City of York

Specialist Teaching Team Request for Involvement (revised Jan 12)

Section 1 – to be completed by the referrer

Please tick to indicate which team(s) you wish to refer to: -

	Autistic Spectrum Condition Support


	Deaf and Hearing Support


	Physical and Medical Needs Support      
	Vision Support


	Home Tuition




Section 2 - To be completed by school referrers

	Reading 
	
	Writing
	
	Maths
	
	Science
	


 Current teacher assessments 

Section 3 - To be completed by all referrers
Section 4 – to be completed by parent/carer

Has a CAF (Common Assessment Framework) been completed?                   YES/NO

If Yes, by whom? _____________________________________________
	Agency
	Name:
	Contact details:

	Audiologist
	
	

	CAMHS
	
	

	Keyworker
	
	

	Occupational Therapist
	
	

	Orthoptist
	
	

	Paediatrician
	
	

	Physiotherapist
	
	

	Portage worker
	
	

	Pre-school teacher
	
	

	Educational Psychologist
	
	

	Social Worker
	
	

	Specialist nurse
	
	

	Speech & language therapist
	
	

	Other:


	
	


Section 4 – to be completed by/with parents/carers

Please list any agencies already working with your child.

What is the reason for this referral? 

What strategies have you already in place to support the CYP?
Please attach any additional relevant information/reports.

Section 5 – to be completed by parents/carers (Referrals cannot be actioned without parental consent)

The Specialist Teacher will always try to let you know when she is going to see your child, what she did and what was suggested to the school/setting.

By signing this referral and consent form I am giving my permission for  the Specialist Teaching Team to: 

· work with my child’s in his/her school/setting

· share relevant verbal and written information with other agencies involved with my child

· place my child’s name on the Specialist Teaching Team case list

· take photographs or video for assessment and record keeping (these will not be

used for any other purpose without my express permission)
· add my email address to the parents circulation list 

Name of Parent/Carer:     __________________________________  

Signature:    ________________________ 

Date: ____________________








Child’s full name:	___ _______ M/F          Date of Birth:	_____/_____/____�	


Home Address:	_____





___


Name of Parents/Carers:________________________________________________


Home Telephone Number:	_______________________


Email _________	___________


Parent’s mobile: _______________________


School/setting attended: 














Referred by:	__________________________    __________________________


	(Please print name)	(Signature)





Position Held:               	_______________________________________________________





Address:	 ______________________________________________________


                                              	_______________________________________________________





Contact Number:          	________________________





E Mail: ______________________





Date:                               _______________________




















Please return completed referral & consent form to:


Penny McDonald, Team Leader, Specialist Teaching Team, SEN services, Mill House, North Street, York. Y01 6JD   Tel: 01904 554204
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