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Cavan/Monaghan and Louth/Meath Mental Health in Intellectual Disability Service
Please note all referrals to this service must include a copy of recent psychological assessment.
All clinical parts of the referral form must be completed by the referring doctor.

Client Details

Surname_____________________________Forename_________________________________

Known as:_______________________________ Nationality________________________________

Gender: Male / Female ______________Date of Birth_____________PPSN:___________________

Current Address:
_________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________

Medical Card / Long Term Illness Card

Name of Card Holder___________________GMS Number ___________ Expiry Date____________

Disability Allowance:  Yes ___No___ //Travel Pass: Yes ___No___// Other Allowance:Yes___No___

Contact Numbers:

Home____________________ Mobile ____________________Work_________________________

Family Members (NOK) / Contact Person: Name _________________________________________
Relationship:_______________________________Address:____________________________________________________________________________________________________________________________________________________________________Contact no.____________________

General Practitioner:  Name:__________________________________________________________
Address__________________________________________________________________________________________________________________Phone_____________________Fax____________

Other Professionals/Services Involved: Names and Telephone Contact Details:
_________________________________________________________________________________
Gary Rocks Social Worker Children’s Disability Team Louth 0860455832 _________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________

Diagnosis
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Reason for Referral / Relevant history / Medications: (Please include note if needed/applicable)

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

Staff Precautions / Risks (Tick as appropriate): Need to Contact Referrer prior to 1st Visit with client:Yes___No ___


	Independent Mobility
	
	Language barrier
	

	Living Alone
	
	Assistive Equipment
	

	Behavioural Issues
	
	Other Relevant Information (Attach note if applicable)



Consent: Signature of person referred________________________________Date______________

Or Signature of Parent/Carer/N.O.K._________________________________Date______________

The client is aware of and agreeable to referral and it has been explained to the client that certain relevant information maybe shared with other team members if it is appropriate for the provision of care

	Information Sharing
	Yes
	No

	Has the client consented to sharing of information
	
	



Signed Client/Caregiver:________________________________________Date:_________________

Signature of Person making referral:_______________________________Date:_________________

Title: ____________________________________Address: _________________________________
_________________________________________________________________________________
_________________________________________________________________________________
Tel No:_____________________FaxNo:_____________________Email:______________________

Please return completed referral and copy of Psychological assessment to:
Team co-ordinator Mental Health in Intellectual Disabilty Team, Primary Care Centre, Donaghmoyne Road, Carrickmacross, County Monaghan A81 D450

FOR OFFICE USE ONLY:
Signed/Received by:_______________________________________Date:___________________
Acknowledgement Returned: Yes ____________No______________Date:___________________
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