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Referral Form
)Community Learning Disabilities (Health) Team
Civic Centre
High Street, 
Uxbridge, 
Middlesex 
UB8 9SA
Email: cnw-tr.KingswoodReferrals@nhs.net  
 

N.B.	All items marked * are mandatory and we are not able to accept referrals without this information

	Details of the individual being referred (check catchment area please)

	Name
	*
	Date of Birth
	*

	Address
	*
	Gender
	*

	
	NHS Number
	*

	
	Marital Status
	*

	
	Religion
	*

	Postcode
	*
	Mobile
	

	Tel. Home
	*
	Email / Fax
	

	GP Name
	*
	Tel No:
	

	Address
	*
	Fax No:
	

	
	Email:
	

	
	




	*Ethnicity, Nationality and Cultural Details:

	White               (tick one box only)
|_| British (A)
|_| Irish (B) 
|_| Other (C) 
Mixed
|_| White & Black Caribbean (D) 
|_| White & Black African (E) 
|_| White & Asian (F) 
|_| Other (G)
	Asian or Asian British
|_| Indian (H) 
|_| Pakistani (J) 
|_| Bangladeshi (K) 
|_| Other (L)
Black or Black British
|_| Caribbean (M) 
|_| African (N)
|_| Arab (P) 
|_| Other (P)
	Other Ethnic Group
|_| Chinese (R)
|_| Arab (S)
|_| Other (S)
Not Obtained         
|_| Refused to State (ZR)
|_| Unable to Choose (Z)
|_| Not Asked (99)
|_| In No Condition to be Asked(99)

	Please specify exact ethnic group:
	

	Country of origin:
	*
	Sexual orientation:
	*

	Nationality:
	*

	Is interpreter needed
	Yes |_|  No |_|
	First language
	*

	Does Service User see them self as: A)  Refugee 
                                                                  B) Asylum Seeker
	Yes |_|  No |_|
Yes |_|  No |_|

	Does Service User pass the Habitual Residence Test? 
(Does immigration status enable access to public funds?)
	Yes |_|  No |_| Not Known |_|




	Referrer’s Details *

	Date of Referral
	
	*Is service user aware of the referral?
	Yes   No 

	
	
	*Has service user given consent to the referral?
Yes   No   Not assessed   Unable to provide consent 

	Name
	

	Agency
	

	Address
	

	

	Tel. No.
	
	Fax No.
	

	*E-mail
	



	Has this person been screened for eligibility for community LD services?
	Yes |_|  No |_|

	If yes, is the person eligible for community learning disability services?
	Yes |_|  No |_|



	What level of learning disability do you feel this person has?
	|_|   Mild learning disability
|_|   Moderate learning disability
|_|   Severe learning disability

	How has this been established?
	



	Relevant risk factors?
	






	Details of other agencies / professionals involved

	Name
	
	Name
	

	Address
	
	Address
	

	
	

	
	

	Contact No
	
	Contact No
	

	Fax / e-mail
	
	Fax / e-mail
	




	Reason for Referral (please give a brief description of concerns) *

	






















Referrals can be sent by post to the address above or by email to cnw-tr.KingswoodReferrals@nhs.net              
	Office use only:
	|_|   Protocol check
|_|   Jade check
|_|   Paper file check



image1.jpeg
Central and North West London m

NHS Foundation Trust




