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Special Educational Needs and Disability Support Service
 PLEASE COMPLETE USING BLOCK CAPITALS
	Child’s name: 
	
	 DOB
	
	Gender
	 M         F

	Name of Parent/Carer 1
	
	Looked After Child?
	Yes/No

	Name of Parent/Carer 2
	

	Address
	

	
	

	Post Code
	
	Telephone
	

	Mobile telephone
	


	Home Language/s
	English 
	(
	Urdu
	(
	Other (Please State)
	(

	Please ( 
	                 Gujerati


	(
	Sylheti
	(
	
	

	
	Punjabi
	(
	Somalian
	(
	

	
Is an Interpreter needed?            Yes               No


	Early Years Setting
	

	Address


	
	Telephone
	


Nature of Concern:



Please tick if referral has been initiated following 2 year check
   Referred by:

	Name
	

	Agency
	

	Address
	

	Post Code
	
	Telephone
	


Other Agencies Involved    Tick all that apply


Psychology Service               Health Visitor                                         Early Support                             


Social Services                      Speech & Language Service          

	What other services have been offered to the family? 





Parental Consent 

I give permission for members of SEND Support Services to:

· undertake a full assessment according to need ( if a hearing test is needed I understand   this may necessitate me taking my child to a local community clinic)

· offer advice and support for as long as necessary to the child, family, setting/school and any other appropriate professionals

· access and share reports by and with other professionals

· store information electronically

Signature of parent/ guardian …………………………………………………………………

Name of parent/guardian (please print)………………………………………DATE…………………
	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
	(

	
	
	
	________________
	________________
	
	
	
	


Please send this form to: 

Early Years Team Leader
Early Years Support Team

SEND Support Services
Pindar Road

Leicester, LE3 9RN

Telephone 454 4750                        







Fax 225 4791                       
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Any Safeguarding concerns?   Yes  (                    No (                Unknown (


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