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ASSOCIATION

Supporting people to live their lives



                                                                     
John Moore Road
                                                                                                           Castlebar
                                                                                                           Co. Mayo

                                                                                                           Phone No: 094 9025133

                                         EXTERNAL REFERRAL FORM 

pLEASE ENSURE THIS FORM IS FULLY COMPLETED, IF INFORMATION IS NON-APPLICABLE PLEASE enter N/A.
Please attach a recent Psychological report confirming Intellectual Disability and/or Autism, along with any other relevant reports.
Consent

Have you gained consent for this referral from the person being referred? 


□ Yes

□ No                     
If yes, how did you go about this? _____________________________________​​​​____________

_______________________________________________________________________________

If no, who has provided consent? ​​​​​​​​​​​​​​​​​__________________________________________________

Background information:

Name of Person: ____________________________    Date of Birth: _____________________
Current Address: _______________________________________________________________
Mobile: ________________________________________________________________________

E-mail address: _________________________________________________________________ 

Family/Guardian: _______________________________________________________________

Landline: _____________________       Mobile: ____________________________

E-mail: ________________________________________________________________________

Address, if different from above: ___________________________________________________

School, if applicable: ____________________________________________________________

Reason for referral: ____________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

What supports does the person require?  Please state the priority: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Medical Information/Diagnosis (please include mental health if appropriate):
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Name of G.P:_________________________________ Telephone number: _________________

Address: _______________________________________________________________________

_______________________________________________________________________________

Please state current medications: __________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Any allergies/Adverse Medication Events: ___________________________________________

Other Professionals involved:

	Professional
	Name
	Agency
	Reason
	Phone No.

	Occupational Therapist
	
	
	
	

	Physiotherapist
	
	
	
	

	Psychiatrist
	
	
	
	

	Psychology
	
	
	
	

	Social Work
	
	
	
	

	Behaviour Support
	
	
	
	

	Other
	
	
	
	


Hearing: please tick relevant boxes and give further info where difficulty is present e.g. reports
	Difficulty with Hearing
	
	Wears Hearing Aid
	
	No Difficulty with Hearing
	
	Don’t know
	


When did this person last have a hearing assessment?______________________________ 

Who carried it out?____________________________________________________________

Vision: please tick relevant boxes and give further info where difficulty is present e.g. reports
	Difficulty with vision
	
	Wears Glasses
	
	No difficulty with vision 
	
	Don’t know
	


When did this person last have a vision assessment?___________________________________
Who carried it out?______________________________________________________________

Mobility: please tick relevant boxes and give further info where difficulty is present
	Independent
	
	Uses Aid
	
	Wheelchair user
	
	Not mobile
	


_____________________________________________________________________________

Movement: please tick relevant boxes and give further info where difficulty is present
	Difficulty with Hand Movement
	
	Difficulty with Arm Movement
	
	Other Physical Restrictions
	
	No Difficulties
	


_____________________________________________________________________________

Does difficulty with movement impact on the persons ability to carry out everyday activities e.g. handwriting, picking up small items, dressing, using computers?
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
_______________________________________________________________________________

Is the person unusually sensitive to or does not notice- noise, touch, texture, movement, smells, taste and colour?

_______________________________________________________________________________
_______________________________________________________________________________

Does the person have special feeding requirement? Describe any concerns you have:

______________________________________________________________________________
______________________________________________________________________________
Have you any concerns about the person’s self-care skills, e.g. organizing belongings, managing money, safety awareness in the home/community?
_______________________________________________________________________________

_______________________________________________________________________________



Does this person have any “behaviors of concern”?
_______________________________________________________________________________

_______________________________________________________________________________

Does this person have difficulty with changes/transitions?
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

What activities does this person enjoy/attend regularly? Hobbies / interests?
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Does this person have paid/unpaid/volunteer work?
_______________________________________________________________________________

_______________________________________________________________________________

Communication: 

How does the person communicate?

□Verbal    □Gestural   □Pictorial   □Signing  □Assistive Technology  □Objects of Reference 

Describe________________________________________________________________________
_______________________________________________________________________________
Can the person read? □Yes    □No   

To what level? __________________________________________________________________
How does the person make choices?

Any further information you would like us to know:
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Completed by:
Name (please print) ________________________ Signed ______________________________
Relationship to the person ________________________Contact Number:  _______________
Date_______________________________

Please return along with Psychological report to;

Caroline Barrett

Office of Head of Operations 

Western Care Association 

John Moore Road 

Castlebar

Co. Mayo









