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IMCA REFERRAL FORM
	

	1. Local Authority(ies) 

      Local authority of normal residence

	2.  IMCA provider 


	3.  Date referral    made/received  

	4.  Client ID
      NAME
	5.  Is this a first referral?                FORMCHECKBOX 
 Yes 

                                                          FORMCHECKBOX 
 No

	6.  Gender         
	

	7.  Date of Birth 



	GP Details 



	8.  Ethnic Background

	White
	 FORMCHECKBOX 
 British

 FORMCHECKBOX 
 Irish

 FORMCHECKBOX 
 Other White

	Mixed White 
	 FORMCHECKBOX 
  White & Black Caribbean

 FORMCHECKBOX 
  White & Black African

 FORMCHECKBOX 
  White & Asian

 FORMCHECKBOX 
  Other Mixed White (specify)

	Asian or Asian British
	 FORMCHECKBOX 
  Indian

 FORMCHECKBOX 
  Pakistani

 FORMCHECKBOX 
  Bangladeshi

 FORMCHECKBOX 
  Other Asian (specify)

	Black or Black British


	 FORMCHECKBOX 
  Black Caribbean

 FORMCHECKBOX 
  Black African

 FORMCHECKBOX 
  Other Black (specify)

	Chinese or other ethnic group
	 FORMCHECKBOX 
  Chinese

 FORMCHECKBOX 
  Other ethnic category (specify)

	Other
	 FORMCHECKBOX 
  Not established (for referrals only, not IMCA cases)
 FORMCHECKBOX 
  Remind me later

	9.  Does the client have a disability?


	 FORMCHECKBOX 
 Mental Health problems
 FORMCHECKBOX 
 Serious physical illness

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 No/not known
 FORMCHECKBOX 
 Other general special needs (please state):

	10.  Nature of client’s Impairment

 FORMCHECKBOX 
 Unconsciousness

 FORMCHECKBOX 
 Autism Spectrum Condition

 FORMCHECKBOX 
 Mental Health problems

 FORMCHECKBOX 
 Serious physical illness

 FORMCHECKBOX 
 Acquired brain damage
	 FORMCHECKBOX 
 Dementia 

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 Cognitive impairment

 FORMCHECKBOX 
 Combination

 FORMCHECKBOX 
 Other (please state):

	11. Has the functional capacity test been done? Yes/No* delete as appropriate
By Whom

Date

	12. Where was the client at the time of referral    Specify  name of hospital care home etc

	 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care / nursing home (name)

 FORMCHECKBOX 
 Hospital (name)

 FORMCHECKBOX 
 Supported living (name)


	 FORMCHECKBOX 
 Uncertain

 FORMCHECKBOX 
 Prison (name)

 FORMCHECKBOX 
 Other (please state):

	13. Where did the referral come from? (eg hospital discharge team, social work team, care home manager. Please identify team and location).

Specify



	14. Is there any other information regarding the clients expressed wishes?



	15. Does the client have an Enduring Power of Attorney or Lasting Power of Attorney?



	16. Are there any family/friends? 



	17. Please describe briefly any concerns about their involvement e.g. ‘not regular contact’, ‘conflict of interest’



	18. Phone numbers/addresses of people for IMCA to contact for more information e.g. care manager, Dr, staff, friends/family



	19. Primary means of communication

 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Other spoken language

 FORMCHECKBOX 
 British Sign Language

 FORMCHECKBOX 
 Words / pictures / Makaton
	 FORMCHECKBOX 
 Gestures / Facial expressions / vocalisations

 FORMCHECKBOX 
 No obvious means of communication

 FORMCHECKBOX 
 Other (please state)




	20. WHAT IS THE DECISION TO BE MADE?

	Serious medical treatment


	What is the proposed medical treatment?

 FORMCHECKBOX 
 Cancer treatment 

 FORMCHECKBOX 
 Hip/leg operation 

 FORMCHECKBOX 
 DNAR

 FORMCHECKBOX 
 Medical investigations

 FORMCHECKBOX 
 Serious dental work

 FORMCHECKBOX 
 Treatment that may lead to loss of hearing or sight

 FORMCHECKBOX 
 ECT

 FORMCHECKBOX 
 Major surgery (eg open heart or brain / neuro-surgery)

 FORMCHECKBOX 
  Major amputations (arm or leg)

 FORMCHECKBOX 
  ANH

 FORMCHECKBOX 
  Termination of pregnancy

 FORMCHECKBOX 
  Other (please specify)

	Change in accommodation

	From:

 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care/nursing home 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Supported living 
 FORMCHECKBOX 
 Prison

 FORMCHECKBOX 
 Other (please state):
	To:

 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care/nursing home 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Supported living 
 FORMCHECKBOX 
 Other (please state):

 FORMCHECKBOX 
 To be decided
	To:

 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care/nursing home 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Supported living 
 FORMCHECKBOX 
 Other (please state):

 FORMCHECKBOX 
 To be decided

	21.         FORMCHECKBOX 
 Adult Protection

	22.         FORMCHECKBOX 
 Care Review

	23. Is this client eligible for an IMCA?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

	If NO Please indicate reason IMCA will not be assigned
Signposted to :

Unmet need :



	 FORMCHECKBOX 
 Not eligible (has capacity)     FORMCHECKBOX 
 Not eligible (not SMT, change in accommodation, care review or adult protection)

                                                                         FORMCHECKBOX 
 Other reason (please state):       

 FORMCHECKBOX 
 Not eligible (is befriended)

 FORMCHECKBOX 
  Decision-maker did not instruct      



	24. Time spent on referral and establishing eligibility

Hrs           Mins
(to nearest 10 minutes)  

	25. Consent for referral
We need signatures to show that people understand and agree to the Instruction.

Because of the Data Protection Act 1998, we also need signatures to say that people agree to Advocacy In Mind holding personal information (including the information on this form).

Where people are not able to understand these things, the referrer must sign to say they are referring and providing information in the person’s best interests.  This information will be kept secure and used only in relation to providing the IMCA service.  This information will be kept in accordance with data protection principles.



	Consent from the referrer



	Advocacy In Mind can keep, and put on computer the information on this form, and other information I provide needed to do the work.  I am providing this information and asking for this referral in their best interests.

	Signed
	
	Date
	

	Please return this form to:  Celia Walsh or Pat Myers IMCA, Advocacy In Mind, The Mind Wellbeing Centre, 3-11 Drake Street, Rochdale, OL16 1RE e-mail: imca@rochdalemind.org.uk       

Telephone:  01706 752350
Fax:    01706 353281



