[bookmark: _GoBack][image: ]Referral Form [image: ][image: CYPSP_logo_wording_thumbnail_.gif]– SEND Early Help Advisors

Before completing the referral form, please seek advice from the ‘Gloucestershire Guidance Booklet for Professionals working with Children and Young People with SEND’ downloadable from:

http://www.gloucestershire.gov.uk/schoolsnet/CHttpHandler.ashx?id=61267&p=0


	Name of setting/professional needing support
	

	Address (for correspondence)

	


	Telephone
	

	e-mail address
	




	Please tick which of the following areas of advice/support that you are requesting 
(you can tick more than one if needed)

	
· Training relating to SEND
· Support in developing the setting/professional practice to meet the child’s needs within the     graduated approach including the provision of training as required
· Support to assess/consider additional support/resource to include a child in universal  setting
· Advice on managing behaviours and ensuring the child and their peers are safely included
· Support with understanding the SEND graduated pathway and completing ‘my plan’ and ‘my plan+’
· Identifying  appropriate needs and outcomes as part of the planning process
· Identifying which professionals need to be involved  in order to meet child’s needs 
· Identifying ways to meet the needs and outcomes of a child with additional needs/SEND
· Support in completing referral forms  etc
· Advice and support on establishing positive multi-agency working/relationships
· Support in chairing TAC meetings and reviews
· Identifying next steps
· Advice on using A2YO funding flexibly to support a child with SEND







*If you are referring for support relating to an individual child, please complete the ‘Child’s details’ section below

	Child’s details
	

	Name of child
	

	Date of Birth
	

	Address where child lives including postcode
	

	Parental consent obtained?
	  Yes       No     (delete as appropriate)

Name of Parent/Carer: 

	Name and address of setting attended
	



	Does the child have a ‘My Plan’,  ‘My Plan+’, CAF or a Child in Need Plan
	Yes       No     (delete as appropriate)
If yes name and contact details of Key Worker

If yes please attach copy with this referral



	Other agencies involved with child:  Please include copies of relevant reports/letters to support this application

	Agency
	Date Involved
	Name of Professional 
	Contact Details
	Letter/Report Attached

	Educational Psychologist
	
	
	
	

	Advisory Teaching service
	
	
	
	

	Speech and Language Therapist
	
	
	
	

	Portage
	

	
	
	

	Paediatrician
	

	
	
	

	Physiotherapist
	

	
	
	

	Health Visitor
	

	
	
	

	Family Support Worker
	
	
	
	

	Social Worker
	

	
	
	

	Lead Professional
	

	
	
	

	Other
	

	
	
	



	Please provide a brief description of any identified support needs that the setting/practitioners may have
(if applicable)

	






	Please provide a brief description of the child’s needs 
(if applicable)
	






	Please provide a brief description of any early interventions that have already been tried and how effective these have been?

	









	Name of referrer and job title
	

	e-mail address
	

	Signature of referrer 
	

	Date of referral
	



Please return this form to:  ehareferrals@gloucestershire.gov.uk 

	Decision making process (for official use only)

	Date referral received
	

	Outcome of referral

	Accept             Yes                 No                          

If no say why and notify referrer

Refer elsewhere (say why)

	Date decision made
	

	Referral allocated to
	

	Signed
	

	Date referral allocated to EH Advisor
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