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Integrated Service For Children With Additional Needs (ISCAN)

Referral Form
Child/Young Person’s Details

	Surname:       
	Forenames:      
	Child/Young Person’s first language or preferred means of communication:       

	Alias:       
	DOB or expected date of delivery:       
	

	Gender:    Male  FORMCHECKBOX 
      Female  FORMCHECKBOX 
      Unborn  FORMCHECKBOX 

	

	Address:       
	Current address if different from that shown opposite:  

     

	Postcode:       
	Tel:       
	Postcode:       
	Tel:       

	Diagnosis (if any):
	
	
	

	Ethnicity:

(please use descriptors at end of form)
	Nationality if not British:
	Religion:


Child/Young Persons Main Carers

	Name
	Relationship to Child/Young Person
	First Language
	Ethnicity
(please use descriptors at end of form)
	Parental 

Responsibility

	     
	     
	     
	     
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	     
	     
	     
	     
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Parents/Carers First Language:       
	Are any of the main Carers disabled?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 



Parent’s Details If Not Main Carers

	Mother’s name:       
	
	DOB:       

	Address:       
	Postcode:       
	Tel:       

	Mother’s first language:       
	Mother’s ethnicity:       

	Father’s name:       
	
	DOB:       

	Address:       
	Postcode:       
	Tel:       

	Father’s first language:       
	Father’s ethnicity:       
	Does Father have parental responsibility?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Is either Parent disabled?
	Mother  FORMCHECKBOX 
 Father  FORMCHECKBOX 
 None  FORMCHECKBOX 



Parent/Carers Consent

	Has consent been obtained from the parent/carer to make this referral?
	Written  FORMCHECKBOX 
        Verbal  FORMCHECKBOX 
       

	Please ensure that you complete the attached consent form as written consent should be obtained


Child/Young Persons Siblings

	Name:
	Sex:
	DOB:

	
	
	


Child/Young Person And Family Networks

	Significant family members who are not members of the Child/Young Person’s household

	Name
	DOB
	Relationship
	Address
	Postcode
	Tel

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Additional needs

Details of any special requirements e.g. signing, interpretation or access needs for child and/or their parents or other members of the household:

Reason For Referral
	Reason for referral/request for services (ie. Multi-agency discussion to determine services / Request for Lead Professional to co-ordinate services – your reason for referral must be descriptive, failure to provide this will result in your referral being returned/declined) (N.B. -  Single service referrals should be referred directly to individual agencies)

In order to assist with ISCAN Multi-Agency discussions, please provide birth history or any other relevant information that will be useful (failure to provide this will result in your referral being returned/declined)

Parents concerns:

Child/young persons views:



	Referred by:       
	Date:       

	Agency/relation to Child/Young Person:       

	Address:       
	Tel:       


Key Agencies

	Agency
	Name
	Address including postcode
	Telephone

	General Practitioner
	     
	     
	     

	Health Visitor
	     
	     
	     

	Nursery or School
	     
	     
	     

	Other Agencies (please specify)
	     
	     
	     


Safeguarding The Child

	Relevant information:

Is the child on the chid protection register? Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
   If yes, under what category?                              Date of registration:
Are any other Child(ren)/Young Person(s) in the family is/has been on a Child Protection Register:
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Name:       
	Date of Registration:       
	Date of De-Registration:       

	Name:       
	Date of Registration:       
	Date of De-Registration:       

	Other Child(ren)/Young Person(s) in the family(s) is/has been Looked After by a Local Authority:

	Name:       
	Start Date:       
	End Date:       

	Name:       
	Start Date:       
	End Date:       


Ethnicity descriptors:

	Black or Black British
	Asian or Asian British
	White
	Mixed
	Other Ethnic Groups

	Caribbean

African

Any other Black Background


	Indian

Pakistani
Bangladeshi

Any other Asian Background 

	White British

White Irish

Any White Background
White Welsh


	White & Black Caribbean

White & Black African

White & Asian 

Any other Mixed Background 

	Chinese

Any other ethnic group
Not given 

	
	
	
	
	If other, please specify:      


	Name of Referrer (Print Name)       
	Signature:       
	Date:      



N.B. Please ensure that signed parental consent form is attached to the referral


Integrated Service for Children with Additional Needs (ISCAN)

Consent form

You have been given this form because a professional working with your child believes that a discussion of his or her needs at the ISCAN multi-agency meeting/panel would help in coordinating his or her care. Referrals may also be sent onto identified agencies for consideration of input.

ISCAN is an integrated service where professionals from health, education, social care and the voluntary sector work together to provide support for families of children with additional needs.

As ISCAN is made up of a number of professionals employed by different agencies you must provide your written consent before a discussion can take place. Please be aware that the discussion may include information about members of your family in so far as family members may have a role in the care and support of your child. Declining to sign any part of this form will not affect your child and family’s rights or entitlement to services in any way.

I consent to information concerning my child’s care being discussed in an ISCAN meeting: 

I consent to information concerning my child’s care being referred onto identified agencies for consideration of input: 

Signature of parent/guardian:

Name of parent/guardian(print):

Date:

Name of child:

Address:

Child’s Date of Birth:
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