Advocacy Referral Information
	Is this a self –referral? (please tick () 
	YES
	
	NO
	


If no, please give further details below
	Referrers Name: 
	


	Title: 
	


	Ward/Team: 
	


	Organisation:  
	


	Address: 
	


	Postcode: 
	


	Contact Telephone: 
	


	Has the client consented to the referral to the Advocacy  Service? 
	YES
	
	NO
	


	Does the person being referred lack capacity to instruct an advocate? 
	YES
	
	NO
	


	Signature of referrer 
	
	Date
	


	CLIENT INFORMATION


	Name: 
	

	Date of Birth:
	


	Gender: 
	Male:
	
	
	Female:
	
	


	Permanent  Address: 
	


	Post Code:
	


	Telephone: 
	



WHERE IS THE CLIENT CURRENTLY STAYING?


	Current   Location: 
	

	Post Code:
	

	Telephone:
	

	
	
	
	
	
	
	
	

	Is the Client in: 
	Hospital
	
	Care Home
	
	Own Home
	
	Other Please Specify

	
	
	
	
	
	
	
	


	Age: 
	16-17
	
	18-30
	
	31-45
	
	46-65
	
	66-79
	
	80+
	
	Unknown

	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Is the person detained under the Mental Health Act?* Please indicate what Section i.e. S2
	

	Is the person subject to Supervised Community Treatment (SCT)?
	

	Is the person subject to guardianship?
	


* excluding those subject to sections 4, 5(2), 5(4), 135 or 136

	Is the patient being considered for section 57  treatment
	

	Is the patient under  18 and being considered for electro-convulsive therapy (ECT)
	


	Please provide brief details of the situation that requires  Advocacy involvement

(Continue on additional sheets if necessary)

	


	Are there any deadlines or important meeting dates? 

	


	Are there any risks to personal safety that the IMHA needs to be made aware of?

 (Continue on additional sheets if necessary)

	


