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	Disability Outreach Team 
Crocus Fields

Arkwright Walk 

Meadows

Nottingham 

NG2 2HN

0115 876 1998

	
	
	


	Referral Form

	Name of Child:
	

	Date of Birth:
	
	Gender:
	

	Address of child:


	
	Address of parent (if different) 
	

	Parents/

Carer’s name/s
	
	Contact telephone number:
	

	Siblings details including dates of birth:
	

	Language spoken:
	
	Interpreter required?
	
	Ethnicity
	

	School:
	
	Carefirst number:
	

	Diagnosis and medication:
	

	Legal status (please tick)



	Child in Need
	Looked After Child
	Child Protection Plan


	CAF
	Priority Family
	Other (please provide information)

	
	
	
	
	
	


	Support Required
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 Outreach Service
	Direct, solution focussed input with young people and their families. 
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	Small group sessions for young people and their families. Great for children and young people who have lots of energy and struggle to calm, focus or manage their level of stimulation.
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Sleepy Kids


	Small group sessions for the parents of young people who are struggling with sleep. Practical support and information around establishing good sleep routines.
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Consultation
	An opportunity for case holders/ CAF leads to discuss strategies and ideas to support young people and their families who may not need direct input from the Outreach Team. 




	Reason for Referral (insert an X in the appropriate box)


	Independent Skills 
	
	Relationship Support
	

	Anger Management / Violence
	
	Sexualised Behaviours
	

	Social Skills
	
	Emotional Support
	

	Challenging/oppositional

Behaviour
	
	Attention seeking 

Behaviour
	

	Sleep
	
	Communication Skills
	

	Other (Please Specify)



	Reasons for referral.

Please include as much information as possible regarding the current situation and what you would like the outcome of intervention to be.

	


	Previous strategies used or recommended to improve the situation

	


	Referrer Details

	Name


	

	Job Title
	

	Referral Date


	

	Telephone Number


	

	Email Address
	


	Parent/Carer’s signature 

	Please note that no referrals will be accepted without a signature from parent/carers

	Name:
	

	I agree for this referral to be made to the Disability Outreach Team at Crocus Fields requesting support due to reasons outlined above. 

I agree to engage with the support provided by the Disability Outreach Team. 

	Signature:
	

	Date:
	


Disability Outreach Team 

Consent for obtaining and sharing information with other agencies. 
Obtaining and sharing information from other agencies is an important part of the support provided by the Disability Outreach Team as it gives a fuller picture of your child’s circumstances and needs. This information can be used to aid the planning of strategies to support your child. 

Sharing information also involves other professionals who may be able to offer services and support alongside, and following the involvement, of the Outreach Team. 
	Child Name:
	
	Date of Birth:
	


I agree for the Disability Outreach Team to contact the following professionals: 

	Agency and named contact
	Consent

Y/N

	Social Worker/ Family Support Worker: 


	

	Lead Professional:


	

	GP for child
	

	
	

	
	

	Schools/Nursery
	

	
	

	
	

	Health Visitor/Midwife
	

	
	

	
	

	Community Paediatrician 
	

	
	

	
	

	Consultant/Other Specialist 
	

	
	

	
	

	Physiotherapist/Occupational Therapist/Dietician/Other Therapist
	

	
	

	
	

	Short Breaks Worker/Key Worker
	

	
	

	
	

	Housing Provider
	

	
	

	
	

	Other named agencies 
	

	
	

	
	


I understand that the Outreach Team may decide to seek and share information, when I have refused consent, if my child is at risk of harm. I will be informed of this and receive reasons for overriding my consent. 

I agree to the sharing of relevant information between any of the agencies referred to above for the purpose of planning appropriate support for my child. 
I do NOT agree to share information with _________________________.

I agree that referrals can be made on my behalf to other agencies identified during Outreach Support 

I agree that the information provided by  myself and professionals will be recorded on a database and in case records and can be used by other agencies. 
	Signed:
	
	Date:
	

	
	
	
	

	Printed:
	
	
	


Disability Outreach Service Referral Form





The Outreach Team offers brief interventions for young people aged 0-19 with a disability. 





The young person must live within Nottingham City Council and have a formally diagnosed disability that impacts on their development or represents a risk to themselves or others. 





The parents/carers of the young person must be committed to working in partnership with the Outreach Team.





All children/young people referred to the service must be either open to a social care team, have a CAF or be part of a Priority Family for the duration of our intervention and not just at the time of referral.


 


Please do not refer to this service if the child/young person is currently engaging in other therapeutic intervention that would impact on or duplicate the referral.





All referrals are added to the team’s waiting list in the order in which they are received.  Children/young people who are on a Child Protection Plan are allocated promptly. Therefore should the child’s circumstances in relation to above change following referral to the team please inform us as a matter of urgency. 





All referrals are discussed at the team’s monthly team meetings following which the referrer will be informed if their referral has been approved or declined. 





Please return the completed referral form to � HYPERLINK "mailto:crocusfieldsoutreach@nottinghamcity.gov.uk" ��crocusfieldsoutreach@nottinghamcity.gov.uk�


Contact the team on the above number if you have any queries regarding the referral criteria
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