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To the General Practitioner 






	Practice Name:
	

	Family Name:
	


Dear colleague
We are contacting you because you have been identified as the General Practitioner with whom the above person/family is registered. We require information regarding the families’ current health circumstances as well as their health history, that may be relevant to our enquiries and that would assist us in keeping children safe.
We would appreciate it if you could complete this form and arrange for it to be returned by email to ..................................@kent.gov.uk in line with the dates provided below.

Yours sincerely,

Name XXXXXXX

Service Manager

XXXXX District
This request for information is made in accordance with Working Together to Safeguard Children 2018.

Parental Consent (please delete as appropriate)

1. Parent has given consent to this exchange of information and copy of the consent form is enclosed.

2. This enquiry is being made under S47 Children Act 1989 & 2014 and therefore consent is not required. 

	Name & email of Social Worker/Early Help Worker 
	

	Contact number:
	

	Date this request is made:
	

	Date of the last GP check and name of GP who completed them:
Please state if this is an UPDATE ONLY and the date the check is required from and to. 
	

	This request is being made as part of S47 Child Protection enquiries, and needs to be returned by:

(We have 10 working days to complete the whole process, your checks form part of the process)
	Delete as appropriate

	This request is being made as part of a Children & Families Assessment, and needs to be returned by:

(We have 25 working days to complete the whole process, your checks form part of the process)
	Delete as appropriate


Family composition to be complete by CSWS/EH
	Name
	DOB
	Address

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	What are we worried about? Reason for referral – CSWS/EH to complete


	
	Can you please provide a summary of any information that will assist us in order to keep children safe, this could be in relation to the children but also the adults in the household eg traumatic birth experiences, development observations, repeat presentations, unexplained injuries, parental attributes that could include but not exclusive to mental health, learning disability, drugs/alcohol misuse, any ongoing medication.  
NAME OF CHILD/ADULT
DOB

SUMMARY OF INFORMATION
Please include any other information you feel could be relevant:



Signed: _______________________________
Print: _____________________________

Designation:____________________________
Date: ____________________________
Children’s Social Work Services/Early Help Intensive Services


…………………….


………………


………….
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