
	

REFERRAL FORM 
Please use this form if you are making a referral for someone else.  Please ensure you complete this form fully, including the equalities information in Part 2. If the form is not fully completed, this may delay the allocation of the referral to an advocate.
ABOUT YOU:
	Referrer Details:

	Name:
	

	Place of work (including address):
	

	Phone Number:
	

	Email Address:
	



	Where did you hear about the service?

	



ABOUT THE PERSON YOU ARE REFERRING:

	Care Coordinator / Social Worker/Decision Maker Details (if referrer, leave blank):

	Name:
	

	Place of work
(including address):
	

	Phone Number
	

	Email Address:
	



	Has consent been gained from the person to make the referral? If they have been assessed as lacking capacity to consent, please tell us. 
	



	Person’s Details:

	Name: 
	

	Permanent Address: 

	Current Address (if different):
 

	Postcode: 
	Postcode: 

	Permanent telephone number: 
	Current telephone number:

	Is the client’s current location:

	Own Home. 
	
	Residential/nursing setting?
	

	Supported Living?
	
	Hospital?
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	Additional Information:

	Are there any risk issues pertaining to the person (or their family/friends)? Are there any risks relating to an advocate visiting the person where they live?

	





REFERRAL INFORMATION:
	Does the person (please tick): 

	Lack capacity in relation to the referral issue? (has 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)

	If yes, when was the capacity assessment carried out? (DD/MM/YY)


OR
	Have substantial difficulty in engaging with, or understanding the referral issue? (This can mean difficulty understanding, retaining, using/ weighing up information or communicating their wishes and feelings)
	



	Friends/family:

	Is there anyone (e.g. friend/relative) who can be consulted about the issue, or support the person’s involvement? 

	

	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: 

	





	What is the reason for referral (please tick one only):  

	IMCA:
	
	Care Act:
	

	Change of Accommodation
	
	Review of Care / Support Plan
	

	Serious Medical Treatment (e.g. ECT, Cancer Treatment, Hip Operation, DNACPR)
	
	Preparing a Care / Support Plan
	

	Safeguarding
	
	Needs Assessment
	

	Care Review
	
	Safeguarding
	

	
	
	Young Carer’s Assessment
	

	
	
	Child’s Needs Assessment (transition)
	



	Non-statutory/Generic (please add reason below)
	

	 

	IMHA: (Please tell us the start date of the person’s section, CTO or guardianship order below)
	

	



	Are there any meetings/deadlines that the advocate will need to be aware of? If so, please tell us here:

	





	Is there anything else you would like to tell us?

	





Equalities Monitoring Information – please complete:
We support lots of people with lots of different needs from lots of different cultures, communities and groups. We want to make sure we are supporting people in the best way we can.  

We ask for information about the person you are referring so that we can make sure we meet their needs and understand what’s important to them. 
We want to understand more about who accesses our services, and who doesn’t. This helps us make our services better. It also helps us target our work to people who might benefit from our services, but aren’t using them at the moment. 

We have a legal responsibility to keep this information safe and confidential.  

1. Which of the following best describes the person’s gender? 
☐Male 	☐ Female 		☐Non-binary 		☐Prefer not to say 
☐Another term (please tell us) ……………………….. 
 
2. Do they consider themselves to be a trans person (this is a term to describe people whose gender is not the same as the sex they were assigned at birth) 
☐Yes 		☐No 		☐Prefer not to say 

3. What is their date of birth? 
 Click or tap to enter a date.
  
4. Which of the following best describes their ethnicity? 
White: 
☐White British 		☐ White Irish 
☐White European 	☐ White Other 
☐Gypsy/Irish Traveller 	☐ Roma 
Mixed or Multiple Ethnic Groups: 
☐White and Black Caribbean 
☐White and Black African 	☐ White and Asian 
☐Other mixed/multiple background (please tell us) ………………………. 
Asian or Asian British: 
☐Indian 			☐ Pakistani 
☐ Bangladeshi 		☐Chinese 
☐Other Asian background (please tell us) ………………………….. 
Black, Black British, Caribbean or African: 
☐Caribbean 		☐ African 
☐Other Black, Black British, Caribbean or African (please tell us) …………………………….. 

Other ethnic group: 
☐Arab 
☐Any other ethnicity (please tell us) ………………………………………. 
 
☐Prefer not to say 
  
5. What is their preferred language? 
 
	




 
6. Does the person have any specific communication needs? (e.g. using What’s App, letters in a specific font or size, using pictures etc) 
  
	




  
7. How would the person describe their sexual orientation? 
☐Heterosexual/Straight 		☐ Gay man 
☐Gay woman/lesbian 		☐ Bisexual 
☐Other (please tell us)  ………………………….
☐Prefer not to say 
 
8. What is their religious belief? 
☐None/atheist 	☐ Christian 		☐ Buddhist 
☐Muslim 		☐ Hindu 		☐ Agnostic 
☐Prefer not to say 

 Do they have a disability, long-term health condition or any additional needs? 
☐Visual impairment 	☐ Learning difficulty 
☐Learning disability 	☐ Autism 
☐ADHD 			☐ Mental Health Needs 
☐Dementia 		☐ Stroke survivor 
☐Physical disability/mobility issues 
☐Deaf/hearing impairment 
☐Other (please tell us) ………………………………………..
 
 
If in doubt please call Cloverleaf Advocacy to discuss specific Advocacy needs, 
01924 454875

Please submit this completed form to referrals@cloverleaf-advocacy.co.uk
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