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	Complex Cases Panel 
Referral form


· Please complete all the required information. Grey boxes are essential information.  
· The referral will not be considered unless approval has been given by the relevant Head of Service.
Information will be shared in line with the privacy statement and Information Sharing Agreement with the NHS Derby and Derbyshire Clinical Commissioning Group
https://www.derby.gov.uk/media/derbycitycouncil/contentassets/documents/dataprotection/cyp-pn-l2-v4.pdf
	SECTION 1 – CHILD / YP INFORMATION

	REFERRER DETAILS:

	Date of referral:

	Name of Referrer and Title:

	Address & Tel No: 

	Child/YP full name:
CCM Number: 
Legal Status (if applicable): 

	D.O.B
	
	Age:

	Ethnic Origin:
	
	Religion:

	First Language:
	
	Sex:

	Current Address:
	Town/city only
	Registered GP and address:



	Known to Health/ CYPD/Other Agency:

(give details)
	
	School/Education Details:



	
	
	Does the child/yp have an SEN? YES / NO

If ‘yes’ please attach their EHC Plan

	PARENTAL DETAILS: Include everyone known to have parental responsibility for the child/young person

	Name 1 :
	
	Relationship to the child: 

	Ethnic origin:
	
	First language: 

	Address:
	Town/city only
	

	LEAD PROFESSIONAL FOR THIS CASE (if more than one please detail):

	Name and Title:

Health/Education/Social Care (delete as appropriate)
	
	Address:

	Telephone No:
	
	Mobile No:

	KEY PROFESSIONALS AND PROVIDER AGENCIES INVOLVED:

	Name and Title:
	
	Address:

	Telephone No:
	
	Mobile No:

	Name and Title:
	
	Address:

	Telephone No:
	
	Mobile No:

	

	SECTION 2 – SUMMARY OF REQUEST

	What are you requesting from Complex Needs Panel (incl any relevant background history):


	What are the Social Care Needs?

· Attach relevant reports
	

	What are the Health Needs? 

· Type of need: Mental Health/ Learning Disability/Physical Disability/Behavioural/other

· Level of need: Escalating /Reducing/no expected changes/tier 3/tier 4

· Strengths and Difficulties questionnaire undertaken?

· If yes, date completed & score 
· Recommendations:
· Attach relevant health reports 
	

	Has an Education, Care Treatment Review been undertaken (ECTR)?
	Yes/No   Please give details

	What are the Education Needs?

· If SEN please attach EHCP
	

	What are the outcomes you are hoping to achieve?
	

	Has the intervention been undertaken previously?
	

	How long is the intervention required? 
ie. Short term (0-6 mths) / Long Term (6 Mths +) / One off request
	

	Is the intervention court directed?
	 Yes / No

	What local provision has been explored?


	If local provision is not available to meet the need of the child/YP please provide quotes from 3 different providers: 

These must show how the provider is supporting needs and expected outcomes.

	Package 1:   

Provider Name:

Package offered:

Outcomes: 

Cost:
	

	Package 2:

Provider Name:

Package offered:

Outcomes: 

Cost:
	

	Package 3:

Provider Name:

Package offered:

Outcomes: 

Cost:
	

	

	SUPPORTING PAPERWORK

	You must include relevant reports from professionals.

IF SEN, attach EHC plan.

	

	AUTHORISATION

	All referrals require the following approvals before consideration at panel:

	Service Manager: 
	Name / signature / date

	Head of Service: 
	Name / signature / date


Privacy Statement 
https://www.derby.gov.uk/media/derbycitycouncil/contentassets/documents/dataprotection/cyp-pn-l2-v4.pdf
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