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Please complete ALL sections of the referral form, giving as much information as possible and attaching additional reports if appropriate.


	
                          LD Community Clinical Services
Single Point of Referral Form
Please return form either electronically to: bchft.ldsporwalsall@nhs.net,/  by Fax to 0121 612 3744  or by post to: Orchard Hill House Fallowfield Road Walsall WS5 3DY
         CONFIDENTIAL









	Date of Referral:
	
	Oasis Number 
	

	NHS Number:
	





	Surname: 
	
	Forename (s): 
	
	Male ☐Female ☐





	D.O.B:
	
	Marital Status:
	
	Religion:
	




	Main Address:	
	Is this person aware of the referral?  ☐Yes  ☐No

	

	Was consent obtained?     ☐Yes  ☐No


	
	If Yes how was it obtained?


If unable to consent best interest considered?
☐Yes  ☐No


	
	Who to contact to make appointment:
Tel Number:

	Postcode:
	
	Any communication difficulties: visual / hearing?

	Telephone:
	
	Preferred Language/Communication Method:


	Does the person live alone?                             ☐Yes  ☐No
If no, who do they live with:
	

	 

	Interpreter required:  ☐Yes  ☒No



	Other Professionals/Agencies:
	Which other professionals are involved in supporting this person?

	




	GP Name and Address:
	Referrer Name and Address:

	


	





	Postcode:
	
	Relationship:
	 

	Telephone:
	
	Telephone:
	







	Next of Kin Name and Address : 
	Relationship: ( Mother / Father / guardian / carer / etc. ) 

	


	

	Post code:
	
	Telephone:
	





	Does the person have a specific condition associated with learning disability? ☐Yes ☐No

Please give details:


Does the person have any of the following conditions?  

Down’s Syndrome ☐     Autism ☐      Dementia ☐       Epilepsy  ☐       Dysphagia    ☐     Cerebral palsy ☐

Other ☐  Please Specify


	Has the person received services from learning disability services in the past?                ☐Yes  ☐No ☐Unknown

	Please give details:

	




	Is the person subject to CPA or 117 aftercare arrangements?                                           ☐Yes  ☐No ☐Unknown





	Reason for referral

	




























	Do you consider this to be a routine or priority referral, please give reasons:

	Priority 


	Routine


	Any Known allergies PLEASE list them:

	



	Ethnicity
	PLEASE TICK APPROPRIATE BOX BELOW:

	A. White
	B. Mixed
	C. Asian or Asian British
	D. Black or Black British
	E. Chinese or other ethnic group
	Not Stated

	

☐ British
☐ English
☐ Any other White              Background  - please specify____________                



	

☐ White and Black Caribbean
☐  White and Black   African
☐ White and Asian
☐ Any other Mixed Background – please specify___________

	

☐ Indian
☐ Pakistani
☐ Bangladeshi
☐ Any other Asian Background – please specify ___________
	

☐ Caribbean
☐ African
☐ Any other Black Background – please specify ____________

	

☐ Chinese 
☐ Any other Ethnic Group – please specify __________________
	

☐ Not stated
☐ Declined 




	Is this an internal Referral?   ☐Yes  ☐No
Has there been a Steve Morgan risk assessment completed    ☐Yes  ☐No
If yes please attach to referral 



							
	Risk	
	Please provide information on the following areas of known risk:

	RISK FROM OTHERS – (e.g. abuse, exploitation,, threats, violence, contacts with services)                        ☐Yes  ☐No ☐unknown   
Details of identified risk:

	RISK TO SELF – (e.g. suicide, self-harm, reckless behaviour, substance misuse)                                         ☐Yes  ☐No ☐unknown   
Details of identified risk

	RISK TO OTHERS – (e.g. aggression, violence, impulsive behaviours)                                                          ☐Yes  ☐No ☐unknown   
Details of identified risk:

	RISK OF NEGLECT – (e.g. health, personal, inadequate living skills)                                                            ☐Yes  ☐No ☐unknown   
Details of identified risk:

	RISK TO CHILDREN– (e.g. neglect, physical/emotional abuse)                                                                     ☐Yes  ☐No ☐unknown   
Details of identified risk:

	RISK FROM PHYSICAL CONDITIONS – (e.g. medical, sensory, physical disability, end of life)                   ☐Yes  ☐No ☐unknown   
Details of identified risk:

	RISK OF WANDERING AND OR FALLS– (e.g. disorientation, Physical environment, use of aids)                ☐Yes  ☐No ☐unknown   
Details of identified risk:

