Request to EARLY YEARS MULTI-DISCIPLINARY TEAM (EYMDT) 

	Please ensure you have read the EYMDT Terms of Reference and process map before submitting this referral.  If you are unsure about any aspect of this referral, please contact EYMDT@gloucestershire.gov.uk. 

	
Child/Family Information


	Name of Child:

	DOB:
	
	Age:
	

	Home Address:


	Name of EY Setting that child attends:


	Date child started at setting:
	
	Number of hours entitled to attend:
	

	Number of hours child attends:
	
	Number of funded hours claimed for child:
	

	Mother’s Name:
(and address if different to child’s)
	Mother’s contact details:

	Father’s Name:
(and address if different to child’s)
	Father’s contact details:

	

Names and ages of siblings:

	Name:
Age:

	
	Name:
Age:

	
	Name:
Age:

	
	Name:
Age:

	
Referrer’s Information


	Name:
	Role/Job Title:


	Organisation:
	Email Address:


	Telephone Number:

	Date of Referral:

	Confirmation that written parental consent has been obtained for referral:
	YES/NO*
Please delete as applicable.   Referral will not be accepted unless PC has been gained. 

	
Child’s Presenting Needs Leading to EYMDT Referral


	Areas where support is required: (tick all that apply)

☐ Health                     ☐ Education                          ☐ Family & Home

	Please identify the main areas of concern (tick all that apply) and consult the Level of Risk Document when completing the table below.


	Tick all that apply
	Area of Need
	Level of Risk* (This must be completed)

	☐
	Child not accessing EY setting and/or EY entitlement
	Imminent/High/Moderate/Low

	☐
	Child not making expected progress

	Imminent/High/Moderate/Low

	☐
	Early Education/Childcare placement at significant risk of breakdown
	Imminent/High/Moderate/Low

	☐
	Parental concerns regarding child’s emotional and/or communication needs
	Imminent/High/Moderate/Low

	☐
	Practitioner concerns regarding child’s emotional and/or communication needs
	Imminent/High/Moderate/Low

	☐
	Concerns/worries relating to the child’s home environment
	Imminent/High/Moderate/Low

	
Supporting Information


	SEND Primary Need: (please tick one only)
☐  Communication & Interaction (C&I)
☐  Cognition & Language (C&L)
☐  Physical Disability & Sensory Needs 
        (PD&S)
☐  Social, Emotional & Mental Health 
        (SEMH)

	Current Graduated Pathway Status:
☐  None
☐  My Plan
☐  My Assessment and My Plan+

Has My Plan/+ been registered?
☐  Yes
☐  No
If no, please register using this form

	Education, Health & Care Plan (EHCP) status:
☐   No request for EHCNA submitted
☐   EHCNA submitted but no decision yet 
          made
☐   LA has not agreed to undertake EHCNA
☐   LA has agreed to undertake EHCNA
☐   LA did not agree to issue EHCP
☐   EHCP is in place*
	Early Years SEN Notification Process:
For health practitioner referrals only, has this process been followed?
☐    Yes
☐    No

	
Other Agencies Involved

	Service Name
	Involvement
	Advice/support sought if not involved
	Contact information and context of involvement

	Early Years’ Service
	Choose an item.	Choose an item.	

	Early Years’ Provider
	Choose an item.	Choose an item.	

	Health Visitor/Public Health Nurse/GP
	Choose an item.	Choose an item.	

	Speech & Language Therapist
	Choose an item.	Choose an item.	

	Specialist Health Services
	Choose an item.	Choose an item.	

	CAMHS/CLDT
	Choose an item.	Choose an item.	

	Dingley’s Promise
	Choose an item.	Choose an item.	

	DCYPS/Social Care
	Choose an item.	Choose an item.	

	Early Help Service/Family Support
	Choose an item.	Choose an item.	

	Educational Psychology Service
	Choose an item.	Choose an item.	

	Advisory Teaching Service
	Choose an item.	Choose an item.	

	Please provide a narrative to give context to the concerns.  (Maximum 1000 words)
This needs to include enough information for a multi-agency triage to take place so that partners can analyse the information provided and develop a robust plan of next steps to support the chid.   Think about the following:
· Ensure the My Plan/+ reflects the needs identified in this referral
· What has already been done to support the primary area of need?  What has worked and what have been the barriers?  Have any assessments/toolkits been used to better understand the difficulties?
· What additional resources have already been allocated and what has been the impact? 

	













	Please enclose any of the following information as evidence:
☐      My Assessment
☐      My Plan/+  and latest review
☐      RFL (Ready for Learning) Questionnaire
☐      EYFS Progress Review
☐      ASQ
	☐      ELIM
☐      ECAT
☐      SCAAS Referral
☐      HV Service Family Offer/Action Plan
☐      Reports/assessment by specialist services        
           (please detail)
☐      Other (please detail)



Please send completed referral form securely (via encrypted email) to EYMDT@gloucestershire.gov.uk


EYMDT Decision Sheet 
(to be completed and returned to Referrer after EYMDT Meeting)

	EYMDT DECISIONS

	Date of Meeting:
	Name of Chair:


	Notes of Meeting:
	Actions Agreed:










	Considerations:  
☐    Inclusion Funding
☐    Dingley’s Outreach Support
☐    Dingley’s Placement
☐    CAMHS
☐    EHCNA request
☐    EY Speech & Language Support 
☐    Advice and signposting

	☐    Team around Family approach
☐    Early Help Front Door
☐    Family Group Conference Team
☐    Education Psychology Service
☐    Advisory Teaching Service
☐     Apply for funding (charity/BHLP)
☐    Decision deferred
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