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      REFERRAL & INFORMATION FORM (VI)

	CHILD’S NAME:               
Known as:  
Gender:                                                  
	DATE OF BIRTH:
Age at referral:
Year group at referral:

	Home Address: 

	Post Code: 

Home Local Authority: 

	Parent/Carer:
Relationship to child:
Mobile:
Email:
	Child in Care: ☐

	
	Telephone Landline: 


	Parent/Carer:  
Relationship to child:    
Mobile:
Email:                                                 
	Ethnicity:

	Child’s First Language:
Child’s Second Language:
	Parents/Carers Language - If different from Child’s:

	Date of Referral: 
Name of person referring the child: 

Title/Role of Referrer:
	Referrer’s Tel. no:
Referrer’s Mobile no./extension code: 

Referrer’s email: 

	Have those with parental responsibility agreed to this referral?   Yes ☐      No ☐
Have those with parental responsibility agreed to this service contacting other professionals involved?   Yes ☐      No ☐
Is the child/young person aware of this referral?    Yes ☐      No ☐



	SCHOOL / SETTING NAME:

	Name of Headteacher / person in charge:

	Address:

	Setting LA:
	Email:

	Telephone:
	Name of SENDCo:
Email:

	Does the child/young person have an EHCP: 
Yes ☐      No ☐    Applied for ☐
	Band/Top Up Funding Amount + Level:

	Primary Need:
	Secondary Need:

	Teaching Assistant /Support hours:
	






	Child’s Eye Condition

	Please indicate any relevant information about the child’s eye condition:


When and where was the pupil’s vision last tested, by whom and their designation?


Date of assessment:





	Reason for Referral:
For early years, school age/post 16 children and young people please comment on any barriers to access that you think may be a result of vision impairment (for example functioning in the classroom including access to print, socialisation/friendships, self-help skills, independence skills, mobility, access to learning materials, whiteboard, TV, ICT etc. health & Safety issues in practical subject areas)



Any other relevant information including medical issues, additional special educational needs or safeguarding issues:






	    Other Professionals/other agencies involved e.g. teaching/education, medical staff

	Date
	Name
	Designation
	Email, phone, address

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	







Please note that prior to our involvement we will need to obtain up to date medical information about the child.


Please return this completed Referral form to: 
Sensory Support Service email: sensorysupportservice@bristol.gov.uk and mark as:
NEW REFERRAL VI

DURING Bristol Schools’ term dates you can also post the Referral form to: 
NEW REFERRAL VI
Sensory Support Service 
Elmfield House 
Greystoke Avenue 
Westbury-on-Trym 
Bristol BS10 6AY.

Telephone: 0117 9038441/2/3 (Term time)







































The following sections are for Office use
	VS TEACHER: 
	Date:
	Level of Support:  
Hours for Level 3:



	Date of First Contact:  

	Date of First Visit: 
	Date Report Sent:

	Confirm new referral forms are completed - this one and referral outcomes/questionnaires: ☐ 


	Important Notes:

	Outcome:                      N.b. See codes at end of sheet



	[bookmark: _Hlk57639272]Eye Conditions:


Hospital Registration:
Registered VI:  ☐
	Degree of Loss and NatSIP level
Date:
Near:            
Distance:
N.b. for database use NatSIP levels, record worst level of VI

	Additional Needs/additional medical information:

	Date:
	
	
	
	
	

	Near:
	
	
	
	
	

	Distance:
	
	
	
	
	




	Vision loss reference tables from NatSIP eligibility framework see NatSIP eligibility framework for further information

	[bookmark: _Hlk57721263]
DISTANCE Vision - corrected vision both eyes open

	[bookmark: _Hlk57721472]Mild vision loss
	Within the range 6/12 - 6/18 Snellen/Kay (LogMAR 0.3 – 0.48)

	Moderate vision loss
	Less than 6/19 - 6/36 Snellen/Kay (LogMAR 0.5 – 0.78)

	Severe vision loss
	Less than 6/36 - 6/120 Snellen/Kay (LogMAR 0.8 – 1.3)

	Profound vision loss
	Less than 6/120 Snellen/Kay (LogMAR 1.32+)

	
NEAR Vision - corrected vision both eyes open

	Mild vision loss
	N14-18

	Moderate vision loss
	N18-24

	Severe vision loss
	N24-36

	Profound vision loss
	Educationally blind/Braille user/can access small quantities of
print larger than N36



	Outcomes of Referral

	Code
	Actions taken

	NSS NFA
	Not sensory support – no further action

	NSS Inf.
	Not sensory support – information sent

	NSS Ref.
	Not sensory support – referred to another service

	AR – A + R
	Appropriate referral – Assessment + Recommendations – no further involvement

	AR – A + L1
	Appropriate referral – Assessment + Level 1

	AR – A + L2
	Appropriate referral – Assessment + Level 2

	AR – A + L3
	Appropriate referral – Assessment + Level 3 = Weekly/Fortnightly  support

	AR – A + OC
	Appropriate referral – Assessment + Out of county (hospital referrals)
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