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Referral to Bi-borough Inclusion Service – Autism Outreach Team 

Please return the referral to:                                                       

[bookmark: _GoBack]AEYIT@rbkc.gov.uk                                                           Date: 

Please note that we are only able to receive referrals electronically.
	School:

	

	School / SENCO contact details:

	

	Name of pupil:

	

	Date of Birth:

	

	Year Group:

	

	Ethnicity:

	

	Name of parents/carers
 + contact details:

	




	Diagnosed with autism?
(please tick)

	Yes

Date of diagnosis:

Diagnosed by: 

	No

	SEN Status
(please tick as appropriate)

	No support 


	SEN Support
	EHCP

	
Referral concerns/focus (please provide details of the difficulties the child/young person is experiencing in the following areas):

· Communication (verbal; non-verbal)


· Social Communication (awareness of social expectations; relationships)


· Rigidity of thinking (difficulty with change; repetitive behaviours etc.)


· Sensory needs (unusual responses to:  light; noise; textures; eating; spatial awareness)


· Anxiety (unusual emotional responses)

Child/young person’s strengths
Please provide details of the preferred way of communication, strengths and interests. 






	Support requested from the Advisory Team
	

	Relevant documentation
(please attach and tick)
	Current Individual Learning Plan:            
	
Recent reviews: 

Please include strategies / programmes which have already been used

	Other agencies involved:
(please indicate) 

	Speech and Language Therapy  
                                           
Educational Psychology    

Early Help   
                                      
Play/Art/Music therapy   
 
CDC  
  
CAMHS 

Other:



Parental Consent

	Name of the child 
	




We request your permission to refer your child to the Bi-Borough Inclusion Service and to be observed by an Autism Advisory Teacher. 




Information sharing permission: 

I understand and give my consent to the following:
· The advisory teacher to contact me to discuss my child
· The advisory teacher to see my child within his / her educational setting
· The advisory teacher may speak with relevant healthcare, education and local authority professionals regarding my child
· The advisory teacher may share reports with other relevant professionals
· I may withdraw my consent for my child to receive advisory teacher services at any time
· I will be notified by the advisory teacher before my child is referred to another service or discharged from this service
· All reports will be electronically stored, according to GDPR guidelines

Please sign below to give your consent

	Name of parent/carer 
	


	Contact details 

	Phone number:

E-mail:  

(please state how you would prefer to be contacted)


	Signature of parent/carer
	


	Date 
	



Photos/video Approval
All images are stored securely in line with GDPR guidelines. If you give your consent and then wish to withdraw it at any time, please inform our service by emailing: AEYIT@rbkc.gov.uk 
Please tick the appropriate boxes below to record whether you permit us to use images of your child.  Do you give your permission to:
	Use photographs of your child on printed materials e.g. Service Prospectus, Parental Newsletter etc?
	Yes
	No

	Record your child’s image on video for assessment/professional training purpose?
	Yes
	No

	Use a photograph of your child on service updates on Local Offer? 
	Yes
	No

	Include an image of your child in the media (a newspaper or on TV)?
	Yes
	No

	Support your child using telecommunication e.g. Zoom/Teams platform 
	Yes
	No




	For office use only

	Date received: 
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      Referral to Bi - borough Inclusion Service  –   Autism Outreach Team      Please return the referral to:                                                             AEYIT@rbkc.gov.uk                                                             Date:       Please   note that we are only able to receive referrals electronically .  

School :     

School /  SENCO   contact details :     

Name of pupil:     

Date of Birth:     

Year Group:     

Ethnicity:     

Name of  parents/carers     + contact details:           

Diagnosed with  autism?   (please tick)    Yes     Date of diagnosis:     Diagnosed by:     No  

SEN Status   (please tick   as  appropriate )    No support        SEN Support  EHCP  

  Referral  c oncerns /focus   (please provide details of the difficulties the child/young  person is experiencing in the  following areas) :        Communication   (verbal; non - verbal)          Social Communication   (awareness of social expectations; relationships)          Rigidity of thinking   ( difficulty with change; repetitive behaviours etc.)      