	MEMORY & COGNITIVE IMPAIRMENT – (e.g. forgetfulness, medical condition)                                          ☐Yes  ☐No ☐unknown   
Details of identified risk:

	CHALLENGES TO SERVICES – (e.g. inappropriate demands, poor service response, issuing threats)        ☐Yes  ☐No ☐unknown   
Details of identified risk:

	PROTECTIVE FACTORS – (e.g. personal resources, agreed plans, engaged with services )                       ☐Yes  ☐No ☐unknown   
Brief detail:

	SIGNIFICANT KNOWN HISTORY: 
(including: known chronology of events, complex conditions, previous responses to risks)



	INITIAL ASSESSMENT OF RISK: 
(Including: context, situations in which risk may occur, impressions/ feelings, potential for positive risk taking)



	INITIAL RISK MANAGEMENT PLAN:
(Including: who is to do what, further areas of information needed, identified how risks are taken)



	INFORMATION SOURCES AVAILABLE AT THIS ASSESSMENT: 



	HOW WAS THIS ASSESSMENT MADE?
(e.g. interview with service user & / or carer, observations, service notes / discussions, multiple sources)


	INVOLVEMENT and/or AGREEMENT OF PERSON and/or CARER IN PROCESS
Comments:




	Additional Risk Information	
	Please provide information on the following areas of known risk:

	ARE THERE ANY CURRENT SAFEGUARDING ALERTS OPEN FOR THIS INDIVIDUAL?                         ☐Yes  ☐No ☐unknown   
Please give details:



	HAS THE PERSON EVER RECEIVED FORENSIC SERVICES INPUT?                                                      ☐Yes  ☐No ☐unknown   
Please give details:



	HAS THE PATIENT BEEN INVOLVED IN CRIME?                                                                                         ☐Yes  ☐No ☐unknown   
Please give details:



	ARE THERE ANY RISKS WE NEED TO BE MADE AWARE OF WHEN VISITING?                                    ☐Yes  ☐No ☐unknown   
(LONE WORKING) or otherwise. Please give details: (e.g. violence if male / female clinician visiting)





	LEARNING DISABILITY SCREENING QUESTIONNAIRE

	1
	Does the person already have a recognised diagnosis of learning disability? A substantial intellectual deficit (Actual or estimated IQ of below 70) co-existing with:
· Significant deficits in adaptive functioning (communication; self-help; domestic; health and safety; applied academic; leisure and work skills and:
· Occurring before the age of 18
	☐Yes   ☐No  ☐ Not Sure

	2
	Does the person’s educational history/statement of need highlight learning disability?
Please give details:

	☐Yes   ☐No  ☐ Not Sure

	3
	Does the person have communication difficulties, speech, reading, or hearing, 
(e.g. Requires an interpreter,  uses Makaton , use of a communication aid , )
Please give details: 
 
	☐Yes   ☐ No   ☐ Not Sure

	4
	Does the person struggle to cope with tasks of daily living (e.g. self-care, budgeting, travel)?
	☐Yes   ☐ No   ☐ Not Sure

	5
	Does the person have difficulties in forming relationships?(peers/ family / romantic)
	☐Yes   ☐ No  ☐ Not Sure

	6
	Does the person have difficulties in gaining employment?
	☐Yes  ☐ No   ☐ Not Sure

	7
	Has the person experienced a significant head injury, accident or illness resulting in damage to the brain, post 18 years of age? 
	☐Yes   ☐ No   ☐ Not Sure

	8
	Does the person have a diagnosed mental health problem?
	☐Yes   ☐ No   ☐ Not Sure

	9
	Does the person access mental health services?
	☐Yes  ☐ No   ☐ Not Sure

	10
	Does the person have a physical disability?
	☐Yes  ☐ No   ☐ Not Sure

	11
	Does the person have sensory needs?(hearing / vision ) please give details


	☐Yes   ☐ No    ☐Not Sure

	12
	Has the person had a sensory processing assessment?

	☐Yes   ☐ No    ☐Not Sure



	Referral to Specialist LD Psychiatry:
	Is GP aware that a referral has been made?           ☐Yes  ☐No 


Information Sharing:
It is important to ensure that the service user is aware that information detailed on the referral form may be shared with other health professionals and external agencies (i.e. Local Authority Partners)

	Additional Information Attached: 
	☐Yes  ☐No


	
	Additional information received / taken over the phone by:

	Name:
	Date:
	Time:



	Please sign and date this referral	



	Signature:




	Date:

	Print Name:




Generic Referral Form   Final Version                                                                                                                         Page 1 of 4

image1.jpeg
NHS

Black Country Healthcare
NHS Foundation Trust




