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COMMUNITY LEARNING DISABILITIES SERVICE (HEALTH)

SUPPORTING INFORMATION FOR REFERRERS


Confidentiality
People have a right to access information about themselves.  Please advise the person you are referring that the information you give could be shared with other members of the Healthcare Team to give them the most appropriate services but that they have a right to withhold their consent.  During their care some information may be recorded on computers.  For their protection, the use of this data is controlled in accordance with the Data Protection Act (2018).

Referral Criteria
We are commissioned to support adults with a learning disability.  A learning disability is defined by the Department of Health as a “significant reduced ability to understand new or complex information, to learn new skills (impaired intelligence), with a reduced ability to cope independently (impaired social functioning), which started before adulthood”.

Access Criteria
A person will be appropriately referred to our service where
· They have a learning disability and are aged 18 or over
· They have a specialist health need that cannot be met solely in primary / secondary care services.
· They have complex health needs.

Complex Health Needs
Our service can support people with complex health needs including (but not limited to):
Agitation, aggression, self-injurious behaviours, inappropriate behaviours, forensic behaviours/ risk, mental health concerns, poor sleeping patterns, communication support, eating and drinking (dysphagia) assessment and support, falls and mobility issues, engagement and sensory issues, dietetic support, active epilepsy, medication issues, health facilitation.

Please note we do not work with people who have a learning difficulty, unless they also have a learning disability. Learning Difficulties include conditions such as:
· Dyslexia
· Dyspraxia
· Attention Deficit Hyperactivity Disorder (ADHD)
· Autism

Please note that our service is not commissioned to assess for a diagnosis of a learning disability.

Please note that our service is not commissioned to provide a CHC service.


If you would like to discuss your referral first, please contact the Community Learning Disability Team on 0300 131 2320

NB: If key information is not completed the referral may be returned and not progressed.





COMMUNITY LEARNING DISABILITIES SERVICE (HEALTH)
REFERRAL FORM


	Has the person referred got a diagnosis of learning disability?          please tick    |_| Yes     |_| No

If yes, please provide paperwork evidencing diagnosis.
If no (or unknown) please give details as to why you suspect a learning disability may be present?














	Date of Referral 
	
	NHS No:
	

	Referred person: 

	Surname
	Forename(s)
	DOB
	M/F

	
	
	
	

	Ethnic Origin
	
	Religion 
	
	Marital Status
	

	Main Language
	
	Interpreter Needed
	|_| Yes     |_| No

	Main Address 
	





	GP Address
	

	
	Type of Accommodation?
e.g. supported living, family home




	
	

	Tel no:
	
	GP Tel No:
	

	
NB   The registered GP must be in the Coventry, Warwickshire or Solihull area for the referral to be accepted



	Funding – who funds the support received by this person?
 e.g. CHC, Social Care, S117






	Details of Next of Kin/Carers/professionals involved (including the person they live with and who is responsible for their care, schools/colleges, respite, employment, social worker etc)?

	Full Name
	Contact Number/Email
	Relationship to the person referred
	Address if different to the person referred

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Who is the best person to be contacted to provide any further information that may be required?
 [image: C:\Users\williamsze\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\T3QO4WQU\medium-Tick-Mark-Check-Correct-Choose-Accurate-166.6-13398[1].gif]Tick where appropriate and provide details below 

	Person referred           |_|
	Next of Kin                   |_|
	Main Carer                   |_|
	Other Professional          |_|

	
	
	
	

	Are there any reasonable adjustments that need to be considered? (i.e., can the person attend alone, would they be supported by staff/family member). Would face to face always be the best type of appointment?
	

