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The Dynamic Support Register (DSR) is a list of people with learning disabilities or who are autistic or both who are at risk of being admitted to hospital. 

The register makes it easier for the people who support you to respond quickly if your care is not meeting your needs. 

The register helps people work together to make sure you stay safe and well.

The register helps services work with you to agree what support you may need.

If you want to be added to the DSR please complete as much of this form as you can and submit it via      e-mail to cypqualitysnee@snee.nhs.uk or post to: 

DSR Self-referral, 
NHS Norfolk and Suffolk ICB, 
Endeavour House, 
Russell Road, 
Ipswich 
IP1 2BX

If you have any difficulty filling in this form, please contact us. Our e-mail address is:
cypqualitysnee@snee.nhs.uk

Please leave your contact details and we will get back to you as soon as possible. We can then discuss your situation and let you know if you are eligible.

The questions with an * must be completed. 













Section 1. Child or Young Person’s Details

	*Surname:
	

	*First Name:
	

	Known as:
	

	*Gender:
	

	*Date of birth:
	Click or tap to enter a date.
	NHS Number:
	

	Spoken Language:
	

	Interpreter required:
	Yes / No (delete as appropriate)

	What reasonable adjustments are needed:
	

	*Current Address including postcode:
	

	Young person’s home phone number:
	

	Young person’s mobile phone number:
	

	Young person’s e-mail address:
	

	Name of school/educational placement:
	                                     

	School/Educational placement address:
	

	Name of GP Surgery:
	

	GP Name:
	

	Does the child or young person have a Learning Disability diagnosis:
	Yes / No (delete as appropriate)

	Does the child or young person have an Autism diagnosis:
	Yes / No (delete as appropriate)

	Mental Health Diagnosis:
	




Section 2. Current Treatment Pathway

Please tell us if you have any of these plans in place.

	Do you have an Education and Health Care Plan (EHCP)?
	Yes / No (delete as appropriate)

	Do you have an Individual Education Plan (IEP)?
	Yes / No (delete as appropriate)

	Do you have a Care Programme Approach Care Plan?
	Yes / No (delete as appropriate)

	Do you have a Child in Need Plan (CIN)?
	Yes / No (delete as appropriate)

	Do you have a Child in Care Plan (CIC)?
	Yes / No (delete as appropriate)

	Do you have a Child Protection Plan (CP)?
	Yes / No (delete as appropriate)

	Do you have a Family Network Plan?
	Yes / No (delete as appropriate)



Section 3. Reason for referral

	[bookmark: _Hlk155370435]*What are you worried or concerned about?

What has happened / is happening that concerns you, and what is the impact on, you and your family?
	

	*What is working well?

What is your support network or services doing that helps? What is supporting you and your family regarding your concerns or worries? Who is already helping?
	

	*How long have these needs been present for?
	

	*What do you think needs to happen to help reduce your concerns? 

What specific help, support or advice is needed? (relating to emotional, physical health, healthy lifestyles, sexual health and transition stages for example?)
	



Section 4. Family details

	[bookmark: _Hlk155339451]Contact number 1

	Full name:
	

	Address:
	

	Home phone number:
	

	Mobile phone number:
	

	E-mail address:
	

	Parental responsibility:
	Yes / No / Not applicable (delete as appropriate)

	Relationship to person being referred:
	



	Contact number 2

	Full name:
	

	Address:
	

	Home phone number:
	

	Mobile phone number:
	

	E-mail address:
	

	Parental responsibility:
	Yes / No / Not applicable (delete as appropriate)

	Relationship to person being referred:
	








Section 5. Is the person being referred receiving support from other professionals? 

	Is this child or young person receiving support from a Social Worker?
	Yes / No / Unsure (delete as appropriate)

	If yes, name of Social Worker:
	

	Social Worker office phone number:
	

	Social Worker mobile phone number:
	

	Social Worker e-mail address:
	

	Is this child or young person receiving support from a CPA Care Coordinator?
	Yes / No / Unsure (delete as appropriate)

	If yes, name of CPA Care Coordinator:
	

	CPA Care Coordinator office phone number:
	

	CPA Care Coordinator mobile phone number:
	

	CPA Care Coordinator e-mail address:
	

	Is this child or young person receiving support from a Psychiatrist?
	Yes / No / Unsure (delete as appropriate)

	If yes, name of Psychiatrist:
	

	Psychiatrist office phone number:
	

	Psychiatrist mobile phone number:
	

	Psychiatrist e-mail address:
	

	Is this child or young person receiving support from the Intensive Support Team?
	Yes / No / Unsure (delete as appropriate)

	Intensive Support Team office phone number:
	

	Intensive Support Team mobile phone number:
	

	Intensive Support Team e-mail address:
	

	Is this child or young person receiving support from LD CAHMS?
	Yes / No / Unsure (delete as appropriate)

	LD CAHMS office phone number:
	

	LD CAHMS mobile phone number:
	

	LD CAHMS e-mail address:
	

	Is this child or young person receiving support from a Youth Justice Worker?
	Yes / No / Unsure (delete as appropriate)

	If yes, name of Youth Justice Worker:
	

	Youth Justice Worker office phone number:
	

	Youth Justice Worker mobile phone number:
	

	Youth Justice Worker e-mail address:
	

	Is this child or young person receiving support from CHRIS (Co-ordinated Help and Risk Intervention Service)?
	

	CHRIS office phone number:
	

	CHRIS mobile phone number:
	

	CHRIS e-mail address:
	

	Is this child or young person receiving support from an Advocate?
	Yes / No / Unsure (delete as appropriate)

	If yes, name of Advocate?
	

	Advocate office phone number:
	

	Advocate mobile phone number:
	

	Advocate e-mail address:
	

	Is this child or young person receiving support from anyone else? (for example, eating disorder or early help?)
	



Section 6. Referrer details

	[bookmark: _Hlk155551591]Name *
	

	Relationship to referred person *
	

	Address *
	

	E-mail address *
	

	Phone Number *
	

	Date *
	



ICB Decision – For official use only 

	Have the family contacted for further discussion:
	Yes / No (delete as appropriate)

	Cheshire & Wirral Dynamic Support Database Clinical Support Tool Score and RAG
	Red / Amber / Green (delete as appropriate)

	Accepted onto the DSR?
	Yes / No (delete as appropriate)

	Rationale for decision:
	

	Date added to the DSR:
	Click or tap to enter a date.
	Has consent been obtained to add to the DSR?
	Yes / No (delete as appropriate)

	Has consent been obtained to work with the KWH? 
	Yes / No (delete as appropriate)

	Referral forwarded to Keyworking Function:
	Yes / No (delete as appropriate)

	Signposting or referrals offered:
	

	Today’s date:
	Click or tap to enter a date.
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