[bookmark: _GoBack]Referral Form for Community Learning Disability Services

The service will aim to make a decision on the referral within 10 days and you will be notified of the outcome via letter.  If this is an urgent referral and you need a response before 10 days, please follow up with a telephone call to the CLDT on 01224 840 968 and which professional the referral should be directed to
Hover over any words written in RED for additional information
	Please complete the following details for the person being referred to the service

	Name:
	Click here to enter text.
	DOB:
	Click here to enter text.
	CHI:
	Click here to enter text.
	Address:
	Click here to enter text.


	Postcode:
	Click here to enter text.
	Telephone: 
	Click here to enter text.
	E-mail:
	Click here to enter text.
	GP Practice:
	Click here to enter text.
	Support Arrangements
	Click here to enter text.
	Is the person currently an inpatient?
	YES ☐  NO ☐


	Communication Needs and Service Access
Reasonable adjustments should be made by general healthcare providers to ensure that the person has access to mainstream services including prevention and management of lifestyle related conditions


	Does the person have access to a device to engage in video calls? 

	YES ☐  NO ☐


	Can the person travel (with or without support) to a clinic setting for assessment? 

	YES ☐  NO ☐


	Does the person require an interpreter? (e.g. Polish, BSL)
If YES please state which interpreter: Click here to enter text.

	YES ☐  NO ☐


	Key Contact / Carer Details:
Name: Click here to enter text.
Address: Click here to enter text.
Telephone: Click here to enter text.
E-mail: Click here to enter text.
Relationship to person: Click here to enter text.

	YES ☐  NO ☐


	Does the person consent to this person being contacted?

	YES ☐  NO ☐


	Confirmation of diagnosis of learning disability


	[bookmark: disability]Does the person have a diagnosed learning 







disability? 
If YES, please provide details Click here to enter text.

If NO, please contact the CLDT on 01224 840968 or gram.ldnorthadmin@nhs.scot to request a screening form.  Please complete the screening form and return along with the referral
	YES ☐  NO ☐






	Has the screening form completed?


	YES ☐  NO ☐

	Consent to referral
Please note this is an integrated (Health & Social Care) service and referrals are often discussed by the multidisciplinary team who will identify the most appropriate discipline(s) to provide assessment


	Does the person have the capacity to consent to the referral?

If NO, please ensure there a Section 47 Incapacity Certificate in place

Does the person or their welfare guardian / agree to the referral being made?

If the person has a welfare guardian, please give their details below:
Name: Click here to enter text.
Address: Click here to enter text.
Telephone: Click here to enter text.
E-mail: Click here to enter text.
Relationship to person: Click here to enter text.

	YES ☐  NO ☐



YES ☐  NO ☐

	[bookmark: referral]Please give details for the reason for referral? (please provide as much information as possible so the referral can be allocated to the most appropriate professional)  

	





	Please give details of the history of the problem and how it is currently being managed? (including whether the person has received previous input from the CLDT with a brief description of this input)


	






	Please give details of the impact this problem is having on the person?


	






	Please give details of the following risks:
This section must be completed.  If this has not been completed, this may delay processing of the referral

	
1.  Is the person a risk to themselves (e.g.  
self-harm, substance misuse, suicidal ideation, falls) or from others (e.g. financial, physical, sexual exploitation)

	
CURRENT ☐   HISTORICAL  ☐   NEVER ☐




	2.  Does the person pose a known risk to 
     other people including children, staff and professionals?

	CURRENT ☐   HISTORICAL  ☐   NEVER ☐


	3.  Are there any other risk factors our service  
     should be aware of? (pets, other household     
    residents, environmental etc)

	CURRENT ☐   HISTORICAL  ☐   NEVER ☐


	4.  Risk of choking

	CURRENT ☐   HISTORICAL  ☐   NEVER ☐


	5.  Undernutrition (please provide weight, height   
     and any recent weight changes if known and   
     relevant to referral)

	CURRENT ☐   HISTORICAL  ☐   NEVER ☐


	If you have ticked CURRENT for any of the above areas of risk or there are ongoing Adult Support & Protection or Child Protection proceedings, please give details below:
Click here to enter text.


	Current Medication
	Click here to enter text.


	Referrer Details:

Name:  Click here to enter text.
Professional title / Relationship to person: Click here to enter text.
Telephone: Click here to enter text.
E-mail: Click here to enter text.
Postal address: Click here to enter text.

	
Date: Click here to enter text.

	Please send completed form to gram.ldnorthadmin@nhs.scot



ADMIN / CLINICIAN USE ONLY
	Date referral received:
	Click here to enter text.

	Referral triaged by:
	Click here to enter text.

	Date standard letter - Holding response letter sent to referrer:
	Click here to enter text.

	

	Triage outcome:
	Sent to  Click here to enter text. via generic email address ☐
Saved in MDT vetting folder ☐

	Date of MDT referral meeting
	Click here to enter text.

	Outcome and actions from MDT meeting
	Click here to enter text.

	Additional comments

	Click here to enter text.


ADMIN USE ONLY - PREVIOUS INVOLVEMENT WITH OUR SERVICE
	Multi-Disciplinary Team Member
	New Referral(s) to
	Already on caseload of
	Discharged Disciplines

	CLDT
	 
	 
	 

	Community Nurse
	 
	 
	 

	Dietetics
	 
	 
	 

	Healthcare Support Worker
	 
	 
	 

	Occupational Therapy
	 
	 
	 

	Physiotherapy
	 
	 
	 

	Psychiatry
	 
	 
	 

	Psychology
	 
	 
	 

	Speech & Language Therapy
	 
	 
	 

	Social Work
	 
	 
	 



