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Please return completed form to: earlyyears.sensupport@bristol.gov.uk
Type of support requested: please tick
	Portage Home Visiting Service 
Referral criteria – Tick to confirm that child:
1. is resident in Bristol;
2. is under compulsory school age;
3. is not attending a childcare setting; and
4. has SEND in two areas of development 

	Advice around inclusion for a child with a diagnosis of Autistic Spectrum Disorder
Referral criteria – Tick to confirm that child:  

1. is resident in Bristol;

2. is under compulsory school age;
3. Has a written diagnosis of autism 


	Child’s Name
	
	M
	F
	Name of

Parent/Carers 
	

	Child’s Address 
	
	Email
	

	
	
	Landline
	

	
	
	Mobile
	

	Child’s Date of Birth
	
	First Language
	
	Ethnicity (see codes)
	

	Child’s NHS Number
	
	Are they a ‘looked after’ child?
	Yes
	No

	

	Referrer name and address:


	

	Contact Number
	

	Email address
	


	Child’s Areas of Special Educational Need/Disability
please tick
	Cognition and Learning Difficulties


	
	Physical Impairment
	

	
	Speech and Language Difficulties


	
	Social Communication Difficulties
	

	
	Hearing Impairment


	
	Visual Impairment
	

	
	SEMH needs

	
	Medical Needs
	

	
	Diagnosis of Autism
	Date of diagnosis:

	Other Diagnosis
	Please specify:



	Does the child attend an Early Years Setting/
Childminder?
	Sessions
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	Morning


	
	
	
	
	

	Yes
	No
	Afternoon
	
	
	
	
	

	AYR
	TTO
	
	
	
	
	
	
	

	Name of Early Years Setting or Childminder:
	


Services and names of professionals involved: 
Please indicate services involved and attach the most current report from each service where possible.
	Service
	Name of Professional
	Contact Number/Email address

	Speech & Language Therapy


	
	

	Physiotherapy


	
	

	Health Visitor


	
	

	Lifetime Service


	
	

	Sensory Support Service


	
	

	CAMHS


	
	

	Educational Psychology


	
	

	Children’s Social Worker


	
	

	Occupational Therapy


	
	

	Community Paediatrician


	
	

	Other


	
	


Further Information: Please provide as much detail as possible to support the referral.
	Child’s Development

	Personal, Social and Emotional Development

	

	Physical Development

	

	Communication and Language

	

	Medical Needs and/or Other Information

	


	Family and Environmental

	


	What Support is currently in place for the child?

	


	What do you hope will be the positive outcomes of this referral?

	


	Any additional information relevant to the referral that the team needs to know in order to respond? e.g Interpreter required, communication, safety, access

	


Parent / Carer Signature: 
Please provide parent/carer with the link to our privacy notice and obtain a consent signature where possible
	Your information will be stored and shared in accordance with the Privacy Notice available on Bristol City Council website: www.bristol.gov.uk/EarlyYearsInclusionPrivacyNotice 
Signature of parent/carer: ………………………………………………… Date: …………………




Ethnicity Codes:

	Category
	Code

	MAIN CATEGORY: WHITE
	 

	White - British
	WBRI

	White - Irish
	WIRI

	Traveller of Irish Heritage
	WIRT

	Any Other White Background
	WOTH

	Gypsy / Roma
	WROM

	MAIN CATEGORY: MIXED / DUAL BACKGROUND
	 

	White and Black Caribbean
	MWBC

	White and Black African
	MWBA

	White and Asian
	MWAS

	Any Other Mixed Background
	MOTH

	MAIN CATEGORY: ASIAN OR ASIAN BRITISH
	 

	Indian
	AIND

	Pakistani
	APKN

	Bangladeshi
	ABAN

	Any Other Asian Background
	AOTH

	MAIN CATEGORY: BLACK OR BLACK BRITISH
	 

	Black Caribbean
	BCRB

	Black - African
	BAFR

	Any Other Black Background
	BOTH

	MAIN CATEGORY: CHINESE
	 

	Chinese
	CHNE

	MAIN CATEGORY: ANY OTHER ETHNIC GROUP
	 

	Any Other Ethnic Group
	OOTH

	Refused 
	REFU 

	Information Not Yet Obtained
	NOBT
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