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REFERRAL FORM Community Services – Behaviour Support
	Learning Disability Nursing Team –
Behaviour Support 

Allington Clinic 427 Woodbridge Road

Ipswich  IP4 4ER

Tel: 01473 264801

Email: LDNursingTeam@suffolk.gov.uk
	School Nursing – Alternative Provision Team 

Health Business Centre

Allington House427 Woodbridge Road

Ipswich IP4 4ER

Tel: 0345 607 8866  

Email: childrenshealth@suffolk.gov.uk 


	REFERRER
	
	CLIENT

	Name: 
	
	Surname: 

	Designation: 
	
	Forename(s): 

	Address: 


	
	DOB:                      NHS No: 

	
	
	Ethnic Group: 

	
	
	Address: 

	Email: 
	
	

	Tel: 
	
	

	Date: 
	
	Tel:                    Mob: 

	Signature: 
	
	Email: 

	GP: 
	
	Parent/Carer Names: 

	
	
	

	Nursery/School/College: 
	
	Are parents willing to engage?                Yes / No

	
	
	Has informed consent been given?         Yes / No

	Consultant: 
	
	Parent’s Signature: 


DIAGNOSIS: Evidence of Learning Disability/IQ (do they have a statement of educational need/EHCP, please give levels of learning within the school setting if known)
	


REASON FOR REFERRAL:

	


EXPECTED OUTCOME FROM REFERRAL:
	


	Is there a history of DNA’d appointments
	Yes / No

	Is the behaviour requiring advice exhibited AT HOME
	Yes / No

	Is the behaviour also exhibited at school     
	Yes / No

	(NB if only exhibited at school first line of contact should be with education services e.g. SES / Educational Psychologist)


OTHER AGENCIES INVOLVED AND SUPPORT NETWORKS:
	School Nurse /HV:                               Social Worker: 

	Other Agencies: eg CAMHS etc 

	Safeguarding:         CP Plan Yes / No         CIN Plan Yes / No         FNM Yes / No         CIC Yes / No


BACKGROUND INFORMATION: (Please include a detailed description of behaviours including frequency and intensity, any information regarding safeguarding and attach any written information/ reports that would support this referral)

	


PREVIOUS INTERVENTION/ACTION TAKEN TO DATE: (Please give details and dates of previous interventions/outcomes if known)

	


PREVIOUS BEHAVIOUR SUPPORT/ADVICE RECEIVED FROM:
	Workshops or Courses via Parent Hub / Emotional Well Being Hub        Yes / No        Early Bird  Yes / No

	School Nursing including Alternative Provision Team (SNAP)     Yes / No     Clinical Psychology  Yes / No

	Learning Disability Nursing Team – Behaviour Support        Yes / No           LD CAMHS   Yes / No


WHAT OTHER SERVICES HAVE REFERRALS BEEN MADE TO:

	


Please note that incomplete referral forms will be returned to the referrer.  
Social Workers must have line manager approval. Where professionals cannot refer directly to the Learning Disability Nursing Team, as per the service specification, referrals will be reviewed by the School Nursing – Alternative Provision Team and stepped up as required.

For office use only: Referral Processed by:			Date: 	                      Eligible / Non Eligible





Learning Disability criteria confirmed Yes / No        Is this a re-referral? Yes / No        New need /  Same need  





Registered with Suffolk GP Yes / No   Accepted by: SNAP Team  /  Learning Disability Nursing team  
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