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Talk about Health - referral form 
Person who needs advocacy:

	Name: 
	Date of birth: 

	Address: 

	Telephone: 
	Mobile: 

	Email:  
	Ethnic background: 


Person making referral:
Is this a self-referral? No (If yes, leave box below blank)
	Name:  

	Relationship to Individual:  

	Organisation (include Locality and Team):



	Telephone: 
	Email:  


Consent 

	Do you/the person consent to their information in this referral being kept by us?
	YES 



	If the person does not have capacity to consent to share, do you consider it in their best interests for their information in this referral to be kept by us?
	YES / NO 

Details of best interests decision 

	Please explain if you have had difficulties with consent for this referral 


	


Advocacy need

	Please give details of what you/ the person needs help with:



	


Timescales or deadlines involved:

	


About you/the person 
Do you/the person have any of the following needs?
	Learning Disability 
	Yes/No 

	Autism 
	Yes/No 

	Other (please specify) 
	Yes/No 


****Please note this project is only funded for people with a learning disability and/or Autism *****
	Are you/the person currently under a mental health service? (for example Community Mental Health Team, Wellbeing centre)
	Yes/No

	Do you/ does the person have support with the issue from family, friends, community services?  
                                                   
	Yes/No

	If Yes, please give details:



	Do you/does the person currently have an Advocate? 


	Yes/No

	If Yes please give name, organisation and contact details:



	Do you/does the person receive health and social care services currently? 
	Yes/No

	If Yes, please give details including team or agency name: 


	If Yes, do you/does the person give permission for the service provider to be contacted about this referral?                                                                     
	Yes/No



Is there anything else we should know about you/ the person?  
For example, how to make contact or special needs with communication?

	 


Any risks or behaviours that may affect lone working with you/the 

person?
	


Signed:                                                                                 Date: 
Please return to hello@choices-advocacy.org.uk 
02380 783715 

