 Special Educational Needs and Disability Support Service - Early Years Support Team 

Foundation Stage Referral 
Pupil Details                  

	Name of Child
	
	DOB
	
	Gender
	

	Name of Parent/Carer 1
	
	Tel:
	

	Name of Parent/Carer 2
	
	Tel:
	

	Address
	
	Home Language
	

	
	
	Post Code
	

	Date of Admission 
	
	Looked After Child?
	Yes/No


Setting/School Details

	Setting/School
	
	Tel:
	

	Key person/Class teacher
	

	SENCO
	
	Contact
	


Strengths and likes
	


Areas of Concern

	1.  Emotional/Social/Mental health
	
	2.   Communication & Interaction

	
	
	

	3.   Cognition and Learning
	
	4.   Sensory and/or physical needs 


	
	
	

	
	
	


You MUST include evidence of what has been put in place to date e.g. early monitoring form, records of interventions, reports, observations, minutes of reviews, early years child passport
Reason for referral

	


Any Safeguarding concerns?


What strategies have you tried and how effective have these been?

	Strategies


	Outcome


Other Agencies Involved    Tick all that apply and name professional involved
	Psychology 

Service
	
	
	Health 

visitor
	
	

	Social Care


	
	
	Speech and 

Language Therapy
	
	

	Community 

paediatrician
	
	
	Other
	
	


	Parent/carer’s views:




I, the Parent / Carer agree to this request and to the sharing of information with other professionals.  I understand that information will be stored electronically.  







Signature……………………………………………….Date:………………….




Parent/Carer








Signature:………………………………………………Date…………………




On behalf of Setting/School
	ETHNIC ORIGIN
	WHITE
	
	MIXED
	
	ASIAN OR ASIAN BRITISH
	
	BLACK OR BLACK BRITISH
	
	CHINESE OR OTHER ETHNIC GROUP
	

	PLEASE( ONE
	BRITISH
	(
	WHITE & BLACK CARIBBEAN
	(
	INDIAN
	(
	CARIBBEAN
	(
	CHINESE
	(

	
	IRISH
	(
	WHITE & BLACK AFRICAN
	(
	PAKISTANI
	(
	AFRICAN
	(
	OTHER
	(

	
	OTHER WHITE
	(
	WHITE & ASIAN
	(
	BANGLADESHI
	(
	OTHER BLACK
	(
	PLEASE STATE
	

	
	PLEASE STATE
	
	OTHER MIXED
	(
	OTHER ASIAN
	(
	PLEASE STATE
	
	___________________

	
	__________________
	PLEASE STATE
	
	PLEASE STATE
	
	_________________
	REFUSED
	(

	
	
	
	___________________
	_____________________
	
	
	
	


To be completed by EYST admin.
	Date received:


	EYS teacher:

	Date of initial visit:


	Ward:


Yes            (                                    No            (                                        Not Known           (


If Yes please specify with name of social worker if known:









