	Service user name:


	ID number:



	Specialist Community Disability Service (SCDS) Referral Form                                                                               Confidential.  Please complete in full.   Missing information will delay referral process.

	Date of Referral:
	
	Return to: SCDSReferrals@brighton-hove.gov.uk

	Person being referred:

	Family name:                 

                                                                                                        
	Forenames: 
	Title:

	Prefers to be known as: 
	Title:

	Previously known as:
	Title:

	Did the client consent to the referral and sharing relevant info? 
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	Gender Identity (tick)
	Female
	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Other 

(please state)
	

	Date of birth
	
	Phone Number
	

	Current Address
	

	NHS ID
	
	Social Care ID
	

	Hosp ID
	
	CIS ID
	

	Marital /Civic status:
	
	Funding Authority:
	

	Preferred  language
	
	Interpreter required?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Reasonable adjustments
	 e.g. Easy Read

	Ethnicity 
	White
	Mixed
	Asian or Asian British

	
	White British
	 FORMCHECKBOX 

	White and Black Caribbean
	 FORMCHECKBOX 

	Indian
	 FORMCHECKBOX 


	
	White Irish
	 FORMCHECKBOX 

	White and Black African
	 FORMCHECKBOX 

	Pakistani
	 FORMCHECKBOX 


	
	Any other white background
	 FORMCHECKBOX 

	White and Asian
	 FORMCHECKBOX 

	Bangladeshi
	 FORMCHECKBOX 


	
	                              Black British
	 FORMCHECKBOX 

	Any other mixed 
	 FORMCHECKBOX 

	Any other Asian 
	 FORMCHECKBOX 


	
	Black Caribbean
	 FORMCHECKBOX 

	Other groups
	Not stated
	 FORMCHECKBOX 


	
	Black African
	 FORMCHECKBOX 

	Chinese
	 FORMCHECKBOX 

	Details of ‘other’ selections (enter category/code):

	
	Any other Black background
	 FORMCHECKBOX 

	Any other group (specify)
	 FORMCHECKBOX 

	     

	Religion


	None
	 FORMCHECKBOX 

	Buddhist
	 FORMCHECKBOX 

	Jewish
	 FORMCHECKBOX 


	
	Christian
	 FORMCHECKBOX 

	Hindu
	 FORMCHECKBOX 

	Muslim
	 FORMCHECKBOX 


	
	Sikh
	 FORMCHECKBOX 

	Any other religion
	 FORMCHECKBOX 

	Details:
	     

	Referral to:
	Care Management
	 FORMCHECKBOX 

	Physiotherapy
	 FORMCHECKBOX 


	
	Transitions
	 FORMCHECKBOX 

	Speech and Language Therapy
	 FORMCHECKBOX 


	
	Occupational Therapy
	 FORMCHECKBOX 

	Behaviour Support
	 FORMCHECKBOX 


	
	Nursing
	 FORMCHECKBOX 

	Psychology
	 FORMCHECKBOX 


	
	Psychiatry
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 


	Referrer Details
	Name:
	

	 
	Address:
	

	
	Telephone:
	

	
	Email:
	

	GP Details
	Name:
	

	
	Address:
	 

	 
	Telephone:
	

	
	Email:
	

	Reason for referral (inc. anticipated health and social care needs)
	

	Describe your expectations of the referral
	

	Describe client’s expectations of the referral
	

	Known risk(s) to self? (e.g. falls, self-harm, if yes describe below)
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	

	Known risk(s) to others? (if yes describe below)
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	

	Safety issues when visiting? (if yes describe below)
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	

	Keysafe?
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	How best to access the residence:

	Home Details:

	Is your accommodation
	Permanent
	 FORMCHECKBOX 

	Temporary
	 FORMCHECKBOX 

	Homeless
	 FORMCHECKBOX 

	

	Type of permanent accommodation
	House
	 FORMCHECKBOX 

	Flat/bedsit
	 FORMCHECKBOX 

	Bed and breakfast
	 FORMCHECKBOX 

	Supported housing
	 FORMCHECKBOX 


	
	Bungalow
	 FORMCHECKBOX 

	Nursing care
	 FORMCHECKBOX 

	Residential care
	 FORMCHECKBOX 

	Other (specify)
	 FORMCHECKBOX 


	Tenure- permanent accommodation
	Council
	 FORMCHECKBOX 

	Home owner
	 FORMCHECKBOX 

	Private rented
	 FORMCHECKBOX 

	With family
	 FORMCHECKBOX 


	
	Housing association
	 FORMCHECKBOX 

	Other (specify)
	 FORMCHECKBOX 

	Details:
	     

	Does the home have a working smoke alarm?
	Don’t Know
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	  Does the home have Carelink? / Emergency Alarm?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	

	  Does the home have any Telecare Devices?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	


	Person most close to person / Emergency Contact (e.g. carer/next of kin) 

	Family name: 

	Forenames: 

	Preferred name: 

	Relationship to person: 

	D.O.B.:
	

	Ethnicity: 
	

	Address:
	


	Post-code:
	

	Phone number(s):
	


	E-mail:
	


	Availability:
	

	Care co-ordinator

	Name: 
	

	Role:
	

	Organisation:
	

	Phone number(s):
	

	E-mail:
	

	Lasting Power of Attorney (Personal Welfare) and / or Lasting Power of Attorney (Property & Affairs) 

	Name: 
	

	Role:
	

	Organisation:
	

	Address:
	

	Post-code:
	

	Phone number(s):
	

	E-mail:
	

	Court of Protection Deputyship (Health and Welfare and/or Finance) 

	Name: 
	

	Role:
	

	Organisation:
	

	Address:
	

	Post-code:
	

	Phone number(s):
	

	E-mail:
	


	Medical background (describe below)

	

	Other Professional Involvement:

	Is the Client on the GP LD Register?
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	

	Has the Client had an Annual Health Check?   
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	Date:

	Does the client have a Care Passport?
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	Date:

	Supporting documentation (e.g. incident reports)

	Copies of other relevant reports attached? 

(e.g. Health, Education, Social Care)
	No
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 


	List reports attached:

	Form completed by:
	Designation:



	Signed:
	Date:
	Date sent:
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