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Ap task force 

 

Aims of Task Force Intervention 
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Once completed please pass on to KDL email: KDaniel@sandwellcs.org.uk 

 

TO BE COMPLETED BY AP TASK FORCE 

Most appropriate specialist support (please indicate all that apply) 

YOUTH WORKER FAMILY SUPPORT SPEECH AND 
LANGUAGE 

MENTAL HEALTH 
THERAPIST 

DATE OF REFERRAL:  REFERRING STAFF:   

STUDENT:   DATE OF BIRTH:  

CENTRE OF LEARNING: MAIN ASSESS COPE PREVENT 

Reason for referral to SCS AP TASK FORCE 
(Please provide a brief outline of concerns and/or issues student may need support with) 

 

ATTENDANCE  
% 

AUT1:  AUT2: SPR1:  SPR2: SUM1: SUM2: 
 

 
 
 
 
 
 
 

To be completed by/with HoC and/or DSL 
Please outline other agencies or support the student currently engages with and provide contact details 

for these agencies where appropriate 

External agencies Contact details 

 
 
 
 
 
 
 

 

Key information to support referral  
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Ap task force 

 

 

Aim 1 

Progress:  

 

 

BRAG RATED     

  

 

Aim 2  

Progress:  

 

BRAG RATED     

 

 

Aim 3  

Progress:  

 

BRAG RATED     

 

NEXT STEPS  

 

 

TO BE COMPLETED BY AP TASK FORCE 

DATE OF REFERRAL:  REFERRING STAFF:   

STUDENT:   DATE OF BIRTH:  

CENTRE OF LEARNING: MAIN ASSESS COPE PREVENT 


