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	Initial Contact Assessment – Learning Disability Services


	Surname: 
	Forename: 

	Date of Birth: 
	Sex: 

	NHS Number: 
	Marital Status 

	Address:



	Tel No: 
	Occupation:

	Ethnic Origin: 
	Religion: 

	Lives with:   
	Legal Status:

	Next of Kin:  
	Carer/Contact (if different)

	Relationship:  
	Relationship:

	Address:  

Hull
	Address:



	Daytime phone No:  
	Daytime phone No:

	Night time phone No:
	Night time phone No:

	
	

	GP Name:  
	Address:  



	Phone No:  
	

	Other Professionals/Agencies
	Name
	Address
	Phone No.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Consent/Capacity

Have all attempts been made to explain the referral reason, assessment and proposed intervention to the person in easy access format or by preferred communication methods?                                                                    

                                                                                                                                              Yes/No

Assessment of capacity

Yes/no

1. Does the person have a general understanding regarding the reasons for referral or proposed intervention?

2. Is the person able to retain the information for long enough to make a decision regarding the assessment and proposed intervention?

3. Can the person understand the pros and cons or use the information given in order to reach a decision?

4. Can the person communicate any decisions either verbally or by other means (sign language or pictures)

If the answer to any of the above is no then the person lacks capacity at this particular time and the practitioner should proceed with the Trust Best Interest procedure.

Does the person have lasting power of attorney and/or an advanced decision/directive in place?                                                                                                                Yes/No

Best Interest Record Documentation completed /to be completed by profession.                                               Yes/No




	Reason for referral; client perception: 



	Any previous Involvement by/or referrals to the Learning Disability Service:

Date: 

	Social service Overview Assessment Carried Out                 Yes/No                       Date:



	Social service support  Plan Completed                               Yes/No                       Date:



	Carer Assessment Offered/information given                                          Yes/No                      Date:    

                 

	Does CPA (Care Programme Approach) criteria apply    Yes/No  

Registered on CPA                      Yes/No                       Date:



	Name of CPA Care Co-ordinator



	Relevant Medical History



	Medication as of date:



	General Health - To include epilepsy and both physical / emotional health and any recent changes in behaviour:




	Any recent health care screening and or Investigations carried out?

Does the person have an Annual health check at the  GP surgery (if no refer to nursing)



	Communication

Name ;                                                      NHS  number 

	Mobility



	Sensory Abilities



	Education, Occupation, Leisure and Social Skills



	Family Support Networks



	Self help skills



	Public health needs




Name:                                                                         NHS Number:

	Further Area of Assessment Needed
	Yes
	Date
	Comments

	Nursing
	
	
	

	Psychology
	
	
	

	Occupational Therapy
	
	
	

	Physiotherapy
	
	
	

	Speech & Language Therapy
	
	
	

	Social services 
	
	
	

	Family Therapy
	
	
	

	Psychiatry
	
	
	

	Primary Care
	
	
	

	Epilepsy Service
	
	
	

	Carers Assessment
	
	
	

	Assessment Completed By:


	Information Supplied By:



	Any Immediate Actions Taken Following Assessments:



	Safety Concerns:



	Name:                                                                               Designation:

                                                                     

	Signature:                                                                         Band:                           Date: 



	Clients / Carers Comments: 



	I have had the opportunity to discuss this assessment and would like to make the following comments:

Client

Name:                                     Signature:                                                  Date:

Carer

Name:                                     Signature:                                                  Date:      

                 


Information given on Complaints procedure 

Information given on team roles

To be taken to MDT meeting on:
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