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Navigator Referral Form
	Date of Referral: 

	Young Person (YP)

	*Forename: 
	*Surname: 
 

	*Date of Birth:
 
	*Gender: 
Preferred Pronouns: 

	*Address, including Postcode: 

	*Diagnosis:

☐ ASD  ☐ LD    ☐ Both

Other Please specify



	*Phone Number (Young Person):
Home: 

	Email Address (Young Person):


	*NHS Number:
 
	Ethnic Origin:


	*Registered GP Surgery:
Name:   
Address:  


	Sexual Orientation: 

	*Current Residence:


	*Is the young person currently on the Dynamic Support Register (DSR):

             Yes ☐      No ☐     

*If ‘Yes’ what is the current rag rating:
             Red ☐      Amber ☐     Green ☐ 


	


	
Is YP aged between 0 – 25?                                                  Yes ☐      No ☐     


	
Is YP in Tier 4 hospital?                                                             Yes ☐      No ☐  

If ‘Yes’ name of hospital: ………………………….


	
Is YP in a specialist MH / ASD / LD hospital?                          Yes ☐      No ☐

If ‘Yes’ name of hospital: ……………………….                         
    

	
Is YP in a secure hospital?                                                        Yes ☐      No ☐     

If ‘Yes’ name of hospital: ……………………….


	
Is YP at risk of moving into a community residential placement or residential educational placement? 

                                                                                                       Yes ☐      No ☐


	
Is the YP living in a community residential placement or residential educational placement, and the provider has raised concerns that they feel unable to meet the YP’s needs and the placement is considered unstable?
                                                                        Yes ☐      No ☐


	
Is YP regularly (50% or more) not attending their educational placement or is in receipt 
of medical needs provision? 
                                                                                                           Yes ☐      No ☐


	
Is YP not leaving their residential setting for any appointments or social interactions or to have health needs met? 
                                                                                                             Yes ☐      No ☐


	Any referral forms that are deemed to have insufficient information, or do not include the specified supporting documentation will not be accepted.

	Reason for referral: 
Please provide detailed information to demonstrate how the young person (YP) meets the referral criteria above. This will help process the referral efficiently and ensure timely responses.















	*Desired Outcome: 












	Consent

	If the young person is under the age of 16:

	Parent/Guardian/Carer Details with Parental Responsibility:

	[bookmark: Text67]Name: 

	Relationship to Young Person: 


	Address: 


As above

	Telephone: 

Email: 

	Signature of Parent/Guardian/Carer: 

	Today’s date: 



If the young person is over 16 years of age, consideration must be made regarding the person’s capacity to consent to the intervention (Mental Capacity Act (2005). If a mental capacity assessment is required and the person is found as lacking capacity for this decision, a Best Interests Decision should be made. Both MCA and Best Interests Decision should be clearly recorded.

Does the young person have capacity to consent?            YES                NO 




	
If the young person is over 16 and has capacity: yes, email consent



	Young Person Details:

	Name:
	NHS No:
	

	Address:



Telephone:
Email:
	Date of Birth:
	

	
	Gender:
	

	Signature: as per email

	Today’s date: 




	
*If the young person does not have capacity:

	Details of Best Interest Decision Maker:

	Name:

	Tel:

	Email:

	Role:

	Organisation:

	Date of BI assessment decision:


	Signature:


	Today’s date:



*Please attach best interest decision form



I hereby confirm that I give NHS Norfolk and Waveney Integrated Care Board (ICB) my consent to access and update my/my child’s (named above) medical and health records held by; the NHS, GPs, Children’s Services, Education and any other organisation providing services to me/my child. Records will be accessed for the purpose of safely supporting me/my child in the community and I will be kept informed of who has been approached and supplied information. Once all information is received, I agree to this being shared with relevant professionals for the purpose of me/my child being safely supported.











	Next of Kin/Emergency Contact

	*Full Name:

	*Relationship to Young Person: 


	*Address:
 
	*Phone Number: 

	
	Email Address: 


	Additional Information: 
 




	Lead Professional

	*Name:

	*Job Title:


	*Organisation:

	*Team:

	*Address:





	*Telephone Number:


*Email Address:


	Additional Information:





	Key Professionals Involved

	Social Care: Social Worker / Family Support Practitioner

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	Education: SEN / Teacher

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	EHCP Co-ordinator

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	Health: School Nurse / Community Nurse / Continuing (Health) Care Nurse / IPP team

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	Other

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	Other

	Name
	
	Job Title
	

	Email Address
	
	Phone Number
	

	Professional Referral submitted by:

	*Name:
	*Job Title:
 

	*Organisation:

	*Team:

	*Contact Details:




Navigator Referral Criteria:
The Navigator service is available to support children and young people who meet the following criteria:
The young person must: 
· be aged between 0-25 years old 
· have a diagnosis of a learning disability, autism, or both

Either in:

· Tier 4 Hospital (0-18)
· Specialist MH/ASD/LD Hospital (18-25)
· Secure Hospital (low, medium or high) (18-25)
Or:
· On the Dynamic Support Register (DSR)  
· Regularly (4 or more within six months) requiring crisis interventions (For Example: Police, Ambulance, CAIST, CRHT, A&E) due to a mental health difficulty.
· Living in a community residential placement/ residential educational placement, and the provider has raised concerns that they feel unable to meet the young person’s needs and the placement is considered unstable.
· At imminent risk of moving into a community residential placement/ residential educational placement. 



Alternatively, the young person must: 

· be aged between 0-25 years old 

· have a diagnosis of a learning disability, autism, or both

AND meet both of the following criteria: 

· [bookmark: _Hlk212540211][bookmark: _Hlk212540708]Not leaving their home/residential setting for any appointments or social interactions or to have health needs met.
· [bookmark: _Hlk212540190]Regularly (50% or more) not attending their educational placement or is in receipt 
of medical needs provision.

Please submit referral form to: nwicb.cypnavigators@nhs.net
Any referral forms that are deemed to have insufficient information, or do not include the specified supporting documentation will not be accepted.
*Mandatory field						      REVIEWED 29.10.2025
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