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Learning Disability In-Reach and Transition Team (LDITT)
Referral Form

To be completed by Healthcare Professional only. Please forward form to LDITTreferrals@cntw.nhs.uk
	Patient details
	Title: 
	Surname:
	First Name:


	DOB:
	Address:


	RIO no:
	Ward:


	Ethnicity:
	Religion:
	Main language used:

	Preferred pronouns: 

	Please indicate individuals living arrangements (e.g. no fixed abode, own home, ILS, residential etc.)
	

	Name of Care Provider if applicable: 
	

	Name of community team if applicable: 
	

	Has the patient consented to this referral?                                                     Yes/No

	If no: Is the patient aware of the referral?                                                        Yes/No

	Does the patient have an allocated Advocate/IMHA?                                     Yes/No

	If yes please provide details





	Reason for referral: 






	Please state what support the individual/team require from LDITT: 











	Name of referrer: 

	

	Job Title: 

	

	Ward/Dept and hospital site: 

	

	Ward Manager/key contact details for the ward: 

	


For LDITT team use only
	Referral date received: 
	

	Referral triaged by: 
	

	Date discussed at MDT (if appropriate): 
	

	Referral outcome: 
	Accepted/Declined 

	If referral declined

	Rationale for decline:

	Date referrer has been informed of outcome: 
	Date which outcome recorded in RIO:


	If referral accepted: 

	Name of LDITT Key worker/workers:
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