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Community Nurses for Children with a Learning Disability (CNCLD) Referral Form (Professional Electronic)

Please complete this form electronically and send it to our secure email address: 
bht.cyp-cncld-admin@nhs.net

IMPORTANT
It is essential that referrals are accompanied by a clinic letter from a GP / consultant clearly stating a learning disability diagnosis. This can include genetic conditions associated with learning disabilities such as Down’s syndrome or Fragile X syndrome. Failure to include this letter will result in the referral being automatically declined and so will delay care.

Please visit our website which details the referral criteria, the services available and has additional resources you may find helpful.
https://www.buckshealthcare.nhs.uk/cyp/children-with-learning-disabilities/ 


	
Child / young person’s name:       
                        
	DOB:
	NHS no:

	Address:   




Postcode:
	Tel no:                                                                                                        


	
	Mobile:


	
	Email:


	Gender:
	Interpreter required?                            YES / NO




	Ethnicity:                                   
	

	Preferred language:                                                                                                                                                                                                  
	

	Principal carers
Name:

Relationship:

Parental responsibility:                    YES / NO
	
Name:

Relationship:

Parental responsibility:                        YES / NO  

	Siblings
Name:

Name: 

Name:
	
DOB:

DOB:

DOB:




	Please check the GP surgery the child / young person is registered with is within Buckinghamshire. We are not able to accept referrals if the child / young person’s registered GP is outside Buckinghamshire.
GP name:


	Address:

Postcode:

Tel no:

	School:

Address:

Postcode:

Tel no:

	
Has the child / young person previously been seen by this team?                                         YES / NO

(if this was within the last 6 months the family can self-refer back to us using the form we sent them)

Did they engage with our team?                                                                                                 YES / NO

If not, why not?
What was the outcome?

                    



	
Does the child / young person have an Educational, Health and Care Plan (EHC Plan or EHCP) in place?                                       
YES / NO


	
Please provide some information about any additional diagnoses such as ASD, epilepsy, ADHD, complex health needs, life limiting condition, mental health needs etc:









	
Please discuss with the family about their perceived PRIORITY NEED and ✓ a box below. 
  Behaviour management 
  Sleep problems
  Continence products
  Continence promotion / toilet training – referrals will only be accepted for support with this after the child’s 5th Birthday, all children under 5 years should be assessed by their Health Visitor.  Please confirm a GP appointment has already been arranged to ensure the child has a healthy bladder and bowel function and to identify if constipation is an issue.  We will not be able to accept a child’s referral if this has not been undertaken.           YES / NO
  Health promotion
  Practical and emotional support - for families of children with a new learning disability diagnosis

We plan to work with families over a 6-month period, then review or discharge dependent on their situation. Due to high demand for our service if you do not attend 2 consecutive appointments your child will be discharged from our service.


	Please provide further information about the priority need:







	Is the family subject to a child protection plan?                                                                    YES / NO
If YES please provide some details:



Is the child / young person looked after?                                                                                YES / NO
If YES please provide some details:





	Are there any hazards / risks associated with home visiting that we should be aware of?                                                                                                             
YES / NO

If YES please give details:








	Are any other professionals / agencies involved with the child / young person, or have they been in the past?  Please list.

	Profession
	Name of professional
	Current involvement
Y / N
	Report(s) attached if not from BHT
Y / N

	Paediatrician
	
	
	

	Speech and Language Therapist
	
	
	

	Occupational Therapist
	
	
	

	Social Worker / Family Support Team
	
	
	

	Educational Psychologist
	
	
	

	CAMHS
	
	
	

	Other (please specify):

	
	
	

	
Is the child/young person aware of this referral?                                                       YES/NO
Is the parent/carer aware and consents to this referral?                                           YES/NO     
                    

	If over 16 years of age does the young person give consent for this referral?       YES/NO
NB: If you say yes, you are taking responsibility for saying this young person has the capacity to give their consent for this referral.  This means they are able to understand the information given to them, and they can use it to make an informed decision.  NHS Choices March 2016:
 http://www.nhs.uk/Conditions/Consent-to-treatment/Pages/Introduction.aspx) 
In order for us to accept this referral, please provide written evidence of any required and completed mental capacity assessments.

	Name of referrer: 
	Role:


	Full address: 

                                                                                                                                     
 
Postcode: 
Email:
	Tel no.

Mobile: 


Date:

	
Please send the completed form electronically to our secure email address:
bht.cyp-cncld-admin@nhs.net

Thank you.



[image: ]
Referral form – updated January 2023
image1.emf









image2.png
OUTSTANDING CARE

HEALTHY COMMUNITIES





