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APPLICATION TO THAMES VALLEY ICB CHILDREN’S PANEL- PERSON UNDER 18 YEARS OF AGE
Please also submit an anonymised clinical report with this form

	Patient Unique ID:
(ICB to allocate)
	Click here to enter text.	GP and practice:
	Click here to enter text.
	DOB:
	Click here to enter a date.	Gender:
	Click here to enter text.
	NHS Number:
	Click here to enter text.	RiO No if known:
	Click here to enter text.
	Diagnosis:


Service Requested and provider details:
	Click here to enter text

_________________________
Click here to enter text.
	Cost and details*


*Per day, week, session, assessment only, assessment and
treatment
	Click here to enter text.
	
	
	Total Cost:
	£Click here to enter text.

	
	
	Funding Split
	Click here to enter text.
	Details of person requesting the service: Click here to enter text.



	The panel considers applications for packages of medical/ healthcare support required when a child or young person has medical/ health needs arising from disability, accident or illness that cannot be met by existing universal or specialist services alone. Please state the specific medical/health needs that are to be addressed by the requested service and the frequency of the input. For example, if Teaching Assistant funding is requested, please state the health duties that will be undertaken, how long the duty will take and the frequency.
Click here to enter text.



	Is the child in care?	☐

A care leaver?	☐

Young offender?	☐

Have an EHC plan?	☐
	On a section?	☐

Legal status?	☐

Under continuing	☐
healthcare funding?
(Please tick)

	If other, details here:
	Click here to enter text.
	Has this request been considered by the panel before? If yes, what was the outcome?
	     
	Reason for funding application:
e.g. delayed discharge, family/carer preference, treatment not available locally
	Click here to enter text.
	Details of care plan and what alternatives have been explored. Who has been involved in writing the care plan? 
	Click here to enter text.
	What are the views of the child/
advocate/ parent?
	Click here to enter text.
	Evidence:
Give details of National or Local Guidelines / recommendations or other published data / evidence base supporting the use of the requested intervention for this condition?
Include details of all the reports and documents (e.g. letter from Paediatrician, CAMHs report etc) presented in support of this application.
	

	Risk assessment and management plan:
Please show how the recommended placement /treatment will mitigate risks
	Click here to enter text.
	
	

	Care Quality Commission/ Ofsted status of the provider
requested:
	Click here to enter text.
	Safeguarding Alerts on placement?/ provider where treatment is requested:
(note that it is the referrer’s responsibility to alert the ICB to any safeguarding or clinical concerns relating
to the placement while the service user is
in receipt of services)
	Click here to enter text.
	How long should the placement/treatment last?
	Min:
	Click here to enter text.	Max:
	Click here to enter text.
	Any other relevant information:
	Click here to enter text.
	Date application form completed:
	Click here to enter a date.	
	

	Panel Information

	Date of panel:
	Click here to enter a date.	Decision:
	Click here to enter text.
	When will the package be reviewed & frequency of package review:
	Click here to enter text.
	Information contained in this form is personal data which will be held on a computer and is therefore subject to the Data Protection Act 1984

	Please submit this form with anonymous clinical reports to bobicb.bwchildfundingrequest@nhs.net

PLEASE NOTE THAT THE DECISION OF THE FUNDING PANEL WILL BE COMMUNICATED WITH THE REFERRER TO PANEL ONLY.
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