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If completing a CAF please ensure you receive verbal consent to fill it in from a parent/guardian/young person, as appropriate.

Data Protection Notice:
Wakefield MDC, Family Services is the data controller.  The information contained on this form will only be used for the evaluation of the CAF Model to assess progress and evidence what we are doing well and what we need to change or develop.  If you have any concerns about providing this information please speak to your worker.
(PLEASE  NOTE:   ALL  THE  CELLS  CAN  BE  EXTENDED  BY  ADDING  EXTRA  RETURNS)

	BABY,  CHILD  OR  YOUNG  PERSON  BEING  ASSESSED

	Name

	

	Date of Birth or Expected Date of Delivery
	

	Male or Female


	

	Address

(including Postcode)


	

	Is this Address Permanent or Temporary
	

	Telephone/Mobile Number


	

	Ethnicity


	

	Disability/Language or Communication Issues
	

	ALL  PERSONS  WITH  PARENTAL  RESPONSIBILITY

	Name 
(first person)
	

	Address


	

	Relationship to Baby, Child or Young Person
	

	Telephone/Mobile Number


	

	Name 
(second person)
	

	Address


	

	Relationship to Baby, Child or Young Person 
	

	Telephone/Mobile Number


	

	REASON  FOR  ASSESSMENT

	

	DATE  OF  ASSESSMENT
	

	DETAILS  OF  PERSON  COMPLETING  THIS  PRE-ASSESSMENT

	Name


	
	Job Title


	

	Agency


	
	Telephone Number

	

	Address

	
	Mobile Number
	

	
	
	E-mail 


	

	HOW  DOES  THE  BABY,  CHILD  OR  YOUNG  PERSON  APPEAR  TO  BE

(please ( and give evidence/comment, as necessary)

	

	Healthy
	Yes
	
	No
	
	Not sure
	
	

	(General health; Physical development; Speech, language and communication; Emotional and social development; Behavioural development)



	

	

	Safe from harm
	Yes
	
	No
	
	Not sure
	
	

	(Basic care, ensuring safety and protection; Emotional warmth and stability; Guidance, boundaries and stimulation)


	


	

	Learning and developing
	Yes
	
	No
	
	Not sure
	
	

	(Understanding, reasoning and problem solving; Participation in learning, education and employment; Progress and achievement in learning; Aspirations)



	

	

	Having a positive impact on others
	Yes
	
	No
	
	Not sure
	
	

	 (Identity, self-esteem, self-image and social presentation; Family and social relationships; Self-care skills and independence; Wider family)



	

	

	Free from the negative impact of poverty 
	Yes
	
	No
	
	Not sure
	
	

	(Family history, functioning and well-being; Housing, employment and financial considerations; Social and community elements and resources)



	

	ADDITIONAL  SERVICES  NEEDED

	If you answered ‘NO’ to any of the previous questions, what additional services are needed for the baby, child or young person or their parent(s), carer(s) or families

	

	

	Can you provide the additional services needed (please ()
	Yes
	
	No
	
	

	

	

	If you answered ‘NO’ or ‘NOT  SURE’ to any of the previous questions, or if it is not clear what support is needed, would a Common Assessment help (please ()
	Yes
	
	No
	
	

	
	

	
	

	        If you answered ‘YES’ 
        to the previous question, 
        who will do this assessment


	I will (please ()
*Another practitioner will

(please ()
(*if ticked, please supply contact details below)
	Yes
	
	No
	
	

	
	
	

	
	
	Yes
	
	No
	
	

	
	
	

	*Name
	

	*Telephone/
Mobile Number
	

	*Address


	

	IF  YOU  DO  NOT  FEEL  THAT  COMMON  ASSESSMENT  WOULD  HELP,  PLEASE  EXPLAIN  THE  REASONS

	What action will be taken (please ( as appropriate)
	(

	1.  No further action
	

	2.  Single agency plan
	

	3.  Referral to other agency
	

	4.  Other
	

	Please explain what other actions you have taken

	

	LEVEL  THRESHOLD
(please indicate which level the baby, child or young person is currently assessed as being at)

	1
	2
	3
	4


	CONSENT  FOR  INFORMATION  STORAGE  AND  INFORMATION  SHARING


I understand that information discussed with me will be stored and used for the purpose of providing services to me / this baby, child or young person for whom I am *parent / *carer (*please delete as appropriate).
I agree that the information recorded can be shared with relevant services who may be able to help        me / this baby, child or young person for whom I am *parent / *carer (*please delete as appropriate). 
	Information may NOT be shared with the following people 

	

	Signed
	
	Name
	
	Date
	

	If consent is refused or withdrawn, please record date and reason below

	

	Date
	


	Please ( the box if you do not wish us to contact you about the services you receive  
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