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PRIMARY LEARNER REFERRAL FORM
(Strictly Confidential)

	Information

	Date of Referral:
	
	Learner Name:
	

	Name of Referrer:
	
	Date of Birth:
	

	Name of School:
	
	Gender:
	

	School Contact Name:
	
	Ethnicity: 
	

	
	
	School Year:
	

	Telephone Number:
	
	UPN:
	

	Email:
	
	ULN:
	

	FSM 
	YES/NO
	LAC(CIC)
	YES/NO

	EHCP 
	YES/NO 
	Tuition on school INSET days
	
YES/NO

	Does the learner have any known allergies?
	YES/NO
	Does the learner require an EpiPen?
	YES/NO

	Part Time:  Short-term
Maximum 16 hours as a sole provider for 14 weeks (approx.)
Long-term
Maximum of 16 hours including one other form of education e.g., another alternative provider


	1st Provider: 
First Class Tailored Solutions 
	2nd Provider: 

	Parent/ Carer Details

	Name:
	
	Learner lives with parent/carer/guardian 

	Address:
	
	Email:
	

	
	
	Mobile Number:
	

	Additional Contact

	Name/Address:
	




	Information:


Email:
	

	Relationship:
	
	Phone Number:
	







	Reason for Referral/ Background Information 

	(Please include details of SEN)







	Risk Assessment
(Strictly Confidential)

	Other Agencies Involved: 
(Type of involvement and contact names/details)





	This risk assessment is for staff guidance. It should be considered carefully when dealing with the above named child. Please indicate the level of risk from emotional or physical outbursts in these (and any other) situations if the child is challenged.

	Situation
	Comments
	Level of Risk
L M H

	At Home
	
	

	Being Transported
	
	

	At Place of Education
	
	

	Lunch times/Break times
	
	

	Relationship to adults
	
	

	Probability of illegal substances
	
	

	Probability of self-harm
	
	

	Probability of carrying weapon
	
	

	Probability of risk to other
	
	

	Self-control
	
	

	Relationship to peers
	
	

	How learner adjusts to new situations
	
	

	Following instructions
	
	

	Handling stress
	
	

	Conflict resolution skills
	
	

	Taking responsibility for their own actions
	
	

	Any other comments: 




[bookmark: _Hlk140760554]


	First Class Provision Arrangements
	Timetable – please select preferred days

	Monday



am

pm
	Tuesday



am

pm
	Wednesday



am

pm
	Thursday



am

pm
	Friday



am

pm



Hours per week requested:                       

Start date:


End date:    


FCTS invoice to be sent to (full name): -





FCTS invoice to be sent to (email address): -











Signed by:                                                                                Date:



□ Subject to signed and returned SLA 2025-26



		Looked After Child (Child in Care)

	Is this a Looked After Child? If YES, please include name of social worker and contact details:








	Other Comments/Requirements:

	






	Current Information

	Attendance
	

	Medical /other information 
	


	[bookmark: _Hlk140496706]Academic Attainment 

	Reading Age: 











Other Subjects:


















	Planning for the future

	[bookmark: _Hlk141181667]Engagement/Expected Outcomes

	

	Transition Pathway



	Examination Pathway/Expected Outcomes





	[bookmark: _Hlk141186298]Learner Picture Pen

	Learner Strengths/ Interests

	

	Dislikes/Fears

	Further Staff Comments:




	Other Agency Involvement

	Agency
	Contact
	Phone Number / Email
	Nature of Involvement

	Attendance Monitoring
	
	
	

	CAMHS
	
	
	

	Social Care
	
	
	

	YOT
	
	
	

	Police
	
	
	

	FIP
	
	
	

	EPS
	
	
	

	Other (Please specify)
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