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Feidhmeannacht na Seirbhise Slinte
Health Service Executive




Intellectual Disability Services


Mounthamilton House

Railway Terrace

Dundalk


Co. Louth


 Ph. 042 9381400



REFERRAL FORM

Person’s Name: 
__________________________
Date of Birth:  _____________

Home Address: 
___________________________________________________


___________________________________________________
Telephone No:  
___________________________________________________

Next of Kin/ 

Main Carer’s Name:  
___________________________________________________

Home Address: 
___________________________________________________


___________________________________________________

Telephone No:
___________________________________________________

Relationship to Individual:  _______________________________________________

Reason for Referral:
___________________________________________________


___________________________________________________


___________________________________________________


___________________________________________________

Has the person ever been psychologically assessed?
Yes

No


If yes, by whom and when:

_______________________________________
Date: ____________________

Has the person got a confirmed Intellectual Disability?
Yes

No


If yes, please specify to what degree:


Mild


Moderate

Severe

Profound

* Please include copy of Psychological Report confirming intellectual disability

Medical History

GP’s Name:
___________________________________________________

Address:
___________________________________________________


___________________________________________________

Telephone No:
___________________________________________________

Current Medical Considerations (include details of medication):
* Please include copy of Medical Report
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Is the person physically disabled? 

 

Yes


No


If yes, give details: 
___________________________________________________________________

___________________________________________________________________
___________________________________________________________________

___________________________________________________________________

Has the person ever availed of psychiatric services? 
Yes


No

If yes, who was the consultant?

___________________________________________________________________

___________________________________________________________________

Date of last contact with psychiatric services:  _______________________________

Has the person got a confirmed mental health illness?
Yes


No

If yes, please give details:  
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________
* Please include copy of Psychiatric Report

Other Professionals involved:

P.H.N:
 


      _________________________ 
Tel. No: _____________

Social Worker:  

      _________________________
Tel. No: _____________

Support Worker/Home Help: _________________________
Tel. No: _____________

School:


      _________________________
Tel. No: _____________

Day Service:


       ________________________
Tel. No: _____________

Open Employment:

       ________________________
Tel. No: _____________

Have they been informed about this referral?

Yes


No

If person is not availing of any services at present please specify why and give details about previous service provision: __________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Are there family supports in place?



Yes


No

If yes, please give details:  ______________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Please give any other information you think may be helpful:

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Is the person aware of this referral?



Yes


No

If no, please state reasons why: ___________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Your name: 

_________________________________
Tel. No: _____________

Address: 

_____________________________________________________

_____________________________________________________

Profession:

_____________________________________________________

Date of Referral: 
_____________________________________________________

Signature: 

_____________________________________________________
Please state your involvement / relationship with the person:

___________________________________________________________________

___________________________________________________________________

Office Use Only

Received by Area Manager’s Office:

Signature: 

___________________________________  Date: ____________

Allocated to: 
___________________________________  Date: ____________

Team Member

Received by:
 
___________________________________  Date: ____________

Team Member

Please return completed form to:  
Aidan Maguire, Team Coordinator

Louth Intellectual Disability Services, 
Mounthamilton House, 
Railway Terrace, 
Carrick Road, 
Dundalk, 
Co. Louth.

