Early Help Multi-agency Panel (EHMAP) Referral form

Please Indicate with an X your agency

Police CSWS YOS Health SCH FRY Probation Schools
SIAS LINCS Ed Welfare

1. Person Completing this form
Name and Job Title Agency Name and Address Contact Number and Email

2. Family Details

Name of Family

Family Address

Known Family Member Name DOB
(if additional family members
are known and not detailed
please include)

If this family is unknown to your agency please indicate with an X. You will not need to

complete the remainder of this form

3. Involvement

A brief summary of your involvement with the family / family members, within the last 2 years

including any current involvement. Only significant events / information is required, not details of

every visit.

Date

Significant event / information / intervention With who adult / child or whole family




4. What has worked / not worked

Please detail history of effective / failed intervention with this family / individual family members

Please note this form should be completed and returned by the end of Friday. Families will be
reviewed each working Wednesday during the MAP meeting.

Please return completed forms to earlyhelpMAPgc@solihull.gov.uk



mailto:earlyhelpMAPgc@solihull.gov.uk




