North Lincs & North East Lincs SEND Sleep Service Referral Form


	Name of Child:
	

	Name of Parent/Carer(s):
	

	Relationship to Child:
	

	Child’s Date of Birth:
	

	Address of Family:

INCLUDING POSTCODE
	

	Parent/carer’s Telephone No:
	
	Carer Email:

	Are we OK to contact by:

(circle appropriate ones)
	           Email                                   SMS                                       Telephone 

	Other Children in Family:

(Please include age/DOB)
	

	Disability Classification   Please highlight category below:

1

Sensory impairment
4

Learning Disability

7
Profound/multiple disabilities
2
Speech, language & communication
5

Medical need/genetic condition
8
Social & emotional health
3

Physical disability
6

Autism spectrum/ADHD
9
Other – please specify
Ethnic Coding Table      Please highlight category below:

( a) WHITE

(b) MIXED

(c) ASIAN or ASIAN BRITISH

(d) BLACK

(e) OTHER

A1
British
B1
Caribbean

C1
Indian

D1
Caribbean

E1
Chinese

A2
Irish
B2
African

C2
Pakistani

D2
African

E2
Other

A3
Other
B3
Asian

C3
Bangladeshi

D3
Other

B4

Mixed

C4
Other Asian



	Name of Referrer:

	
	Agency: 

	Telephone No:


	
	Referrer Email:


	Please give details of child’s disability or special needs:


	Name of educational setting:



	Please give details of the reasons for making this referral (box will expand with information):



	Melatonin status at point of referral 
(please tick)


	Not on Melatonin 

Taking Melatonin less than 6 months 

Taking Melatonin more than 6 months


	GP name / surgery
Address 

	

	Melatonin dosage and prescriber 
	
	GP contact number
	

	Have verbal consent for this referral and for KIDS to store information above on the KIDS database. 
	        Yes                        No 
	Have verbal consent to share statistical information with Transforming Care Partners (commissioners of this service) 

	Yes                       No 

	If NO to above question, have we got verbal consent to store info in secure place in KIDS Hull office
	Yes                        No       

	Signed:


	
	Date:
	


Please complete and return to karen.tyas@kids.org.uk / Tel: 01482 467540. Please password protect referral or send encrypted

