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MEETING NAME:

Child Abuse Liaison Group

MEETING NO.:

1

DATE:


Day – Month name, date, year
TIME:


---------- A.M./P.M. to -------- A.M./P.M.
VENUE:



	ATTENDANCE
	Initials
	Organization

	(chair)
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	APOLOGIES




	DISTRIBUTION

	All Attendances and Apologies


	Item No.
	Description
	Action by Whom
	Action by When

	1


	Previous minutes

	
	

	2
	business arising 
	
	

	2.1
2.2

2.3


	Terms of Reference
Purpose of the Liaison Meetings;

· Information sharing

· Problem solving (including disputes and complaints)

· Networking
Liaison Group
C.A.L.M  stakeholders’ flowchart attached as Appendix ‘A’.

	
	

	3
3.1

3.2

3.3


	ISSUE FOR DISCUSSION

	
	

	4
4.1

4.2

4.3
	IDENTIFICATION OF BEST PRACTICE

	
	

	5

5.1

5.2

5.3
	ITEMS OF INTEREST


	
	

	6
	NEXT MEETING SCHEDULE
At --------------A.M./P.M. to -----------  A.M./P.M. on Day, Month Date, Year in room___, Level ___ at Health Provider name and address.
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