Transition Referral Form 
Adults, Children & Family Services

Basic Details
	Date of referral


	

	Surname


	
	Forenames
	

	D.O.B


	
	LiquidLogic ID
	

	Address


	

	Post Code


	
	Tel. No
	

	Accommodation status
	Lives with parents                       Shared Lives                
Lives alone                                 Supported Housing
LAC (looked after child in residential)  


	Religion


	
	Ethnicity 
	

	G.P.


	
	Surgery
	

	Has a First Person Centred Education Review been completed?

	Yes                           No
Date:         

	Relatives 
	

	Are they known to Children Services?
	Yes

No   
     
	Link Worker Names:


Referral Details

	Name of 
preferred contact:
	Relationship to

Service User:

	Contact Details:


	Tel:

	Is this an urgent referral?                       Yes                       No

  

	Is the service user aware                        Yes                      No  

and agreed to the referral: 

	(If no, please specify details)


	Are any other agencies involved e.g. CTLD, YPSS, Continuing Health, Children’s Services etc.?  




	Medical condition - please list all medical conditions:


	Statemented Special Needs/Reason:


	Has the service user ever had any        

mental health problems?                                  Yes                                No   
If yes, please identify if this was due to specific sections under the Mental Health Act:



	Does the service user have a 
Learning Disability?                                           Yes                      No

If yes, is there any evidence such as previous assessments where there has been a formal diagnosis, IQ Assessment, other information such as a Special Educational Needs (SEN) statement etc?



	Do they have a Disability Registration           Yes                      No
with Social Services?

If yes, Registration number (if known)


	Is there anyone currently supporting the service user?    Yes                     No

If yes -   Relative / Friend / Neighbour / other (please specify)



	What type of help/support are they providing?



	How often?




Transitions

	When does the service user leave School?

Is there an Education Plan, e.g. College?



	Is there any existing Direct Payments via Children Services?



	Please attach relevant documents/paperwork to avoid any delays e.g. Core Assessment, Psychology Reports, Pathway Plans, Reviews etc.  

Please list below documents attached:




What type of support are you requesting?
	Equipment Guidance - If a physio assessment is required, refer to the GP.  If the service user is asking for equipment  / adaptations / re-housing due to a disability ascertain if the main area of concern is:

· If they are only enquiring about stairs - advise them to apply for medical priority through Home Search.

· If their enquiry relates to more than stairs refer to Occupational Therapy.

Sensory Support Guidance - In order to place a referral through the Sensory Team (Hearing and/or Sight Impaired)
· Are they already registered as Hearing Impaired / Sight Impaired (partially or severely) with the department?
· Do they have a diagnosis regarding their eye / hearing condition from a Health Specialist?

· Have they recently visited the Audiology Department, a Private Hearing Air Company, an Optician, GP or Eye Clinic in the last two years?



	Personal Care/

Continence
	Medication

	Financial

Management
	Social Activity

	Equipment
	Sensory

Support

	Meal

Preparation
	Shopping

	Residential Care

Respite/Long Term
	Carer 

Relief

	Laundry


	Cleaning

	Other (please specify)



	What are the main areas of concern?



	Has the service user been 

hospitalised recently?                       Yes                                No   


	When and what was this for?



How does the service user manage on a daily basis?

	Activity
	Can do unaided
	Can do with aids
	Can do with assistance
	Unable
	Comments

	Getting in / out of bed.
	
	
	
	
	

	Getting washed and dressed.
	
	
	
	
	

	Getting around your home (inc. stairs).
	
	
	
	
	

	Meal preparation (inc. microwave meals, drinks and snacks.
	
	
	
	
	

	Taking medication.
	
	
	
	
	

	Managing finance.
	
	
	
	
	

	Shopping.


	
	
	
	
	

	Cleaning/laundry.


	
	
	
	
	

	Mobility outdoors.
	
	
	
	
	

	Mobility indoors.


	
	
	
	
	

	Socialising.


	
	
	
	
	


Mental Capacity:

Legal Status:
Is there a DWP Appointee?
	Any identified risks?  (e.g. seizures, falls, smoking, fires, challenging behaviour, etc)

	How are these risks managed? (e.g. equipment, epilepsy sensors, wheelchairs, smoke alarms, behaviour management plan, etc)


	Is the service user in receipt of any                      Yes                             No  
Disability Benefits?
If yes, please specify


	Do they receive NHS Continual Health                 Yes                            No

Care Funding?  If NO, please complete checklist.

	Please provide any additional information collected.




Transition Panel Outcome - SSD only 
	Date referral received:


	

	Transition Panel date:
	

	Outcome:


	Allocated to: 

Deferred for future review: 

Review date:




	Checklist – Information Provided:

Core Assessment    

Psychology Reports      

      

Pathway Plans       

               

Reviews              
Other

(please specify)




Completed forms to be sent by email to the High Needs Team inbox.  If you are not an employee of Hull City Council and therefore do not have a HCC Global Email Address, please send via secure email to:  highneedsteam@hullcc.gov.uk
If you do not have access to an email account, please either:

Fax 

 

Post to

High Needs Team
                       C Suite

                       Guildhall

                       Alfred Gelder Street

                       Hull  HU1 2AA
For enquiries regarding completion of the referral form, please telephone 01482 614209.
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