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Referral to HCP 0-19 SEND Team
	Please note: Completion of all fields is mandatory.  Incomplete forms will be returned, which may delay the referral process.  Before completing or submitting the referral please check eligibility and referral criteria.

When completed please return to: wht.hcp.sendwalsall@nhs.net
Telephone contact: 01922 605807


	Date of Referral: Click here to enter text.



	I confirm that a person with parental responsibility has given their consent for this referral and for appropriate services to be allocated ☐


	Name of Referrer: 
Click here to enter text.

	Address/Organisation of referrer:
Click here to enter text.



	Designation/Role of referrer:
Click here to enter text.


	Telephone of referrer:
Click here to enter text.


	Email address of referrer: Click here to enter text.




	Child/Young Person’s Details:


	Child’s surname


	Click here to enter text.


	Forename(s)


	Click here to enter text.


	Date of Birth

	Click here to enter text.

	Gender:
	Male ☐

Female ☐


	NHS Number:
	Click here to enter text.



	Ethnicity:
	Click here to enter text.


	Address:




	Click here to enter text.






	Postcode:

	Click here to enter text.


	Telephone contact number:

	Click here to enter text.


	Name of Nursery/School/Setting

	Click here to enter text.


	Does the child/young person have an education health care plan (EHCP) in place?

 Yes ☐                                             No ☐


	

	GP Name, Address and contact number:


	Click here to enter text.


	

	Child’s first language:
	Click here to enter text.



	Preferred language: 
	Click here to enter text.


	Parent/carer’s first language:
	Click here to enter text.


	Interpreter required?  

Yes ☐                             No ☐


	Can parent/carer access written information?
	Yes ☐                       No ☐

	Is this child/young person the subject of a child protection plan?

Yes ☐                    No ☐ 


	Is this child/young person a child in care?


Yes ☐                  No ☐
	Is this child/young person known to Family First/Early Help

Yes ☐                     No ☐

	If the child/young person is the subject of a child protection or child in need plan, please provide further information:
Click here to enter text.


Name of Lead Professional/Social worker:
Click here to enter text.



	Main carer details

	Name(s) of parent/carer:


	Click here to enter text.


	Relationship:

	Click here to enter text.


	Address of parent if different:


	Click here to enter text.


	Telephone contact number of parent if different:

	Click here to enter text.


	Email address:
	Click here to enter text.




	Has the parent got parental responsibility?

Yes ☐                                No ☐
	Has a person with parental responsibility agreed to this referral and for liaison with other professionals:

Yes  ☐                                No ☐


	Reason for Referral **Please refer to the referral criteria for guidance**

Presenting problem – please provide as much information as possible (attach additional information or letters if necessary.  Please include information regarding any recent referrals made to other health professionals/services.


	Reason for referral – please provide a clear reason for referral and ensure that you identify what intervention you would like the HCP 0-19 SEND team to complete and the outcomes you anticipate from this intervention:

Click here to enter text.




Please explain the impact of this problem on the child/young person’s daily life (eating/drinking, mobilising, sleeping, behaviour, sensory issues, communication)
Click here to enter text.




Please outline any strategies that you have used to help the child/young person and whether these have been successful:
Click here to enter text.




	Relevant History 

	Confirmed medical diagnosis (if any)
Click here to enter text.

 



	Past medical history:
Click here to enter text.


Medications taken:
Click here to enter text.



	Which other professionals are already involved with this child/young person?

	Name
	Service
	Contact details

	Click here to enter text.

	Click here to enter text.

	Click here to enter text.


	Click here to enter text.

	Click here to enter text.

	Click here to enter text.


	Click here to enter text.
Click here to enter text.

	Click here to enter text.
Click here to enter text.

	Click here to enter text.
Click here to enter text.


	Click here to enter text.

	Click here to enter text.

	Click here to enter text.





	HCP 0-19 SEND Team use only:


	Feedback to referrer:

	Referral accepted

	☐
	Referral rejected
	☐
	Date
Time
	Click here to enter text.
Click here to enter text.

	Reason for rejection: Click here to enter text.



	Intervention to be provided by HCP 0-19 SEND team:

	SEND Fussy eating workshop 

	☐
	Allocation to a nursery nurse to complete targeted intervention
	☐

	SEND Emotions workshop

	☐
	Allocation to nurse to complete targeted intervention
	☐

	SEND Behaviour workshop

	☐
	Understanding Me SEN Parenting Programme
	☐

	SEND Sleep workshop

	☐
	Cygnet parenting programme
	☐

	SEND Toilet Training workshop

	☐
	
	





	Name of Nurse who completed triage: Click here to enter text.


	Designation: Click here to enter text.
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