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Devon and Torbay Independent Mental Capacity Advocacy (IMCA) Service

REFERRAL FORM
	For Information and advice on how to complete this form please phone Devon Advocacy Consortium on 01392 822377 
Failure to complete all relevant parts of this form will result in delayed allocation of this referral.

The referral form should be emailed to devonadvocacy@livingoptions.org



DETAILS OF THE PERSON BEING REFERRED

	Name
	
	D.O.B
	

	Permanent Address
	
	Age


	

	
	
	Gender
	

	Postcode
	
	Tel
	

	Current address


	
	Tel
	

	Postcode
	
	
	


	Client currently living in
	Own home
	
	Care home
	
	Hospital
	
	Supported living
	
	Prison
	
	Uncertain
	
	Other (specify)
	


THE DECISION

	Is Serious Medical Treatment being proposed by an NHS body? Completion of a Treatment Escalation Plan (TEP) is regarded as serious medical treatment for this purpose.
If yes an IMCA instruction is a statutory requirement.
Applies to anyone over 16.
	Yes
	
	No
	

	Is a Change of Accommodation being proposed by an NHS body or Local Authority for longer than 28 days in a hospital or 8 weeks in a care home?

If yes an IMCA instruction is a statutory requirement.
Applies to anyone over 16.
	Yes
	
	No
	

	Is a formal care review being carried out under S27 of the Care Act?
If yes an IMCA instruction is discretionary.


	Yes
	
	No
	

	Is the person subject to formal Safeguarding of Adults proceedings under S42 of the Care Act?

If yes an IMCA instruction is discretionary.

	Yes
	
	No
	

	Please note: If you have ticked no for all areas, the person is not eligible for an IMCA. Please consider Care Act Advocacy.


	Details of the Decision to be made
	

	What are the options being considered
	

	Details of the proposed course of action
	

	Is there a date by which the decision must be made?
	

	Dates & times of any planned meetings
	


	Please use this space to provide any other relevant information:
MENTAL CAPACITY ASSESSMENT

Does this person have capacity regarding the decision?                                         Yes                                         

No

Please note: If yes then the person is not eligible for an IMCA. Please consider Care Act Advocacy. If no please give the reason for the lack of capacity below.
The reason

Acquired Brain Injury

Autistic Spectrum Condition

Cognitive impairment

Dementia 

Learning Disability

Mental Health problems

Serious Physical Illness

Combination

Unconsciousness

Other 
(please state)



	Mental Capacity Assessment completed


	Yes
	
	No
	

	Please note the referrer must ensure that the client’s mental capacity has been assessed for this particular decision. In safeguarding referrals a mental capacity assessment for each protective measure is required.

	Date(s) carried out


	

	Name of Assessor(s)
	

	Contact Details
	


	FAMILY AND FRIENDS



	Are there any family/friends being consulted or available to be consulted?

If yes the person is not eligible for an IMCA unless there is an open S42 safeguarding process.

Yes

No




	Does the person being referred pose a risk to the public or an IMCA?

 Yes
	
	No
	

	Details:
	


	What is the primary communication method? (tick only one box – the most appropriate)


	English
	
	Other spoken language
	
	Gestures/vocalizations/facial expressions
	

	Sign language (e.g. BSL)
	
	Words/Pictures/Makaton
	
	No obvious means of communication
	

	Other (please state)
	


	Ethnic Origin 


	White:
	Mixed:
	Asian or Asian British:
	Black or Black British:
	Chinese or Other Ethnic Group


	British

	
	White & Black Caribbean
	
	Indian
	
	Black Caribbean
	
	

	Irish
	
	White & Black African
	
	Pakistani  
	
	Black African
	
	Chinese

	

	Other White (specify)
	
	White & Asian
	
	Bangladesh
	
	Other Black (specify)
	
	Other Ethnic Group 

	

	
	Other Mixed (specify)
	
	Other Asian (specify)
	
	
	Not established
	


REFERRER
	Please note: We can only accept referrals from statutory services. 

	Name
	
	Name of Org
	

	Profession
	
	Work Tel
	

	Address


	
	Mobile
	

	
	
	Email
	


DECISION MAKER
	Please note: The Decision Maker must be identified and must give permission for this referral.

	Name
	
	Name of Org
	

	Profession
	
	Work Tel
	

	Address


	
	Mobile
	

	
	
	Email
	

	Postcode
	
	Date referral discussed with Decision Maker 
	


additional contacts

	Please note: additional contacts are other people who may be able to indicate the wishes of the person being referred. In the case of Safeguarding of Adult referrals this can include family or friends.

	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Address


	
	Address


	

	
	
	
	

	Tel
	
	Tel
	


	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Address


	
	Address


	

	
	
	
	

	Tel
	
	Tel
	


Devon and Torbay IMCA Service

Living Options Devon

Units 3-4 Cranmere Court

Lustleigh Close

Matford Business Park

Exeter

EX2 8PW
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