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Referral No:      
Insight No:      
Insight W/L:  FORMCHECKBOX 

Acknowledged  FORMCHECKBOX 

Scanned  FORMCHECKBOX 

Case Reg  FORMCHECKBOX 

Assessment Clinic:      
Firshill  FORMCHECKBOX 
 Love St  FORMCHECKBOX 
 HV  FORMCHECKBOX 


	Community Learning Disability Team
33 Love Street

Sheffield

S3 8NW

Tel: 0114 2261562

Fax: 0114 3050933

www.shsc.nhs.uk


Please email to: CLDTBusinessSupport@shsc.nhs.uk or post to address above
Health Referral Form

This form is in 2 parts. All sections of Part A should be completed. 

Part B should only be completed if the person has not previously had input from CLDT.
[Part A]
	Full Name:      

	Known by any other name?:      

	Date of Birth:      
	Gender:      
	NHS No:      

	Telephone:      
	Mobile:      

	Address:   

     
	GP Details (including Practice & phone number) 

     

	Religion:      
	Ethnicity:      

	Main Language:      
	Interpreter required:      

	Communication needs: 
     

	In order to provide a holistic service, information will be shared with and sourced from other health and social care agencies. If there is any reason why the person you have referred is not happy with this please let us know. If you feel that this person does not have capacity to make this decision please let us know if the above action will not be in their best interests.  

	Has this person got capacity to consent to these referrals?       Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	If yes do they consent?     Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	If the person does not have capacity are you making this referral in their best interests?
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

(Note: Please attach any supporting paperwork)

	Do they have a Lasting Power of Attorney (whose remit covers this decision)? 
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	If yes, do they agree that this referral should be made? 
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Do they have a Court Appointed Deputy (whose remit covers this decision)? 
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	If yes, do they agree that this referral should be made? 

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Details of Referrer: (name, email address, telephone no, relationship to person being referred)  
     

	Person to contact for more information (eg family/next of kin)

     

	Details of main carer (if different from above)
     

	Please list details of any children (17 or under) living in the same household, or spend significant time in this household.

Please continue on a separate page if necessary

	Name
	     
	     
	     

	Date of birth
	     
	     
	     

	Relationship to client
	     
	     
	     

	Reason for referral?  What is the presenting problem/clinical need? How long has this been an issue?
     

	What adverse effect does this have on the person referred and/or carer health?

     

	Risks/Urgency   Please provide details of any immediate risk.    
     

	What support does the person referred currently receive?    
     

	Profession referred to (If known) 
     

	Is the individual already known to the Community Learning Disability Team?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, who?

     

	Any other professionals involved?

     

	Relevant Medical history or diagnosis.   Any other current issues (eg: drug/alcohol use, depression)?
     

	Date of Referral:             


[Part B]
Eligibility Questionnaire

For use when the person referred has not previously been known to CLDT health team.
Risk to professionals:  **must be completed before face to face contact with client**
	Does the person referred present any risk 
	     

	Or those present at home (including pets)
	     

	Are there any risks relating to the area the client lives (eg known criminal activity, remote, poor lighting)
	     


Communication:   Please describe the person’s abilities:
	Verbal understanding
	     

	Verbal expression
	     

	Can their speech be understood?
	     

	What are their communication needs?

Eg sign language, makaton, symbols, pictures
	     

	If verbal, what language do they use and is an interpreter required?
	     

	Are there any hearing difficulties or sensitivities?
	     

	Are there any problems with vision?
	     


Other diagnoses: Please provide details of any other medical conditions:
	Mental health/ Dementia/ Autism
	     

	Drug and alcohol misuse
	     

	Medical /physical issues:
	     

	Sensory impairment
	     

	Brain injury
	     

	Other
	     


Caring Responsibilities:
	Does the person have any caring responsibilities? 
Eg Children, Adults, Pets
     

	Additional information
     


Home details: 
	Who does the person live with?
	     

	Housing type
	     

	Accommodation status
	     

	Accommodation provider eg private landlord, council
	     

	Have they ever lived alone?
	     

	Additional information
     


Previous assessments:
	Has the person ever completed a WAIS with a Psychologist?
	     

	If so, where?  What was the outcome?  Please provide a copy if possible.
	     

	Has the person ever been assessed by an Occupational Therapist? eg AMPS
	     

	If so, where? What was the outcome?
	     

	Has the person ever had any other formal assessments?
	     

	What evidence of diagnoses is there? (eg. how was autism diagnosed?)
	     

	Please provide copies of any relevant documentation


Developmental milestones (at what age did the following occur):
	Able to get to a sitting position: 
	     

	Able to crawl:
	     

	Able to walk independently:
	     

	Able to use first words:
	     

	Potty training, not using nappies:
	     

	Additional information  
     


Education:  Please provide names/type of schools attended, including if any were special schools:
	Primary
	     

	Secondary
	     

	College
	     

	Did the person receive any extra support at school? Did they have a Statement of Special Educational Need  (SEN)
	     

	What examinations results/qualifications did the person achieve? 
     


Employment:
	Is the person currently employed?

Please provide details.
	     

	How many hours per week?
	     

	Have they ever been employed? Please provide details
	     


Benefits:
	Does the person claim benefits? 
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 


	DLA (Mobility) 
	DLA (Care) 

	Low:   FORMCHECKBOX 

	High:  FORMCHECKBOX 

	Low:  FORMCHECKBOX 

	Medium:  FORMCHECKBOX 
 
	High:  FORMCHECKBOX 


	JSA (Job seekers allowance)  FORMCHECKBOX 

	ESA (Employment support allowance)  FORMCHECKBOX 


	Any other benefits?
     


Travel:

	Does the person hold a Driving License?
	     

	Are they able to travel independently? 

	Local area:  FORMCHECKBOX 

	Familiar routes:  FORMCHECKBOX 

	Unfamiliar routes:  FORMCHECKBOX 


	If yes, by what means? (eg  taxi, bus, tram)
	     

	If no, why not?
	     

	Additional information
     


Functional living skills:  Can you please describe whether the person’s abilities in the following tasks. 
	Personal care:

Washing self

Bathing/showering

Personal grooming

Dressing self
	     

	Any special equipment used?
	     

	Housework 

Eg Cleaning, laundry, washing pots
	     

	Shopping
	     

	Food and drink preparation

eg meal preparation, cooking, feeding, drinking
	     

	Understanding of healthy diet
	     

	Numbers and money (budgeting)
	     

	Reading, writing and correspondence
	     

	Taking medication
	     

	Attending Health appointments
	     


	Have other services been considered eg Citizens Advice Bureau; Equipment & Adaptations; Adult Social Care; Mental Health Social Care; Age UK; IAPT (Improving Access to Psychological Therapies)?
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