
REFERRAL TO MELLOW BUMPS
This referral form should be completed with the pregnant Mother
In accordance with the Children (NI) Order 1995 we would wish to inform all referring agents that it is the Project’s Policy that all work is carried out in partnership with young people, families and referring agents.
	Name of Mother:   
D.O.B. 
Date Baby due (Essential):  
Address: 
Telephone No (Essential):                  
E mail:      
G.P. (inc contact details):           
HSC No.

                                    

	Briefly outline the additional health and social care needs of the mother : 


	Additional Information (to include brief details of other support the family has received and or other professionals/agencies involved with the family:       


	Does the Mothers Have other children           Yes        FORMTEXT 

                   No                     

If Yes does the children live with the Mother at present
Yes                           No  ( Please give more information)          

	Referral to and participation in this programme are voluntary. 

Mum consented to referral                    Date          
Name of referrer    Date     
Address: 
Telephone No:                            E mail: 

	Please return completed referrals to mellow.parenting@southerntrust.hscni.net
or post marked strictly confidential to Jacqueline Masterson, Promoting Wellbeing Department, St Luke’s Hospital, Armagh. BT61 7NQ Tel: 028 37564489
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