Advisory Teaching Service
Augmentative and Alternative Communication (AAC)
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Request for Assessment/Reassessment for
 AAC  
Referral Form

	1.
	Who should be considered as the key person with responsibility for this referral?

	Name of professional 
	
	Date of Referral: 

	School
	

	Address
	



	Email address
	
	Phone No.
	

	Role
	
	Signature
	



	2.
	The Child or Young Person (CYP)

	Name
	
	Date of Birth
	

	Setting/School
	
	Year Group
	

	Home Address
	


	Name of parent(s) / guardian(s) / carer(s)

	
Contact telephone number: 



	Please give details of the CYP’s disability or limiting condition

	




	At what stage of the SEND Code of Practice is the CYP?

	





	3.
	Basis of Referral

	Is the communication need mainly for:

	

	
	
	Understanding language

	

	
	
	Communicating verbally

	

	
	
	Using written communication

	



	What equipment / resources have been provided for the CYP to date?

	Type of equipment/resource
	Please specify

	Low-tech communication system, e.g. symbol book
	

	Access device(s), e.g. switches, alternative keyboard, rollerball
	


	Supportive software 
	



	Portable writing aid
	



	Computer
	

	Voice output communication aid, e.g. Big Mack, Message Mate etc.
	



	Other
	

	
If resources have been available are these now inadequate? If so, in what way?

	




	What steps have been made to address this situation?
(Include, where appropriate, details of equipment/resources trailed etc)

	






	
Please specify, as precisely as you are able, the equipment/resources you feel the CYP needs that is not/are not currently available

	








	4.
	Please give details of those people/professions who play a part in meeting the needs of the CYP and indicate whether their support for this referral has been sought

	Role
	Name and Email Address
	Contact number
	Support? ()

	Parents/carer
	
	
	

	Head teacher
	
	
	

	Teacher
	
	
	

	SENCO
	
	
	

	Speech and Language Therapist
	
	
	

	Occupational Therapist
	
	
	

	Physiotherapist
	
	
	

	SEN Support Services
(please specify)
	
	
	

	Other
	
	
	

	Other
	
	
	





	5.
	Please give any further information which you feel would be helpful when considering this CYP’s referral

	











	6.
	Please give details of any on-going support available

	

	Classroom support?
	Yes
	
	No
	
	

	

	If yes, please give details:

	





	

	Technical support?
	Yes
	
	No
	
	

	

	If ‘yes’, please give details:

	





	Other? (please specify)

	










	
7.
	Will an interpreter be needed for the purpose of the assessment?

	

	
	Yes
	
	No
	
	

	





	
8.
	Signatures and Consent

	

	I consent to the Advisory Teaching Service becoming involved with my child. I understand this may involve them consulting school staff and other professionals, observing, talking to, testing and working with my child and attending  meetings about my child. 

I understand that I will be given a copy of all Advisory Teaching reports, that a file will be opened for my child, which will be kept in a secure place, and that the information it contains will be maintained securely and confidentially.

Information sharing

I give consent for information and reports regarding the health and wellbeing of my child to be shared with the Advisory Teaching Service, including information about appointments, the results of testing, diagnoses and medical reports.

I consent to the information held on this file being shared with other relevant professionals such as teachers, health and social workers, to inform their work. 

Please be aware that without your consent the Advisory Teaching Service is
unable to have any involvement with your child.

I have read the County Council’s GDPR Privacy Notice and will keep a copy for future reference. (Also available at: https://www.gloucestershire.gov.uk/council-and-democracy/data-protection/service-specific-privacy-notices/)

Name of child…………………………………………………………………………………….

Name of parent / carer…………………………………………………………………...............

Signature………………………………………………………………………………………….

Date…………………………….

Additional comments from Parent / Carer.






	

	

	Are you happy for the Advisory Teaching Service to use secure email (Egress) to send information about our visits?  (You will be asked to set a password)

No/Yes		Email:

General Data Protection Regulations / The Data Protection Act 2018. This information is being collected to determine the educational needs of the named child, but may also be shared with other relevant professionals and agencies. Please see the Privacy Notice included in the referral pack for further information, view on the Advisory Teaching Service website, or contact the Advisory Teaching Service; telephone 01452 583728.

	
Please note that we cannot proceed with the referral without a signature of consent from the above

I understand that this document is the first step in the application process and that it will be used to judge the CYP’s suitability for AAC.



	Signature of staff responsible for referral:
	




	Date:
	






Thank you for taking the time to fill in this form. 
Please return it to:

Specialist Lead in AAC
Advisory Teaching Service, 
3rd Floor, Block 4 (Bridge) 
Shire Hall, Westgate Street, 
Gloucester. 
GL1 2TG

Email: sue.keightley@gloucestershire.gov.uk  




	
PLEASE ATTACH ALL COPIES OF RELEVANT INFORMATION IN SUPPORT OF THIS REFERRAL











Gloucestershire Guidelines for AAC June 2020
2
image1.jpeg
2xGloucestershire

U
COUNTY COUNCIL





