
LEARNING DISABILITIES
Please return to: Learning Disability Referral Team, The Loft, Manor Court Drive Nuneaton CV11 5HX Tel: 0300 131 2320.  Email: LDreferrals@covwarkpt.nhs.uk
	 PATIENT DETAILS

	Forename:
	
	Surname:
	

	Date of Birth:
	
	Gender:
	

	Address:
	

	Post code:
	
	NHS No.
	

	Phone No.  Home     
	
	Mobile
	

	Marital status:
	
	Ethnic origin:
	

	1st language 
(if not English):
	
	Is an interpreter required?
	

	Mobility:
	
	Is an assistant required?
	

	Accommodation Status:
	
	Employment Status:
	

	NEXT OF KIN/CARER DETAILS (if applicable)

(Person who can give collateral history or facilitate assessment if needed)

	Forename:
	
	Surname:
	

	Address:


	

	Phone No.   Home 
	
	Relationship to person:
	

	Mobile
	
	
	

	 GP DETAILS:

	GP Name:
	
	GP Practice:
	

	Referrers Phone Number:
	
	Is the patient aware of referral?
	Yes 

No

	REFERRER DETAILS (If not GP)

	Referrers Name:
	
	Referrers Phone Number:
	

	Agency:
	

	Does the client have a formal diagnosis of Autism or a Learning Disability?
      Yes

No

If YES, what appropriate adjustments would be required to enable the client to access services?



	Current Medications:

Box to expand as required


	Allergies:

Box to expand as required


	Medical History: include recent investigations & current physical health
Box to expand as required


	Current Consultation / Symptoms: Include length of presenting symptoms, previous mental /health history
Box to expand as required


	PERSONAL & ENVIRONMENTAL RISKS:   Does this person have a known:

	History/risk of being exploited/vulnerability?
	
	History/risk of self-harm/attempted suicide?
	

	History/risk of self neglect?
	
	History/risk of aggression?
	

	History/risk of drug/alcohol misuse?
	
	Risk to dependents or others?
	

	Please expand below if any of these areas ticked

	REASON FOR REFERRAL:
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