[image: Corporate Intranet]SPECIALIST TEACHING SERVICE
HEARING SUPPORT TEAM
REFERRAL FORM

Please answer in BLOCK CAPITALS






	Child/Young Person (CYP) Information

	Legal first name:
	
	DOB:
	

	Legal surname:
	
	Gender:
	

	Other name:
	
	First language:
	

	Is the CYP in care?
	Y/N
	Is the child adopted?
	Y/N

	CYP home address
	


	Early years setting/School
	


	Parent/Carer Information (all those with parental responsibility)

	Name:
	

	Relationship:
	
	Preferred language:
	

	Address (if different from above)
	

	Email address:
	
	Telephone number:
	

	Name:
	

	Relationship:
	
	Preferred language:
	

	Address (if different from above)
	

	Email address:
	
	Telephone number:
	

	Referral Information:

	Referred by:
	

	Role:
	

	Address:
	


	Email Address:
	

	Telephone number:
	
	Date:
	

	Reason for the referral:
Please give details of the hearing difficulties
	




	Does the child have a diagnosed hearing loss?
Where do they have their audiology if known eg LRI Hearing services 
	Y/N

	What is known about the level of loss?
	

	Equipment used:
(Please circle)
	Hearing Aid / Cochlear Implant / Assistive Listening device/BAHI

	Current interventions/modifications:
	

	Other professionals Involved:
	

	Are there any additional needs?
	


	What are your concerns?
	


	I confirm that the information given in this form is to my knowledge true, complete and accurate. The parents/carers of the named child or young person have been made aware of this request for the involvement of Leicestershire Hearing Support Team.

For information see the Fair Processing Notice for Leicestershire County Council SEN Department:
https://www.leicestershire.gov.uk/sites/default/files/field/pdf/2022/5/6/Psychology-sena-and-sts-fair-processing-notice.pdf


	Signed:	
	Date:

	Printed:
	

	Please send completed forms and attached documentations via the Anycomms/AVCO system to the Specialist Teaching Service.

Alternatively, please send by secure Egress email to sts@leics.gov.uk
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