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Escalation Pathway Referral Form 
The information requested is essential for the delivery of person-centred care, the referral will not be considered without all information provided.
Ensure completed referrals are returned to: dhcft.icsescalationpathway@nhs.net

	Details of person being referred

	Individual Name:

	Preferred Name (If Applicable):

 

	DOB:
	NHS Number:

	Sex:
	Ethnicity: 
	First Language: 

	Registered GP Practice:

Name:

Address:

Contact Number:


	Residential/Placement Address:  Include name/email contact for care provider
	

	Current Diagnosis:




	If the individual being referred has a confirmed diagnosis of Learning Disability and/or Autism, please identify if you want to access any of the linked processes.
(mark X in the appropriate box and the corresponding consent will be shared.) 
If the diagnosis is Autism, please include the formal diagnosis assessment with the referral.
	Dynamic Support Register (DSR)

	☐
	
	Care Education Treatment Review (C(E)TR)
	☐
	
	Local Area Emergency Protocol (LAEP)
	☐
	What are you requesting Escalation pathway support with?
	













	Summary of Request

	What is the current situation? (Describe the person and their likes dislikes/strengths and needs. 	
What is important to the person and for them to be safe happy and well)  









	Are there any immediate safety concerns for the individual/family/carers? If so, what actions have been taken?

	







	Have community teams and social care held MDM and RISK Management Meetings prior to the Escalation pathway being requested?

	







	What specialist support has been requested from the placement/community teams to meet needs?

	







	What has and has not worked?
	







	Has the individual been sectioned under the Mental Health Act? (Include dates of any sections or planned assessments)
	Yes – under Section 2 Date of section:
Yes – under Section 3 Date of section:
No – is a Mental Health Act assessment planned? 
        Time and date?




	Summary of MHA decision
	









	Key Professionals and Provider Agencies 
Please include both an email address and contact number when completing the form


	
	Name
	Email
	Contact Number 

	Family (Does the individual give consent for us to speak to this person/these people?) Yes/No
	
	
	

	Carer (Does the individual give consent for us to speak to this person/these people?) Yes/No
	
	
	

	Advocate (Does the individual give consent for us to speak to this person/these people?) Yes/No
	
	
	

	Lead Professional/ Care Co-ordinator 
	
	
	

	Social worker
	


	
	

	Case Manager
	


	
	

	Community Nurse
	


	
	

	Psychiatrist
	


	
	

	Psychology
	


	
	

	Intensive Support Team
	


	
	

	CAMHS
	


	
	

	SALT
	


	
	

	Occupational Therapy 
	


	
	

	House Manager/Key worker
	


	
	

	Respite/Day Care Key worker
	


	
	

	Other
	


	
	

	Education
(Does the Child/Young Person have a SEN?)
Yes/No

If “Yes” do they have an EHCP?
Yes/No
	









	
	

	

	Referrer Details:
Please ensure you include the date of which the referral has been completed 
	Name:

Email:

Job Title:

Date of Referral completed:



	FOR ESCALATION PATHWAY TEAM USE ONLY:
	


	Name and Title of Person who complete QA on referral:

	

	Outcome of Referral and Next Steps:
	


	Outcome communicated to:
Date:
By whom:
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