnify and hold Lantern or organisations subcontracted by Lantern and their staff harmless for any incidents, harm or loss and damages which my child may suffer and/or sustain in anyway connected to the activities.

Emergency Contact details.


Name: ______________________________________________________________

Address: _____________________________________________________________

Relationship to Child: ​​​​​​​​​​​​​​___________________________________________________

Phone: _________________________________

Home: _________________________________ 


Mobile: _________________________________
Second Emergency Contact details.


Name: ______________________________________________________________

Address: ____________________________________________________________

Relationship to Child: ___________________________________________________

Phone: _________________________________

Home: __________________________________ 


Mobile: _________________________________
Signature of Parent/guardian_______________________________ Date_____________

_________________________________________________________________________________________________________________
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