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“Protection through Quality”

Referral Form for Clients with a Learning Disability, Complex Needs and Challenging Behaviour – Residential Services

Person Referred:

Name:……………………………………………………………………………………………….

D.O.B.:……………………………………………………………………………………..............

Home Address:………………………………………………………………………...................

………………………………………………………………………………………………………………………………………………………………………………………………………………

Contact Name:……………………………………………………………………………............

Telephone Number:………………………………………………………………………...........

Current Address:………………………………………………………………………………….

………………………………………………………………………………………………………

………………………………………………………………………………………………………

Contact Name:…………………………………………………………………………………….

Telephone Number:……………………………………………………………………………….

Next of Kin:

Name:……………………………………………………………………………………………….

Address:…………………………………………………………………………………………….

………………………………………………………………………………………………………

Care Manager:

Name:……………………………………………………………………………………………….

Address:…………………………………………………………………………………………….

………………………………………………………………………………………………………

Telephone Number:………………………………………………………………………............

Reason for Referral:………………………………………………………………………...........

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

1.  Pen Picture of Client (including general personality, social and educational interests)

………………………………………………………………………………………………………

…………………………………………………………………………………………..................

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

2.  Challenging Behaviours Exhibited: (please detail specific behaviour indicating intensity, frequency, duration) ………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

3.  Diagnosis:  

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

4.  Physical Health Needs:

.............................................................................................................................................

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

5.  Mental Health Needs:

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

Specialist Support:

Name of specialist service involved with client (including Psychiatric Consultant, Psychology, Challenging Behaviour Team, Physiotherapy, Occupational therapy, etc.)

Name:



Contact Address:



Tel No:

…………………………..
………………………………………….
…
……………….

…………………………..
………………………………………….
…
……………….

…………………………..
………………………………………….
…
……………….

…………………………..
………………………………………….
…
……………….

…………………………..
…………………………………………….
……………….

…………………………...
…………………………………………….
……………….

Supporting information:

List all completed specialist reports available or enclosed.




Reports Completed/Report Name:

Date completed:
Enclosed 










Please (
………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

………………………………………

…………………
………………

Placement Objectives:

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..............................................................

………………………………………………………………………………………………………………………………………………………………………………………………………………

CURRENT PLACEMENT

Notification period for termination of current placement:…………………………………………

Further relevant information that would support this referral:……………………………………..

………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Form completed by:………………………………………………………………………..........
Completion date of referral form:……………………………………………………………….
Please return completed form to:

Sharon Donovan

Director of Specialist Support Services

Perthyn

First Floor 
Unit 11

Ty Nant Court

Morganstown

Cardiff
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