CONFIDENTIAL


Merton Integrated Learning Disability Team (MILD)
	REFERRAL FORM – This must be returned to the MILD Team


London Borough of Merton

London Road, Morden, SM4 5DX

Tel:0208 545 4529
Email: LD.Admin@merton.gov.uk

	CLIENT INFORMATION:

	Date of Referral: .

	Clients Surname: Click here to enter text

	Clients First Name: Forename

	Marital Status: Click here to enter text

	Gender:  Male ☐ Female ☐

	Date of Birth: 

	

	Address:

Click here to enter text 

	Post Code: 

Click here to enter text 


	Type of accommodation:
(e.g. Parental Home, Supported Living)

Click here to enter text
	Telephone Number:
Click here to enter text 

	Ethnic Origin/ Cultural background:

Click here to enter text 
	NHS Number:

Click here to enter text 

	Language: Click here to enter text
	Interpreter Required: Yes ☐  No ☐

	Additional communication needs: Click here to enter text 



	Carer:
Name: Click here to enter text 
Address:

Click here to enter text 
Telephone Number: Click here to enter text   Fax: Click here to enter text
Relationship to client: Click here to enter text 



	Who should we contact about this referral?: Click here to enter text



	GP Details: Click here to enter text 
Address (including Post Code):

Click here to enter text 


Telephone Number: Click here to enter text   Fax: Click here to enter text 
Email: Click here to enter text 



	Presenting problems / issues:

Click here to enter text


	What are you expecting that the MILD Team will do:

Click here to enter text


	Has the client agreed to this referral?


	YES ☐  NO ☐  

	Does the client have capacity to understand the referral process?


	YES ☐  NO ☐  

	If NO has a best interest decision been made about this referral?


	YES ☐  NO ☐


	REFERRER INFORMATION:

	Name & where from: Click here to enter text 
Address (including Post Code):

Click here to enter text 


Relationship to the Client: Click here to enter text
Telephone Number: Click here to enter text   Fax: Click here to enter text 
Email: Click here to enter text 

	Form completed by: Click here to enter text 
	Date: .

	Other Useful Information: 

(Health needs, current medication, past support, communication issues)

Click here to enter text 


	ELIGIBILITY SCREENING – Learning Disability (MANDATORY)

	Have you accessed our services previously?  YES ☐  NO ☐  UNSURE ☐
If NO or UNSURE please complete sections below



	Does this client have a diagnosed Learning Disability (IQ below 70 with adaptive functioning difficulties diagnosed before the age of 18 years?):  YES ☐  NO ☐

	If YES please give details/ provide evidence:

Click here to enter text 

	Did the client attend a school for people with Learning Disabilities?:  YES ☐  NO ☐
Please give details:

Click here to enter text 




	Did the Client receive a Statement of Special Educational Needs?:   YES ☐  NO ☐
Please give details:

Click here to enter text 

	Does the client require support to live independently?:                       YES ☐  NO ☐
Please give full details:

Click here to enter text 


Does the person have any neurodevelopmental diagnoses?              YES ☐  NO ☐
i.e. ASD. ADHD

Please give full details:

Click here to enter text

	Please supply any copies of reports that prove the person being referred has learning disabilities e.g. IQ / Cognitive Assessments / Educational Statements or Reports or evidence that they have been previously known to the team.




	ADDITIONAL INFORMATION

	Does this client have a diagnosed Mental Health difficulty?               YES ☐  NO ☐  
Please give details:

Click here to enter text


Does this person have significant physical health care needs?         YES ☐  NO ☐  
Please give details:

Click here to enter text
Does this person have additional communication needs?                 YES ☐  NO ☐  
i.e. the need for an interpreter



	

	MILD – OFFICE USE ONLY

	Type of Referral:  Click here to enter text
Date Received:

Date Processed:

Outcome:




Page | 1
Page 4 of 4