	Communication Support
	

	Additional Support


	
	Specific way of contacting them

	
	Individual Care Requirements


	
	Adjustments to the Environment

	
	Other




Please provide further information:



	Are there any legal arrangements in place that the service needs to be aware of?  If yes, please tell us what these are:

Safeguarding				|_| Yes     |_| No  
Court of protection			|_| Yes     |_| No  
Mental Capacity Assessment	|_| Yes     |_| No  
Section 117 After Care		|_| Yes     |_| No                                                         
Community Treatment Order	|_| Yes     |_| No  
Probation				|_| Yes     |_| No  
DOLS					|_| Yes     |_| No  


	Referrer Details 

	Name 
	
	Telephone Number and email address
	

	Relationship to person referred
	
	
	

	Address
	







	Consent
NB consent or a best interests decision must be confirmed for the referral to be accepted

	
Can the person understand that you are making this referral? 

[bookmark: Check22]|_|        Yes
              
[bookmark: Check23]|_|        No, but where possible and appropriate I have consulted with colleagues and those close to the person and I consider it to be in their best interests to share their information.

If the person is able to understand, please confirm you have explained to the person being referred:

· [bookmark: Check24][bookmark: Check25]That you have made this referral				|_|   Yes	|_|   No


· [bookmark: Check26][bookmark: Check27]That their information will be shared with the referral team	|_|   Yes	|_|   No



	[bookmark: _Hlk88145935]Reason for Referral:


	Please ensure you have read the guidance on page one of this document and then to the best of your ability describe in as much detail as possible your reason(s) for referring the person (including the impact upon them):

· What has prompted you to make this referral now?




· Has the person been reviewed by their GP and or by another primary care worker?

|_|   Yes	|_|   No	|_|   Don’t know 

If yes, what was the date and outcome of this?




· Has the person had their LD annual health check?

|_|   Yes	|_|   No	|_|   Don’t know 

If yes, what was the date?



· [bookmark: _Hlk209091581]Is this referral for equipment? – (Please be advised that the Learning Disability Occupational Therapy Service do not accept referrals for equipment only)

|_|   Yes	|_|   No

If yes please provide further information and if mainstream services have been considered





· Please describe the person’s current health difficulty, when it started and include any recent changes / life events that have occurred in the person’s life: 




· How has the above impacted on the referred person, their family or carer and/or others around them?




· What improvement(s) would you expect to see as a result of this referral?


[bookmark: _Hlk164852452]

· [bookmark: _Hlk164852244]To your knowledge, has the referred person been seen by the service in the past?

|_|   Yes	|_|   No	|_|   Don’t know 

If yes, have the recommendations / guidelines given at discharge been followed?
Please provide information below.






Does the person present with any of the following that you are concerned about now?
Tick any that apply.


	

	Behaviours that challenge
	

	Trauma


	
	Difficulties eating and drinking safely

	
	Mental Health Needs/Concerns 


	
	Complex Physical Health Needs

	
	Forensic risks


	
	Sensory needs

	
	Dementia / Memory / Cognitive Decline


	
	Communication Difficulties

	
	Other 




If you have selected ‘other’, please provide further information:
For example, but not limited to: sexual health, mobility, falls, occupation











	Risks including Safeguarding


	
Are there any current safeguarding concerns:   				|_| Yes     |_| No     
Details:


Are there any known or reported risks when working with this person?

The person themselves:							|_| Yes     |_| No     
Details:


Family or Friends:								|_| Yes     |_| No     
Details:


Carers:									|_| Yes     |_| No     
Details:


Professionals:								|_| Yes     |_| No     
Details:


Risks related to Physical Disability:					|_| Yes     |_| No     
Details:


Risks related to Home Environment:				            |_| Yes     |_| No     
Details:


Other (Please State): 							|_| Yes     |_| No     
Details:




	Action already taken / Current plan and levels of support being offered: 








This referral will be discussed at our referral meeting within one week of receipt.  Is the person being referred at risk of harm if the issues are not addressed within this time?

|_| Yes     |_| No

If yes please ensure you have provided a telephone number where we can reach you to discuss the case, alternatively please call 0300 131 2320

	Please note we are not a crisis service so if the person is in need of urgent / immediate mental health support and/or you are making this referral outside of normal working hours, please call 111 and select the 'mental health' option
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