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An Ghniomhaireacht um
Leanai agus an Teaghlach

Child and Family Agency



                           
                           Home Youth Liaison Service


                             1st Floor, Castlewood Centre

                                  Castle Street, Sligo, F91 KX05

                                  Phone:071 - 9144441

                                  www.homeyouthliaisonservice.ie
​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________________________________________________________________________________________________________________________
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	AUTISM SUPPORT 
NB/ Service is open to Autistic people with low support needs. A diagnosis is required and those under 18 require a signature from Parent/Guardian.


	YOUNG PERSONS DETAILS



	NAME:


	DATE OF BIRTH:
AGE AT TIME OF REFERRAL:
	GENDER:
	ETHNICITY:


	ADDRESS:
EIR CODE:



	MEDICAL NEEDS (IF ANY):


	MENTAL HEALTH NEEDS (IF ANY):


	ANY OTHER DISABILITIES OR BARRIERS LIMITING PARTICIPATION:


	SCHOOL/TRAINING:
Year:


	INTERESTS/HOBBIES:


	CHALLENGES FACED:


	PARENT/GUARDIAN DETAILS



	NAME OF PARENT/GUARDIAN (Please Specify):


	CONTACT PHONE NUMBER OF PARENT/GUARDIAN:


	FAMILY COMPOSITION (Name & Age):
NAME: _________________________________________________           AGE: _____________________________
NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

NAME: _________________________________________________           AGE: _____________________________

SIGNED PARENT/GUARDIAN (IF UNDER 18):                 DATE:

______________________________________________________                  ___________________________________



	FAMILY HISTORY 



	


	REASON FOR REFERRAL



	

	AIMS / DESIRED OUTCOMES:


	ANY FURTHER INFORMATION:


	OTHER AGENCIES INVOLVED (IF ANY):



	REFERRER DETAILS



	REFERRED BY:


	CONTACT DETAILS:
PHONE:
EMAIL:
EDUCATIONAL INSTITUTION / AGENCY:


	SIGNED:                                                                     DATE:

_________________________________________________    _________________________________________________




	Please ensure to include any relevant information to ensure the safety and wellbeing 
of this young person and all other young people involved in the programmes.
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