Referral for Inclusion Co-ordinators
Please note - All fields are mandatory

Date of referral………........
Name of child………………

D.O.B……….

Age…………            Gender…………
Diagnosis ……………

Home address ………………………
Parent/Carer……………… 
Parent/Carer Tel No: ..............................................

School attending ….…………………………………….

Daily staffing level at school ………….

Name of referrer……………………..
Agency (if appropriate)………………………………

Tel. No of referrer…………………………………

 Is the parent aware of this referral? Yes/No 
Does the child/young person have a Lead Professional or Social Worker? Yes/No
If Yes, please give name………………………………………

Day-care
What activities/childcare does this Child/young person already attend?

When are activities/childcare needed? (i.e. after school, W/E’s, holidays)
How do you think this Child/young person is going to benefit from activities/childcare?
Other agencies working with the child/young person:
Relevant / Important information about the child i.e. risks:
Referrers Signature: ……… ……………………………………..
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