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REFERRAL FORM
Please attach any supporting documentation e.g. psychiatric, nursing, OT, psychology or social history reports

Please complete all sections and return to:

Carole Nurton, Referral Manager

Ludlow Street Healthcare 
5th Floor, Harlech Court

Bute Terrace, Cardiff

CF10 2FE

Tel:
029 20394410 

Fax:
029 20399340 (secure fax)
Email: carol.nurton@lshealthcare.co.uk
Referring Agency Details:
	Date
	

	Name of person making referral
	

	Designation


	

	Organisation
	

	Address
	

	Contact number
	

	Email address
	

	Type of Placement required


	

	Where did you hear about us?
	


Service User/Patient Details
	Full Name


	

	Date of Birth/Age


	

	Gender


	

	Ethnic Origin


	

	Religion


	

	Preferred Language
	

	NHS Number


	

	Current Address


	

	Telephone Number


	

	Current Diagnosis


	

	Current Medication

	

	Allergies(if applicable)


	


FAMILY CONTACTS
	Next of Kin/Significant family member
	Relationship:

	Address


	

	Telephone Number
	


PROFESSIONALS/AGENCIES INVOLVED
	Designation


	Name
	Contact Number

	Responsible Clinician
	
	

	Approved Clinician 


	
	

	Care Coordinator


	
	

	Social Worker


	
	

	CPN


	
	

	GP


	
	

	Probation Officer

(if applicable)
	
	

	MAPPA Coordinator/contact

(if applicable)
	
	

	Other


	
	


FUNDING AUTHORITY DETAILS
	Responsible Authority
	

	Contact Name

	

	Address

	

	Telephone Number

	

	Fax

	

	Email Address

	


Has funding been agreed?
Yes

No

In principle


LEGAL STATUS
Is the service user/patient currently detained under the Mental Health Act 1983?

Yes

No


If yes, please complete the following:
	Section
	

	Date commenced
	

	Date of last MHRT
	

	Consent to Treatment status
	

	Nearest Relative (if different to Next of Kin)
	

	Mental Health Act Administrator Name
	

	Address

Telephone Number
	


Is the service user/patient subject to Deprivation of Liberty Safeguards?

Yes 

No


If yes, please complete the following:
	Supervisory Body
	

	Contact Name


	

	Contact Number

	

	Date Commenced

	


CURRENT STAFFING LEVELS
	Within placement DAY
	

	                           NIGHT
	

	In Community
	

	Any specific requirements
	


REASON FOR REFERRAL
	


CLINICAL DETAILS

Please summarise and attach any relevant reports
	Family History

	

	Developmental History

	

	Forensic History

	

	Medical History/ Including past treatments

	

	Physical Health

	

	Education/ Occupation details

	

	Current Therapeutic Input

(please provide details of input offered and level of motivation)


	1.
2.

3.

4.

6.

7.

8.
	Psychology


	
	OT


	
	SALT


	
	Physiotherapy


	
	Dietetics



	
	Drug and Alcohol counselling


	
	Other




OUTLINE OF RISK AND BEHAVIOURS
	Verbal Aggression

	

	Physical Aggression

	

	Self Harm

	

	Environment

	

	Use of Weapons

	

	Fire Setting

	

	Substance Misuse

	

	Inappropriate Sexual Behaviour

	

	Registered Sex Offender 

	

	Absconding

	

	Hostage Taking

	

	Stalking

	

	Vulnerability

	

	Allegations

	

	Theft

	

	Mobility/ Manual Handling 

	

	Self Care

	

	Observation Levels

	

	Compliance with Medication

	


Any other risks: 

	


Any other relevant information:
	















































