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Description automatically generated with low confidence]Havering Statutory Independent Advocacy Service
Referral Form

Incomplete referral forms will be sent back. To avoid this and delays please complete all fields below.


	Advocacy type: 
	Choose an item.

	Client name:
	


	Date of birth:
	Click or tap to enter a date.

	Gender:
	Choose an item.
	Client’s permanent address:
	

	Where is the client currently: 
	

	Telephone number:
	

	Mobile phone number:
	


	[bookmark: _GoBack]What is the best interest decision? Please see fields for statutory criteria below and select appropriate one(s)- if left unticked, referral will be incomplete

	IMCA
	DoLS
	IMHA
	Care Act
	NHS Complaints

	☐ Serious Medical Treatment

☐ Long term accommodation

☐	 Care Planning

☐	Best Interest Decision

	☐ 39a

☐ 39d

☐ RPR
	☐ CTO

☐ Guardianship Order

☐ 117 Leave

☐ Conditionally Discharged
	☐ Needs assessment

☐ Annual review

☐ Care planning

☐ S42

☐ Child Protective Services 
	☐ Complaint for self

☐ Complaint for other

☐ Delays

☐ Treatment

☐ Staff Complaint

	Other: 
	



	Details of Any Safeguarding Risks

	Is there a safeguarding risk: 
	No ☐ 
	Yes ☐
	Section 42 Threshold Met ☐

	Please provide case requirement details below: 

	






	Equal Opportunities Monitoring Details – please complete

	Client Religion:
	Choose an item.
	Client Sexuality:
	Choose an item.
	Client Ethnicity:
	Choose an item.
	Do you have a disability?
	Choose an item.
	If yes, please state:
	




	Client’s Mental Capacity 

	Is there a query regarding the patient’s capacity? 
	Yes ☐
	No ☐


	

	Name of the professional who conducted the MCA
	

	What is their position?

	

	Has a stage 2 functional assessment of capacity been carried out?
	Yes
☐
	No
☐

	Does the referred person have a family member or friend who is considered appropriate to be involved in the best interest decision?
	Yes
☐
	No
☐


	If yes, please state family details:

	

	If NO, what is the reason the family/friends are not involved?

	



	Support, Risk, and Communication

	Please detail any support needs the advocate will need to provide:
	 

	[bookmark: _Hlk175732769]Are there any current risks regarding the client that we need to be aware of?
	Yes
☐
	No
☐

	If YES, please describe details of risk:
	

	Has a risk assessment been carried out?
	Yes
☐
	No
☐
	N/A
☐

	Does the client have any communication needs?
	Yes
☐
	No
☐

	If YES, please provide details:



	









	Referrers Details

	Name of Referrer
	


	Referral Source 
	Choose an item.  Other (please specify): 

	Relationship to Client (Please select)
	Choose an item.

	If professional, please provide title:
	


	Referrer Address details, if different from client detail:
	

	Postcode:
	

	Telephone Number:
	

	Email address:
	

	Are you the Best Interest decision maker?
	       Yes ☐         No☐




	Additional Professional Contact Details

	Name of professional: 
	

	What is their role? E.g. Care coordinator 
	

	Organisation and address details:
	

	Telephone Number:
	

	Email:
	

	Name of Professional: 
	

	What is their role? E.g. Care coordinator 
	

	Organisation and address details:
	

	Telephone Number:
	

	Email:
	




	Consent

	Is the client aware of the referral being made?
	Yes
☐

	No
☐

	N/A
☐


	Signature (referrer):
	


	Please return the completed form to:
	advocacy@haveringmind.org.uk  






Havering Statutory Independent Advocacy Service will confirm receipt of your referral within one working day. If you have not received this confirmation, please contact the service on advocacy@haveringmind.org.uk or call 01708 457040.
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