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REFERRAL TO ADULT MENTAL HEALTH SOCIAL CARE 
PART A

Referrer needs to complete Part A of the referral form. 

Referrals will only be accepted for Social Care Assessments; 
if the priority need is health related as opposed to social care the referrer should contact the Single Point of Access – Tel - 0303 123 4000

	REFERRER DETAILS

	Date / Time of Referral:
	Name: 

Agency:

Address:



	Has Patient Consented to referral: Yes/No
	

	Name of referrer / self-referral:
	

	Tel No: 
	

	Email:
	

	Preferred Method of Contact: 
	

	

INDIVIDUALS DETAILS

	Surname:  
	NHS Number: (If known) 

	Forenames:  
	Other Identifier: i.e MOSAIC/RIO number 

	Previous Surname: 
	Marital Status:  

	Title:
	Nationality:

	Gender: 
	Language:

Is an Interpreter required:   Yes/No

	Date of Birth:                       Age: 
	Religion:

	PLEASE NOTE IF AGED OVER 65 ALL REFERRALS NEED TO GO VIA LCC. 

Customer Service Centre: 01522 782155  
	Communication Needs: 



	Telephone Number Home:
	Preferred Method of Contact: 

	Mobile Number:       
	

	Telephone Number Work:
 
	

	Address: 

Postcode: 
	Does the person live Alone:  Yes/No 

If No: please provide details of others in household including any informal care in place 


	Next of Kin name:

Relationship:

Address: 

Tel Number:

	GP Name:
Address:

Tel Number:


	PRESENTING PROBLEM/REASON FOR REFERRAL

	RELEVANT PSYCHIATRIC HISTORY


	Has the Individual had any previous contact with the Mental Health Service?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If YES, please provide the date of their last contact:  

Brief History:



	S117 Status: Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

(If No, please move on to the next section)

Date gained: 

Has a 117 needs assessment been completed? Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Details of S117 Aftercare eligibility:
i.e: Which authority does the responsibility sit with? 



	Has the individual any Social Care needs that derive from their PHYSICAL health needs/Learning disability needs? Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

(If Yes please provide details)

Please note referrals relating to physical disability/learning disability should be made to LCC via the Customer Service Centre: 01522 782155  

	ALCOHOL CONSUMPTION (please provide details – including current status): 
What services are involved?


	DRUG CONSUMPTION (please provide details – including current status): 
What services are involved?


	

RISK ISSUES

	History of violence:   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

(If Yes please provide details)
Potential risk to self/others, including staff:  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

(If Yes please provide details)

Is the person open to safeguarding at the point of referral?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

(If Yes please provide details)  

Other services involved? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

(If Yes please provide details)


	REASON FOR REFERRAL 

	Please describe how the Mental Health issue results in Social Care needs under the Care Act 2014 eligibility criteria: 
I.e. Impacting on personal care, managing household, accessing community, living safely. 



	SERVICES CURRENTLY IN PLACE

	What services/other have been put in place to support the Service User with the above identified needs?

i.e. voluntary sector; neighbourhood team; well-being service; MHLS; community rehab; social prescribing 


	ANY KNOWN CAPACITY ISSUES 

	Please provide details: 
Dates of last MCA (decision specific)/ BI?


	Any other information:
I.e. contacting you, availability, joint visit required 


Completed Referral Form can be sent to us by email: lpft.socialworkreferrals@nhs.net
Any queries / questions regarding completing the form

Tel: 01522 421525 – Admin 
01522 307396 – Social Care North Duty number 

01522 307397 – Social Care South Duty Number 

