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District Inclusion Partnership Referral

Referrer details:
	School:


	DFe Number:

	Referrer details:
Name:
Job title:
Contact:

	Referral date: 

Next DIP meeting date:




Pupil Details:
	Name:

	DOB:

	Year Group:

	UPN: 

	Pupil Premium? Yes/ No

	SEN? (please tick)

N- No SEN
K- SEN Support 
E- EHCP




Support Services:
	Service
	Involvement
	Details of keyworker: 

	Behaviour support service
	


	

	LAC
	


	

	Education Psychologist
	


	

	LST/ SSU
	


	

	Youth Offending Team (YOT)
	



	

	Child and mental health services (CAMHS)
	

	

	Substance Misuse Support Services (T3)
	


	

	Other service commissioned by DIP
	





	



Referral Reason:

	Reason for Referral: (please tick) 

Reduced timetable: Yes/ No

1. Permanently excluded pupil

2. Persistent disruptive behaviour

3. Refusal to engage with support

4. Elective home education issues

5. Fair Access Protocol

6. Social and Emotional

7. PRU Pupil reintegration

8. Medical

Further Information:
















Parental Agreement:
Are parents aware of this referral? Yes/ No
Do the parents’ consent to the referral?
[bookmark: _GoBack]Signature_________________
For use at DIP Meeting:
	Date of DIP: 


	DIP Recommendation: (please tick)


1. Monitor

2. Alternative provision


3. PRU

4. Managed Move


5. PRU Dual roll (intervention place)
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