Y7- 9 Autistic Young Person Creative Programme – Referral Form
To make a referral, please complete and email this form to creativehealth@croydon.gov.uk. You can find out more about data processing for this programme by visiting https://bit.ly/4lZIoRS.
	School/organisation details

	School/organisation name
	

	Name of referrer
	

	Role of referrer
	

	Email/phone for referrer
	

	

	Young person and parent/carer details

	Name of young person:

	Preferred name (if relevant):

	School Year (25/26): 
	Date of birth: 

	Name of parent/carer: 

	Relationship to young person: 

	Parent/Carer Mobile:
	Parent/Carer Email: 

	Has the parent/carer agreed for the Creative Health team to contact them about the project?  
Yes ☐  No ☐


	How did you hear about this programme?



	Referral information

	Why are you referring this young person to the programme? You may wish to refer to the Referral Criteria for the relevant programme strand.
	

	Does the child have an EHCP? If yes, please share what support is required.

Please note, this project is not for young people with general learning or intellectual disabilities. We will do our best to accommodate other additional needs. However, support for more complex needs may not be possible during this pilot phase.
	

	Does the child have any other additional needs?

	

	Is there any other information you think would be helpful to share?
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