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mental health and wellbeing services
provided by ELFT



NAME:
NHS No: 

REFERRAL TO THE

SERVICES FOR PEOPLE WHO HAVE A LEARNING DISABILITY

SPECIALIST COMMUNITY HEALTHCARE TEAM

Send this referral to:  
· The Receptionist, The Clinical Resource Centre, Twinwoods Health Resource Centre, Milton Road, Clapham, Bedfordshire MK41 6AT (01234 310589) 
· Elt-tr.spldreferrals@nhs.net

Each referral will be allocated to a health professional (or professionals) at the team’s weekly Referral Allocation Meeting on the basis of need and resources, not necessarily to the health professional suggested by you. 

Print clearly: Use CAPITALS to identify client. etc. Please complete All pages. Unclear or incomplete referrals will be returned.

	PERSONAL DETAILS of the person being referred: 

	Full Name
	Preferred Name:
	Gender:

	Marital status

	Religion


	

	
	
	
	

	DOB (dd/mm/yyyy)   
	NHS Number


	Ethnic Origin
	First language

	
	
	
	

	Address of main residence
	Other residence address
	General Practitioner Name

	
	
	

	Postcode  

	
	Postcode
	
	General Practitioner address & telephone

	
	
	
	
	

	Telephone  
	
	Telephone
	
	 

	
	
	

	First Point of Contact Name & Tel no: 
	
	

	
	
	

	Funding authority: 
	
	

	
	
	


	DETAILS OF FIRST NEXT OF KIN 
	ARE YOU AWARE OF ANY SAFEGUARDING ISSUES? (PLEASE TICK BOX)

	Name  
Address:  
Postcode

Telephone
	
	Relationship

	YES
	NO
	

	
	
	
	
	
	

	
	
	
	IF YES, PLEASE PROVIDE DETAILS BELOW

	
	
	
	


	
	
	Level of contact

 (i.e. type & frequency)
	

	
	
	  
	


Please list all the professionals and carers providing services for the client

	Name
	Profession
	Address
	Telephone

	
	
	
	

	
	
	
	

	
	
	
	


	CLIENT CONSENT TO THE REFERRAL : You must ensure that you are making this referral with the consent of the client and/or carer

	1. Does the above named person understand why they are being 
    referred?      

   YES/ NO                              
2. Is the person able to remember the reason for the referral and 
    repeat it back to you?    

   YES/ NO                               
	3. Does the person agree to this referral being made?  

   YES/ NO                            
4. If the person is unable to discuss the referral or is unable to consent, have you had a Capacity and Best Interest Discussion?

 YES / NO                      Date of meeting: 


PLEASE TURN OVER AND COMPLETE QUESTIONS ON ALL PAGES 
	BACKGROUND INFORMATION:

Give a basic summary of relevant and important medical, diagnostic and social information of the client

	 

	Please include as many pertinent details of the person’s care plan as you are able to describe:

	

	PRIORITISATION:

Specify risk factors to enable us to prioritise the handling this referral (e.g. factors likely to result in placement breakdown):

	


	SPECIFY GOALS AND TARGETS:

Outlines briefly what specialist health outcomes are expected by the referrer

	


	DETAILS ABOUT YOU, THE REFERRER (Please give all details)

	Full name of referrer
	Referrer’s Job title 
 

	
	

	Referrer’s full postal address & telephone number


	Date: 



Please note that some information in this form will be entered to computer in accordance with the Data Protection Act. 

Some information may be shared with service colleagues on a need to know basis only
Learning Disability Referral Screening Tool

PLEASE NOTE THAT REFERRALS CANNOT BE ACCEPTED WITHOUT A FULLY COMPLETED SCREENING TOOL. IF, AS REFERRER, YOU ARE UNABLE TO DO THIS, PLEASE ENSURE THAT IT IS COMPLETED BY THE SERVICE USER, OR SOMEONE WHO KNOWS THEM WELL (WITH THE SERVICE USER’S CONSENT). 


	Factors which MAY indicate No Learning Disability
	Factors which MAY Indicate a Learning Disability

	· Normal Development until other factors impact (before 18)

· Successfully attended Mainstream education without support

· Gained qualifications (GCSE, ‘O’ Levels)

· Able to complete complex purchases 

(e.g. buying a house)

· Able to drive a car

· Recorded IQ above 70

· Reading a newspaper or novel

· Historical diagnoses of learning difficulties such as dyslexia, dyspraxia, or dyscalculia

· Previous diagnoses of Asperger’s syndrome or High Functioning Autism. 

· Able to live independently without support. 

· Independent living skills which are appropriate for age, context and physical health.
	· Record of delayed development before the age of 18.

· Requires significant assistance to provide for own survival (eating & drinking, keeping clean, warm and clothed) 

· Requires significant assistance with social/community interaction (e.g. social problem solving/reasoning). 

· Evidence of difficulties across a number of areas of functioning, not explainable by other difficulties (mental health, physical health, substance abuse or environmental issues). 


Name of the person completing form: …………………………………………… 
Relationship to service user: ………………………………………………………….. 










          YES

NO

· Has anyone ever told the person that they

     have a Learning Disability? 

If YES, Who and When? ………………………………………………………………………

· Is there a diagnosis of Learning Disability/Mental handicap,

     or evidence of an IQ under 70 in any notes? 

If YES, give details …………………………………………………………………………….

· Did the person attend any special school? 

(Name of school: The Grange, St John’s, Ridgeway, Hinwick Hall, other [please state] ………………………………….)

· Did the person have a statement of special educational needs?

If YES, what were the identified educational needs……………………………………… 

· Has the person gained any qualifications?

If YES, state highest qualification ……………………………………………………

· Has the person ever been in paid employment?

If YES, what and when? …………………………………………………………………….

· Is the person known to the specialist healthcare team for people with a Learning Disability?

If YES, who have they seen and when? ……………………………………………………..

· Is the person known to the Adult Learning Disability Team?

If YES, Who and When? ……………………………………………………………………….

· Has the person suffered any acquired brain injury? 

     (E.g. stroke, head injury). 

If YES, what and when? ………………………………………………………………………..

· Does the person have difficulty with:




 YES
     NO
· Verbal communication

· If YES, do they communicate in other ways 

     (E.g. Makaton, other signs or symbols).

     Please give details …………………………………………………


· Reading










· Writing

· Simple numerical calculations

· Telling the time

· Self-care (e.g. washing and dressing)

· Living independently (e.g. cooking, cleaning, shopping)

· Social interactions

· Learning new skills

· Understanding and learning new information 

(E.g. learning new tasks, following instructions)










· Can the person travel independently

(E.g. driving, or by public transport?)

If YES, how do they travel? ……………………………………………………………………

· Does the person have a physical disability?




· Does the person have any sensory impairment (hearing or sight) 
If yes, please detail……………………………………………………



Current definition of a learning disability:


Significant impairment of intellectual functioning    AND


Significant impairment of adaptive/ social functioning    AND


Age of onset before adulthood. 


All three factors MUST be present for Learning Disability Service criteria to be met.
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