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Referral Form

 Barnet Learning Disabilities Service  
	SECTION 1: Please answer all the questions. Insufficient information will lead to a delay in processing the referral.

	Referrer’s details:

	Date referral completed:

Referred by:
Your contact number:
Your email address:

	Your relationship to person being referred:

	Person being referred:

	Name:

Address:

Date of birth:

Age:

NHS number:

Contact details:

Gender:


Male                Female                    Other 

Ethnicity:  


	GP details:

Name:

Surgery:

Address:

Phone number:

	Lives in / with:

	Residential Home


	Family
	Supported living
	Lives Alone



	Is there any reason to doubt the person’s capacity to participate fully in the referral process?

YES                                                                     NO     

If YES, please explain:
Is this person known to the Specialist Learning Disabilities Service?

If YES, please go to SECTION 3

If NO, please complete SECTION 2 and SECTION 3


	SECTION 2 – Assessment of eligibility

	New client: Please answer all the questions, otherwise there will be a delay in processing the referral

	What are your reasons for believing that this person requires specialist LD services? 

(see attached guidance notes)



	What is the level of learning disability?  

MILD                   MODERATE                  SEVERE                    PROFOUND                NOT KNOWN



	Did they attend a special school?  If YES, please state which school.

YES                                                                     NO  



	Do they have an EHCP?      

YES                                                                     NO  


	TO HELP US PRIORITISE YOUR REFERRAL, PLEASE INCLUDE ANY DOCUMENTS THAT SHOW A DIAGNOSIS OF LEARNING DISABILITY OR ANY RECENT MEDICAL REPORTS WHICH SUPPORT THE REFERRAL

Papers attached:


YES                                                                     NO  


	Please indicate what professional/s you have received support from:                     



	Name of professional:                       

	Profession:


	Date last seen:



	Name of professional:                       

	Profession:


	Date last seen:



	Name of professional:                       

	Profession:


	Date last seen:



	Risk factors for new referral:
	

	Section D – Risk - If you answer Yes to any of the questions below, please
                           explain on a separate piece of paper and attach it to the referral form.
	YES
	NO

	a) Is the person a risk to themselves?  (e.g. self-harm, suicidal ideation, substance misuse, falls).

	
	

	b) Does the person pose a known risk to other people including staff and professionals?


	
	

	c) Are there any other risk factors our service should be aware of?  (Pets, environmental, household residents?
	
	


PLEASE NOW COMPLETE SECTION 3

	SECTION 3 – Request for Services
Please answer all the questions otherwise there will be a delay in processing the referral


	What is the purpose of the referral?


	What impact is it having on the person or others?



	Tell us what your (and/or the client’s) expected outcomes are which you would like to be achieved:


	What has been done so far to try and help and what difference did it make?



	What support do they receive from family, friends and/or other services?


	Do they have contact with any professionals from Learning Disabilities services?

YES                                                                     NO  

If yes, their name:

When did you last see them? (approx.)



What specialism do you think is needed? (tick all those that are relevant)

	Psychiatry
	
	Social care
	

	Speech & language
	
	Physiotherapy
	

	Nursing
	
	Psychology
	

	Occupational Therapy
	
	
	


	Where is the best place to see this person?
                                                                    CONSENT

	If you are completing this form on behalf of someone else, please confirm: 


That you have their consent:                                                               Yes                             No  

Has the referral been discussed and explained with the person?  Yes                             No  



	The Learning Disabilities Service works across health and social care and will share information about the person referred to help them get the right services. We need consent to do this. Please discuss with the person.

I am happy for my information to be shared between health and social services

Signed: ……………………………………..                                     Name in capitals: …………………………………

If the person referred is unable to consent to sharing information please let us know if this is the case and the reason:  




Thank you for completing the referral form. Please send to: Barnet Learning Disabilities Service, 5th Floor, 2 Bristol Avenue, Colindale, NW9 4EW, by email to BLDSIntegratedDuty@barnet.gov.uk and attach any documents/reports to help us understand the person’s needs. All referrals are discussed by Team Leaders and you will hear from us within 10 working days. If you have not provided sufficient information, the referral form will be returned to you for more information.
Privacy Statement

Barnet Council has a duty to protect the public funds it administers and may use the information you have provided for the prevention and detection of crime. We may also share information with other council departments or external organisations in order to undertake our functions as a local authority. We will always comply with the requirements of the Data Protection Act 1998 and never give information about you to anyone else, or use information for another purpose unless the law allows us. If you want to know more about how your information is used visit www.barnet.gov.uk/privacy
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