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Independent Domestic Abuse Services
Formerly York Women'’s Aid



Respect Young Peoples Programme (RYPP)
Please return this form to: respect@idas.org.uk or York Outreach, Priory Street Centre, 15 Priory Street, York, YO1 6ET

Referral/Intake Form

RYPP is a programme for families where young people are abusive towards people close to them like their parents, siblings, carers etc.
E.g. hitting them, making threats or damaging possessions.
Referring Agency:
​​​​​​​​​​​​​_____________________________________________

Contact Name:
_____________________________________________

Contact Number:
_____________________________________________

Contact Email:
_____________________________________________

Date:


_____________________________________________

	Name of Young Person
	
	Age & Date of Birth
	

	Address
	
	Gender


	

	
	
	Contact Number
	

	Ethnicity
	
	Email
	

	School (inc. relevant contact details)
	

	Special Needs (access issues, language, literacy, mental health, disability etc.)
	

	Mental Health Diagnosis (nature, date & treatment.)
	

	Name of Parent/Carer
	
	Age & Date of Birth
	

	Address

(if different)
	
	Relationship to Young Person
	

	
	
	Contact number
	

	Ethnicity


	
	Email
	

	Special Needs (access issues, language, literacy, mental health, disability etc.)
	

	Family Status (lone parent, step, carer)
	

	Others in Household 
	Name
	Relationship to YP
	Gender

(M/F)
	Age
	Any special needs

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Social Care Involvement

(Nature & details)

(circle if appropriate)
	                           CIN            CP            LAC           CAF

	Social Worker or Lead Professional

(name & contact details)
	

	School Involvement

(nature & details)
	

	Police Involvement

(nature & details)
	

	What are the main reasons for concern?



	Any specific risk issues or information we should be aware of?



	How would you rate your client’s likeliness to engage with the programme? – please circle or highlight the appropriate scale.
                                 Very Unlikely                                                                          Very Likely

Young Person             1                      2                       3                          4                          5
Parent/Carer                1                      2                       3                          4                          5


	How would you rate your client’s motivation to change? – please circle or highlight the appropriate scale.
                                 Very Unlikely                                                                          Very Likely

Young Person             1                      2                       3                          4                          5

Parent/Carer                1                      2                       3                          4                          5




Consent for Referral
Name:         __________________________________

Status:         __________________________________

Signed:        __________________________________

Date:           __________________________________
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