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Community Team Learning Disability

Request for Service Involvement (Child)
      Please complete ALL sections of form to refer someone to the Newcastle CTLD
	Personal details of person for whom service is requested:



	Name:

	

	Date of birth:

	Sex
M

F






	NHS number:

	

	Home address:
Postcode:
	

	Telephone number:
	

	e-mail address:
	

	Parent/carer name:
	

	Address:
(if different)
	

	Ethnicity:
Religion:
First language:
	                                               Interpreter required?   YES / NO


	GP Name:
Address:

Telephone number:
	


	Name and Contact Details of Referrer:


	Name:
	

	Address:
	

	Telephone number:
	

	e-mail address:
	

	Role / relationship with person for whom service is being requested:
                         

	Does the person have a learning disability?                                            Yes   
	

	                                                                                                                       No
	

	                                                                                                          Not  known
	

	

	If ‘yes’ please give details as to how this is known?



	Is there any legal status that applies to this person?                              Yes    
	

	  e.g.  Mental Health Act, MAPPA, CPA, Safeguarding                              No                                                                                         
	

	                                                                                                          Not known
	

	

	If ‘yes’ please give details:



	Do you confirm the person (or their family or carer if appropriate)       Yes                                                                                                                                           

   
	

	has given their consent for this request for involvement?                     No 
	

	If ‘no’ please explain why consent has not been sought:



	Please give details of any other professionals involved:

	

	Is there an Education Health Care Plan (delete as appropriate)?   Yes / No                                                                                                        
What are the aspirations for the child/young person?

What outcomes are outlined in their latest EHCP in relation to this referral?

Please include a copy of any relevant advice submitted. 


	Please give details of current health concerns including diagnosis:  


	Which service are you referring into?

Speech & Language Therapy                                                           
Physiotherapy  



	Please give specific reason for this referral being made at this time and how this impacts on the child/young person.  
Has Speech Therapy/Physiotherapy been involved before                    YES / NO
(delete as appropriate)?  






 
If ‘yes’, what changes have you noticed since last seen.
Please give details of the current therapy intervention including copies of current plans. 
Please give information on how previous recommendations have been implemented. 



	What outcome are you hoping for from this referral?



	Is the person living: 

In the family home
In residential care

In supported living
Other (please specify)

                                    
	School/ College attended:

Respite attended:

	LONE WORKER RISK ASSESSMENT



	Does the person presently or have they in the past presented                 Yes   
	

	a risk to the safety of people working with them?                                        No                                      
	

	                                                                                                             Not  known
	

	
	

	Does the person presently or have they in the past presented                 Yes   
	

	a risk to the safety of others?                                                                         No                                              
	

	                                                                                                              Not known 
	

	


	Does the person presently or have they in the past presented                 Yes   
	

	a risk to their own safety / wellbeing?                                                            No                                                
	

	                                                                                                              Not known 
	

	


	If “Yes” to any of the above, please give details of risk and risk management strategies or please forward relevant documents :



	Does the person live with or have contact with any other person(s)        Yes    
	

	who are known to present a risk to the safety of workers or others?         No                                                
	

	                                                                                                             Not Known                                     
	

	

	If ‘yes’ please give details of risk and risk management strategies:




	Signature of person making referral: 
	

	Please print name:
	

	Date:
	

	EHCP enclosed
	
Yes                                      No  


	Please return completed form to:

Forms may be returned to the referrer if all sections are not completed
	Community Team Learning Disabilities
Benton House

136 Sandyford Road

Newcastle upon Tyne
NE2 1QE

Tel:  0191 210 6868

Fax: 0191 210 6879
CTLDAdmin@cntw.nhs.uk



	Office Use Only



	Date request received:


	

	Date request discussed at referral allocation meeting:
	

	Outcome of referral allocation meeting:

STRAP LD (if applicable)
	sent:                                rec’d:

	Date response letter sent to referrer:
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