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Referral Form
This form is available in Welsh, and in other languages and formats on request.

Mae’r cyhoeddiad hwn ar gael yn Gymraeg, ac mewn ieithoedd a fformatau eraill ar gais
Participant Eligibility Criteria

The project aims to motivate young people and others in their life to prepare for the future by working with them to raise aspirations, increase participation in social, learning, volunteering and employment opportunities. 

Services are available to young people aged 14-19 years of age who have severe and complex needs, including a learning disability and / or autistic spectrum disorder 
Young people must be aged 14 -19 years when they are referred to/enrolled with the project (however, allowance will be made for around 15% of participants to continue after their 20th birthday but not after they reach 25). 

Participants must have (at minimum) a learning disability or diagnosed Autistic Spectrum Disorder.

· The project adopts the definition of ‘learning disability’ as:

· A state of arrested or incomplete development of  mind;

· significant intellectual impairment

· deficits in social functioning or adaptive behaviour (basic every day skills)

· which are present from childhood

Some people with learning disabilities tend to use the term ’learning difficulties’. The two terms can be interchangeable when used by health and social care professionals and agencies including those providing advocacy services. 

The term ‘learning difficulties’ is also used in the education system, though with a broader meaning and can include people who have ‘specific learning difficulties’ (e.g. dyslexia), but do not have a significant general impairment in intelligence and therefore are not eligible to access the project.
Participants may also have more complex needs arising from additional problems, including:

· Physical impairments

· Sensory impairments

· Mental health problems

· Behavioural difficulties

· Neurological conditions (e.g. epilepsy, cerebral palsy)

The project defines severe and complex needs as:

· Requiring input from 2 or more non-universal agencies.
Referral
The responses given on this form will be crucial in making a decision as to the appropriateness of the referral for the Project.  It will also help us to decide which member of the service will be best to make the initial assessment on behalf of the team. It is essential that this form is filled out with the young person and their parent/carer.

Family details:

	
	First name
	Family name
	Date of birth

	Young person’s name:
	
	
	

	National Insurance number:
(if not in school)
	

	Address:
	

	Post code:
	
	Telephone no.
	

	Mother’s name
	

	Father’s name
	

	Who has parental responsibility?
	

	List people living at home:

	
	

	
	

	School/College
	

	G.P. & Practice
	

	What is the language you use at home?
	

	In what language would you prefer to communicate with us?
	


Referrer Details:

	Name
	

	Date of referral
	

	Profession
	

	Address
	

	
	

	Tel No.
	

	Email
	


Further Information

	Does your son/daughter have:

 a learning disability/difficulty?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	a diagnosis of an Autistic Spectrum Disorder (including Asperger’s Syndrome)?
a physical disability

a sensory impairment

mental health problems

long term care needs
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Does your son/daughter have (or did he/she have) a statement of special educational need? 


	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Does your son/daughter receive any extra help in school?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 


	If “yes,” please describe

	

	Does your son/daughter have a Social Worker?  
If “yes”, please give their name and contact details.


	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	

	

	Has your son/daughter received input from any other health or education professionals, specifically:

	Speech and language therapist?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Educational psychologist?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Occupational therapist?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Physiotherapist?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Community nurse?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Consultant psychiatrist?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Other specialist doctor?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Hearing impairment/visual impairment service?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	Any other?

Please specify name and profession


	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	

	
	


Developmental and Medical History
Diagnosis/medical history:

Please include any diagnosed conditions and/or serious illnesses that your son/daughter has had.
	

	

	

	

	


Is your son/daughter colour blind?                               YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
  DON’T KNOW  FORMCHECKBOX 

Does your son/daughter have:
Allergies?  

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	Please state e.g. nut, latex, hay fever
	

	Are the allergies intermittent or all the time?
	


Epilepsy? 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

Is epilepsy controlled by medication? 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

 Seizures sometimes  FORMCHECKBOX 
   No seizures for a long time  FORMCHECKBOX 
 
Is your son/daughter taking any medication/medicine at present?
 YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 

If yes, please list and explain what for.
	1.
	

	2.
	

	3.
	

	4.
	

	5.
	


Developmental and Medical History Continued
Are there any coping strategies in place (e.g. epilepsy care plan)?
	

	

	

	


Please list the main concerns of the young person and their parent/carer
	1.



	

	2.



	

	3.



	


Any other information you think we need to know

(e.g. triggers to challenging behaviour)
	

	

	

	


Declaration
I declare that the details given on this form are true to the best of my knowledge.

	Parent/carer 

Signed:
	Relationship to 

young person:

	Young Person Signed:
	

	Date:
	


Thank you    
For office use only

Project criteria satisfied


YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 

	Signed:

	Date:


Look at the boxes below and circle those things which your son/daughter would like help with:

	Independent Living Skills















	Leisure Opportunities

	











Relationships


	






Lifelong Learning/Employment


      Dressing/undressing








Using money





   Personal hygiene








Doing household tasks








Being able to live away from home





Cooking





Using telephone





Travel independently          





Telling time       





Healthy living





Shopping





Choices





PERSON CENTRED 


PLANNING FOR THE FUTURE





Transition





Support








Wishes








Aspirations








 Going out with friends





Attending youth club





Keeping fit





   Using local leisure facilities e.g. swimming       





Trying new activities





Having a range of hobbies





Making new friends





Earning a Duke of Edinburgh Award





Going to a disco





Decisions





Information





Keeping safe








Asking for help





Having a boyfriend





Having a girlfriend





Communicating with people





Learning good social skills





Self esteem





Having more confidence





Appropriate / inappropriate behaviour








Phobias / anxieties





Asking for what you want








Sexual health





Understanding the world of work








Preparing for work





Being able to earn money





Voluntary work








Getting qualifications











Work experience








Having a ‘Saturday’ job





Having a job











Vocational training








   Going to college / university       





Voluntary work











