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REFERRAL FORM

· Every section of this form should be completed for the Learning Disability Team to process it as soon as possible. 
· Particular attention should be given to the shaded areas. If you do not know the information required then please state NOT KNOWN where relevant.  
· Please give concise but detailed information to ensure the referral is processed smoothly and efficiently.
· If incomplete or lacking in information, the form will be returned delaying the referral. 

· If you have any additional information that would be useful for the Service in deciding how to prioritise this referral, then please attach it. 
THANK YOU
	Surname: 


	Forenames: 
NHS No:



	Address: 

Postcode:

Ethnicity :

Marital Status:

Next of Kin and Relationship:

Address & Tel No.  of Next of Kin:

	Date of Birth: 

Contact Telephone Number:



	Name of Referrer: 
Your relationship with the person you are referring: 

(e.g. parent / carer / social worker / keyworker / etc)

	Your contact details:
Telephone number:
	Postal address:


	Signed:


	Date:


	Name of GP:

Address:
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Has the individual consented to this referral?

Yes


No

If no – why not? –



	ELIGIBILITY 
How do you know this person has a learning disability? 

Are they currently involved with a Health Care Professional from the learning disability team? 

If they are not currently open to the team, do you have written evidence of the person’s learning disability and if so, can you provide this with the referral? 




	REASON FOR REFERRAL

Please describe the reason & key issues for this referral, being as precise as you can.
Why are you referring this person? Detail any historical aspects to the referral if any.



	EXPECTATIONS

Please detail what you want from the Learning Disability Service as a result of this referral.
You, as the referrer:

The person being referred:



	RISKS

Are there any perceived or reported risks involved with visiting? 
From the person referred / neighbours? (Please describe)

Are there perceived risks to staff when visiting?

(risk of sexual assault / verbal or physical aggression / weapons)

Is it safe to visit the person alone or is it necessary for joint visits?

Are there Adult Protection issues? If YES, please give details




	CONSEQUENCES

What would be the consequences if no intervention was offered, or involvement was delayed? (Please include information for both the individual referred and for others around them)




	CURRENT TREATMENT

Please detail any medical diagnosis and/or medication that the referred person is currently taking and enclose separate sheet if needed



	ACTIONS BY REFERRER

Please detail any action taken by yourself, as the referrer, so far




	SUPPORT

Other Support agencies, Professionals or Organisations involved? 

(Eg: Day centre, residential care, Social Worker, Medical Consultant, Advocate etc)

	Name
	Profession
	Agency
	Contact details

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	PLEASE COMPLETE
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If the Client is unable to attend a pre assessment clinic appointment, please state the reason. 
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Joint visit with referrer

Other (please specify)


	Accessible information standards 

Does the client have communication needs because of : 


Hearing loss                                                     Learning Disability   
[image: image1]
Visual impairment   
[image: image2]                                Deaf/Blind                 
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How can these needs be met?

Easy read letter       
[image: image4]                                     Key word signing      
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Phone                       
[image: image6]                                    Picture/photographs  
[image: image7]
Text message           
[image: image8]                                      Contact via carer     
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Other please describe  


	

	Please give details of a keyworker or person (if different from the referrer) who will:

	· Liaise with professionals
	· Support intervention plans

	
	


Is there any other information that would be useful for the Team to know?  
Do they have a Person Centred Plan?      Yes / No

Do they have a Health Action Plan?          Yes / No

Do they have a FACE assessment?
        Yes/No
Please attach appropriate assessments or further information
Thank you for taking the time to complete this form.

Please send your referral to 
cpn-tr.LDallocations@nhs.net 
	Learning Disabilities

West Resource Centre

Trengweath

Penryn Street
REDRUTH

TR15 2SP
	Learning Disabilities

Suite 7
West Wing, Carew House

Beacon Technology Park

Dunmere Road

Bodmin

PL31 2QE
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	Chair: Dr Barbara Vann      Chief Executive: Phillip Confue

Head Office: Carew House, Beacon Technology Park, Dunmere Road, Bodmin, PL31 2QN

Tel: 01208 834600 Email: cpn-tr.enquiries@nhs.net
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