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CONNECTED MINDS
Self Referral Form
Supporting Parents of Children and Young People with SEND
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Effective Date: September 2026
Review Date: September 2027


Self Referral Form
Parent / Carer Details
Full Name: ____________________________________________
Address: ____________________________________________
Postcode: ____________________________________________
Telephone: ____________________________________________
Email: ____________________________________________
Child / Young Person Details
Name: ____________________________________________
Date of Birth: ____________________________________________
Age: ____________________________________________
School / Setting: ____________________________________________
Year Group: ____________________________________________
Local Authority: ____________________________________________
SEND Information
EHCP: ☐ Yes   ☐ No   ☐ In Progress
Diagnosis / Suspected Needs: ____________________________________________
Professionals involved: ________________________________________________
Reason for Referral
☐ SEND Advice
☐ EHCP Needs Assessment
☐ Annual Review
☐ School Meeting Support
☐ Communication with School/LA
☐ Reviewing Reports
☐ Letter Writing
☐ Benefits (DLA/PIP)
☐ General Advocacy
☐ Other
Please tell me about your concerns
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
What would you like Connected Minds to help you achieve?
__________________________________________________________________________________________
__________________________________________________________________________________________
Important Dates
	Annual Review
	

	School Meeting
	

	Assessment Deadline
	

	Appeal/Tribunal Deadline
	

	Other
	


Documents Available
☐ EHCP
☐ School Reports
☐ Educational Psychology Report
☐ SALT Report
☐ OT Report
☐ Medical Reports
☐ Emails/Letters
☐ Other
Communication Preferences
☐ Email
☐ Telephone
☐ Text Message
☐ Facebook Messenger (Business Page)
☐ Video Call
Accessibility / Adjustments
Please let me know if there are any communication or accessibility adjustments that would help me support you:
__________________________________________________________________________________________
Privacy
The information you provide will be used only to assess your referral and, if accepted, to provide advocacy services. It will be handled in accordance with the Connected Minds Privacy Notice and Data Protection Policy.
Declaration
☐ I confirm that the information I have provided is accurate to the best of my knowledge.
☐ I understand that submitting this referral form does not guarantee that Connected Minds will be able to offer advocacy services.
☐ If my referral is accepted, I understand I will be asked to sign an Advocacy Partnership Agreement and GDPR Consent Form before support begins.
Signature
Parent / Carer Name: ____________________________________________
Signature: ____________________________________________
Date: ____________________________________________
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