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This referral form is for all types of advocacy. All referrers must complete all fields in part 1 and then depending on the advocacy required please complete other relevant parts. Incomplete forms may result in delays in allocating an advocate. Contact 01904 414357 for any queries. Email referrals securely to office@yorkadvocacy.org.uk 
Part 1: Referral Information
	Referrer Details: 

	Name: 
	 

	Role / Job Title: 
	 

	Place of work 

(ward / unit inc address): 
	 
	 If CYC staff, please state which team?
	

	Phone Number: 
	 

	Email Address: 
	 


	Client Details: 

	Name: 
	 

	Home Address:
Postcode
	Current Address / ward / unit (if different): 
Postcode

	Home tel number:  
	Current tel number: 

	Can we leave a message? 
	Yes  
	 
	No 
	 

	Date of Birth (DD/MM/YY): 
	 

	Has consent been given by the client for this referral? If no, please provide details why: 

	 

	Friends/family and/or emergency contact: 

	Is there anyone (e.g. friend/relative) who can actively support the person’s involvement in the decision(s) being made or who we need to consult with or name as an emergency contact?  

	

	If you have answered yes above, please provide contact details for the person(s) including their relationship to the person requiring advocacy and the role they will undertake e.g. emergency contact: 

	

	Is there anyone who has been ruled out of being consulted or supporting the person? If yes, please provide details of who and the reason: 

	

	Are there any RISK ISSUES pertaining to the client (or family/friends). Please provide details (e.g. harm to self, criminal convictions). If none, please put N/A. Please do not leave this blank as may result in delays in processing the referral. 

	 


	Reason for advocacy referral? (Please include a summary of the advocacy issue/decision being made, upcoming meeting dates, deadlines, priority areas etc) 

	 


	Primary Need of person being referred (please tick): 

	Learning Disability 
	 
	Older Person 
	 

	Physical Impairment 
	 
	Acquired Brain Injury 
	 

	Mental Health Needs 
	 
	Dementia 
	 

	Carer 
	 
	Autistic Spectrum Disorder 
	 

	Sensory Impairment 
	 
	Long term health condition 
	 

	Other (please state): 
	 

	What is the client’s primary method of communication (e.g. verbal, gestures)? Do they have any additional needs in accessing our service, or communication needs (e.g. BSL, English as second language, Makaton, translator)?

	 

	Ethnicity of client (please tick): 

	White (British) 
	 
	Asian/Asian British (Indian) 
	 

	White (Irish) 
	 
	Asian/Asian British (Pakistani) 
	 

	White (Other) 
	 
	Asian/Asian British (Other) 
	 

	Black/Black British (African) 
	 
	Mixed: White/Black African 
	 

	Black/Black British (Caribbean) 
	 
	Mixed: White/Black Caribbean 
	 

	Black/Black British (Other) 
	 
	Mixed: White/Asian 
	 

	Asian/Asian British (Chinese) 
	 
	Mixed: Other 
	 

	Asian/Asian British (Bangladeshi) 
	 
	Other Ethnic Group 
	 

	Other (please state) 
	 
	Prefer not to say 
	 

	Religion: (please state)

	Details: 

	Prefer not to say
	

	Unable to ascertain due to capacity
	

	Gender
	Sexual orientation

	Male
	 
	Heterosexual
	 

	Female
	 
	Gay
	 

	Non binary
	 
	Bisexual
	 

	Trans
	 
	Other
	 

	Prefer not to say
	 
	Prefer not to say
	 

	Unable to determine due to capacity
	 
	Unable to determine due to capacity
	 

	Other
	Other
	

	
	
	


Part 2: Independent Mental Capacity Advocacy (IMCA)
	What is the reason for this referral? 

	Serious Medical Treatment

	 
	Change of Accommodation

	 

	Please indicate the Serious Medical Treatment you are considering: 
	

	Cancer treatment  

	 
	Dental investigation / treatment  
	 

	Withholding or ceasing treatment  (eg chemotherapy)
	 
	Do not attempt resuscitation (DNAR) 
	 

	Withholding or ceasing Artificial Nutrition and Hydration (ANH)
	 
	Invasive investigative procedures
	 

	If there is a fine balance between choice of treatments and the benefits and burdens of the proposed treatment
	 
	Any surgical procedure involving a general anaesthetic or sedation
	 

	Treatment affecting hearing or sight (including cataracts)
	 
	Any procedure which is likely to have serious consequences for the patient
	 

	Other treatment (Please state):  
	


	Have you assessed the person as lacking capacity in relation to the referral issue? (due to an impairment or disturbance in the functioning of the brain which means the person cannot understand, retain or weigh up information, or communicate their wishes or feelings) 
	Yes 
	No 

	If Yes, when was this assessment carried out (DDMMYY) (Please include a copy with this referral) Each IMCA referral requires an appropriate capacity assessment for the referral issue.
	 
	 /    
	/

	Does the person requiring advocacy have an appropriate person to support them as identified in part 1?
	Yes
	No
	
	


	Decision Maker Details (if referrer, leave blank): 

	Name: 
	 

	Role / Job Title: 
	 

	Place of work (inc address): 
	 

	Phone Number 
	 

	Email Address: 
	 


Part 3: Care Act Advocacy Referrals (CAA)
	Does the person requiring advocacy have substantial difficulty in engaging with, or understanding the referral issue? (For e.g. difficulty understanding, retaining, using/ weighing up information or communicating their wishes and feelings) 
	Yes/No
	Please provide details 

	
	 
	 

	Does the person requiring advocacy have an appropriate person to support them as identified in section 1?
	 
	 

	Is the person going through a social care process? Please tick:

	Safeguarding
	
	Care Review
	
	Assessment of Need
	
	Preparation of care / support plan
	


Part 4: Independent Mental Health Advocacy (IMHA)
	Is the person:
	Yes / No
	Details

	Detained under a section of the Mental Health Act 1983? (Please state which section and start date of section) 
	 
	 

	A conditionally discharged restricted patient? 
	 
	 

	Subject to a community treatment order? (CTO) 
	 
	 

	Subject to a guardianship order? 
	 
	 

	Being considered for ECT (electroconvulsive therapy) or a section 58a treatment? 
	 
	 


	Additional Contacts: 

	Name of Responsible Clinician 
	 

	Name of Nearest Relative 
	 

	Relationship of Nearest Relative to the person 
	 


