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Agreement to Participate in the Learning Disability and Autism Support Service (Transforming Care Partnership)

Children and Young People

Name: __________________________________________________

[bookmark: _Hlk118298515]D.O.B: ___________________NHS number: ____________________

Please read the following statements, then tick ()  to give consent and sign at the bottom. 

· I have seen the information leaflet about the service and had the opportunity to talk through the service aims.

· I understand that my information will be requested and shared with relevant services who are involved in my support.  

· I understand that my information will be shared with relevant Care Quality Commission (CQC) and Ofsted for audit, inspection and regulatory purposes.
 

· I understand that if I am eligible, I may be allocated a key worker who works for Barnardo’s. 

											      YES	NO 

                                                                                                                                                                                             (tick all that apply)
	 

I consent to have a Care, Education and Treatment Review (CETR)

I consent to my information being included on the Dynamic Support 		
Register (DSR) 

I consent to a Local Area Emergency Protocol (LAEP) meeting			





Signed: _____________________________________________ 
Name: ______________________________________________ 
Date: _______________________________________________ 

Signed by parent/guardian if under the age of 16 years: ______________________________ 
Name: ______________________________________________ 
Date: _______________________________________________ 

To confirm verbal agreement 
Signed on behalf: ______________________________________ 
Name: _______________________________________________
Professional Role: _____________________________________ 
Date: _______________________________________________



Please give details below of any family members/advocates that the individual would like to support them.







Where a patient is deemed to lack capacity consent be provided following a Best Interest Decision (BID).  The BID needs to be decision specific, and a copy of the MDT notes will be required.   
 
      	     
 




A BID has been completed for the individual and is in the best interest of the 
individual to: (please tick all that apply).                   	      																		YES	  NO 
Have a Care and Treatment Review (CTR) 
                                         							 
 

Be placed on the Dynamic Support Register (DSR)		
 

Have a Local Area Emergency Protocol (LAEP) meeting			






Please supply a copy of the best interest decision and the date it was completed.   
 
Name of the professional completing the mental capacity assessment:_________________ 
Job title:____________________________________ 
Date the assessment was completed:____________ 
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