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NHS COMPLAINTS ADVOCACY REFERRAL FORM
	For Information and advice on how to complete this form please phone the Devon Advocacy Consortium on 0845 231 1900 
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
	
	Email
	


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


WHY DOES THE PERSON NEED AN INDEPENDENT ADVOCATE?
	Are there family / friends able to support the person?                                                                               
	Yes
	
	No
	

	Are there any agencies able to support the person?
	Yes
	
	No
	

	If yes to either, please give reason for the advocacy referral:

	

	Is the person able to communicate their views, wishes and feelings?                                                          
	Yes
	
	No
	

	If no, please summarise how they have difficulty communicating:

	


NHS COMPLAINT
	NHS provider the complaint is about                     (eg. Name of Hospital, GP or dental practice)
	

	When did the treatment / incident happen? 
	

	Brief outline of the complaint
	

	Dates & times of any planned meetings
	

	Disability 
Acquired Brain Injury

Autistic Spectrum Condition

Cognitive impairment

Dementia 

Learning Disability

Mental Health problems

Serious Physical Illness

Combination

Unconsciousness

Other 
(please state)



	


	Does the person being referred pose a risk to themselves or others?

   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
	I am making a referral for myself
	Yes
	
	No
	

	I am making a referral for someone else
	Yes
	
	No
	

	If you are referring someone else, do they have mental capacity to consent to the referral?
	Yes
	
	No
	

	If yes, have they consented to the referral?
	Yes
	
	No
	

	Please complete if you are referring someone else:

	Your Name
	
	Name of Org, if applicable
	

	Relationship to client

	
	Your Tel
	

	Your Address


	
	Your Mobile
	

	
	
	Your Email
	

	How would you prefer to be contacted?

	Phone
	
	Email
	
	Text
	
	Webcam / Skype
	


The Devon Advocacy Consortium is a partnership made up of 6 specialist advocacy providers: Living Options Devon (lead), Plymouth & Devon Racial Equality Council, Rethink Mental Illness, Vocal Advocacy, Westbank & Young Devon. 

Devon Advocacy Consortium 
Living Options Devon

Units 3-4 Cranmere Court

Lustleigh Close

Matford Business Park

Exeter

EX2 8PW
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