
SPOT (Supporting Parents of Teenagers) PARENTING PROGRAMME 
REFERRAL FORM – SOUTHAMPTON 

 
Our Ref No _________             St Marys Surgery      �             Mason Moore     � 
     (Central)      (West) 
Surname of Parent/s referred: ____________________________________ 
 
 Name Ethnicity* 

Mother   

Father   

 Name Date of Birth Age 

Child 1    

Child 2    

Child 3    

Child 4    

Child 5    

Child 6    

Address of parent attending: 
 
 
 
Contact tel. numbers for parents: 
 
Home - 
Mobile - 

Name: 

Relationship: 

Who do children live with? 

Contact arrangements: 
 
 
 

Name of school(s): 
 
 



Education issues (any identified special needs, exclusions, truancy, bullying, behaviour 
problems?) 
 
 
 
 
Other Child Issues (health problems, ADHD, child protection register past or present): 
 
 
 
 
 
 
Brief description of current situation (including any orders): 
 
 
 
 
 
 
 
Referrers name: 
 
Referrer’s email: 
 

Tel No. 

Referrer’s agency and address: 
 
 
Is it safe for a worker to visit alone?             YES  �           NO  � 
Are parents aware you have made referral?        YES  �           NO  � 
 

Agreement 
I/we the undersigned agree to this referral to participate on the SPOT 
parenting course. 
 
Parent/s signature: _____________________________________________ 
 
Referrer’s signature: ____________________________________________ 
 
 
PLEASE FAX TO: Hampton Trust: Fax number - 02380213530 
                                                        Phone enquiries – 02380213520 
 
 
*Ethnicity categories based on 2001 census: 
White   Asian/Asian British Chinese/Other  Black/Black British 
British   Indian   Chinese   Caribbean 
Irish   Pakistani  Other b’ground  African 
Other white b’ground Other Asian b’ground    Other black b’ground 


