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ISVA referral form 
All fields must be completed, or the referral form will be returned.
Please inform the ISVA service of any risks/warning markers relating to those discussed in this referral form.

	Consent:
	Name: 

	Signed: 
Date:


	
By signing this form, you are providing consent for us to process your data and to provide your details to The ISVA service. You may withdraw your consent for the sharing of data with the ISVA service at any time by contacting us via the email address: isva.theferns@suffolk.police.uk 

	Risk and warning markers:
	

	PLEASE NOTE: ISVAs do not access Police/NHS systems and will meet clients in a 1 to 1 environment, including in the client’s home. Please make us aware of any concerns you would have for lone working with the client, any risk the suspect may pose and any other risk/warning information:




	

	
	

	Client Details

	Forename:
	
	Surname:
	

	Previous/preferred name:
	
	DOB:
	

	Contact Details

	Preferred method and person to contact: 
	

	Mobile number:
	
	Home number:
	

	Best time to call:
	|_|  AM |_|  Lunchtime  |_|  PM 
	Further info:
	

	Email address:
	

	Home address:





Postcode:
	




	Safe to:
	Call: |_|  Yes      |_|  No             
Text: |_|  Yes      |_|  No             
Leave voicemail: |_|  Yes      |_|  No             
Email: |_|  Yes      |_|  No             
Write to address? |_|  Yes      |_|  No
Attend home address? |_|  Yes      |_|  No
Say SARC/Ferns? |_|  Yes      |_|  No                          

	Gender:
	Sexual Orientation:

	Female
Male
Transgender
Gender fluid
	CIS gender
Non-Binary
Declined answer
Unknown
	Heterosexual
Bisexual
Homosexual
Lesbian
	Asexual
Pansexual
Declined answer
Unknown

	Preferred pronoun:  
	|_|  He      |_|  She              |_|  They      |_|  Other ……………………………                                    

	Ethnicity:
	
	First language:
	

	Nationality:
	
	Interpreter needed?
	|_|  Yes      |_|  No             

	Religion:
	

	Economic Status:
	Partnership status:

	Full time
Part Time
Unemployed
In Education
	Carer
Unable to work
Retired
Unknown
	Single
Cohabiting
Married
Separated
Divorced   
	In relationship (with perp)
In relationship (not with perp)
Other
Unknown
Widowed

	Emergency/Parent/Guardian details:

	Name:
	
	Number:
	


	Relationship:
	
	Consent to speak with them:
	|_|  Yes      |_|  No             

	REFERRER DETAILS

	Name:
	
	Telephone:
	

	Organisation:
	
	Email:
	

	Reason for referral:

	







	Offence details:

	Date of report/
disclosure to referrer?
	
	Date(s) of offence:
	

	Is there an open police investigation?
	|_|  Yes             Crime Reference:
|_|  No               Crime/offence:
|_|  Unknown  

	Officer in case:
	
	Contact details:
	

	Reason not reporting (if applicable):
	

	Has client previously attended or been referred to The Ferns/ ISVA service? 
	|_|  Yes |_|  No  

	Victims age at first assault?
	

	Suspect name:
	

	Suspect ethnicity:
	

	Suspect DOB:
	
	Location of offence:
	e.g., suspect/ victim home.


	Suspect age:
	
	Area of offence:
	e.g., Ipswich/ Lowestoft


	Relationship status of suspect and victim:
	
	Arrested:
	|_|  Yes      |_|  No                         

	Charged:
	|_|  Yes      |_|  No                         
	Conditions in place:
	|_|  Yes      |_|  No   
Conditions:
                      

	Victim ABE completed:
	|_|  Yes      |_|  No              If yes, when:           

	Investigation information:

	NOTE – ISVAs should not be privy to detailed information about allegations due to us remaining independent of the investigation should a case ever progress to trial.
Please only include summary/ circs of the offence:





	Risks/Needs

	Health conditions:
	|_|  Yes      |_|  No                          
	Medications used?
	|_|  Yes      |_|  No                          

	Details of conditions:



	
	Does medication impact support/
contact with services?
	

	Pregnant? 

Due date:
	|_|  Yes      |_|  No     

                     
	
	

	Physical support needs:
	|_|  Yes      |_|  No      
                    
	Physical support details: 
	

	Learning/communication support:

Details:
	|_|  Yes      |_|  No                          
	Support needed to read letters:
	|_|  Yes      |_|  No                          

	Mental health:


Diagnosis:
	|_|  Yes      |_|  No         

                 
	Engaged with services for mental health:
	|_|  GP
|_|  IDT/Access and Assessment
|_|  Wellbeing Service
|_|  Counselling  
|_|  None
|_|  N/A   


	Self harm:
	|_|  Current  
|_|  Previous  
|_|  N/A   
                
	Details of:
	

	Suicidal:
	|_|  Current  
|_|  Previous  
|_|  N/A   

	
	

	Hate crime:
	|_|  Yes      |_|  No                          
	Domestic abuse:
	|_|  Yes      |_|  No                          

	DASH/ DARA completed:
	|_|  Yes      |_|  No         
                 
	DASH/ DARA score/ risk rating:
	

	Safeguarding completed via method:
	|_|  CYPS      |_|  ACS
|_|  Reg Int with MASH |_|  No           |_|  N/A
|_|  Other …………………..           
                     
	Completed by who:
	

	
	
	Date:
	

	Children also in the home address:

	Name:
	
	DOB:
	
	Age:
	
	Live at home:
	|_|  Yes      |_|  No                          

	Relationship to client:
	
	Parental responsibility:
	|_|  Yes      |_|  No                          

	Name:
	
	DOB:
	
	Age:
	
	Live at home:
	|_|  Yes      |_|  No                          

	Relationship to client:
	
	Parental responsibility:
	|_|  Yes      |_|  No                          

	Name:
	
	DOB:
	
	Age:
	
	Live at home:
	|_|  Yes      |_|  No                          

	Relationship to client:
	
	Parental responsibility:
	|_|  Yes      |_|  No                          

	Name:
	
	DOB:
	
	Age:
	
	Live at home:
	|_|  Yes      |_|  No                          

	Relationship to client:
	
	Parental responsibility:
	|_|  Yes      |_|  No                          

	Professionals already supporting:

	Name:
	
	Agency:
	
	Telephone number:
	


	Email:
	
	Consent to speak to:
	|_|  Yes      |_|  No                          

	Name:
	
	Agency:
	
	Telephone number:
	


	Email:
	
	Consent to speak to:
	|_|  Yes      |_|  No                          

	Name:
	
	Agency:
	
	Telephone number:
	


	Email:
	
	Consent to speak to:
	|_|  Yes      |_|  No                          

	Name:
	
	Agency;
	
	Telephone number:
	


	Email:
	
	Consent to speak to:
	|_|  Yes      |_|  No                          

	Further information

	








	
Please return this completed form to isva.theferns@suffolk.police.uk 

Your application will be assessed to ensure it meets ISVA criteria, if it does not, we will return it to you.

Providing the triage is successful your referral will be processed by the ISVA Supervisor within 5 working days and allocated to the appropriate ISVA.
Please be aware that due to ISVA caseloads there may be a waiting list in operation. 
Please therefore continue to support your client until contact is made by the ISVA.
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