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Devon and Torbay

 Independent Mental Capacity Advocacy (IMCA) Service 

REFERRAL FORM

Before completing this Referral form  
· Please phone the IMCA service to discuss the referral on 0845 231 1900 or read the Referral Guidance notes  on the website 
· Identify the Decision Maker, i.e. the person responsible for making the final decision.  For example, it is usually the Consultant/GP for Serious Medical Treatment or the Care Manager for Change of Accommodation.  The Decision Maker must give permission for this referral to be put forward.

· Ensure that the person’s mental capacity has been assessed for this particular decision– it should be time and decision specific.   Specify who assessed the person’s capacity, when and where this is recorded.
· Establish that the client is unbefriended – e.g. there are no family or friends who are willing to be involved or appropriate to consult in the Best Interest decision. 
· If the referral is for safeguarding decisions, ensure that a Mental Capacity Assessment has been completed for each ‘Protective Measure’.  If Change of Accommodation is a  protective measure, this will require a separate referral.  (The IMCA service are happy to complete this for you if there is a supporting e-mail from the Decision Maker requesting this instruction)

 Email referral form to imca.devon@nhs.net 
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Devon and Torbay Independent Mental Capacity Advocacy (IMCA) Service

REFERRAL FORM
DETAILS OF THE PERSON BEING REFERRED

	Is this a first referral?
Yes
	
	No
	


	Name
	
	D.O.B
	

	Permanent Address
	
	Age
	

	
	
	Gender
	

	Postcode
	
	Tel
	

	Current address

Where the client is now
	
	Tel
	

	
	
	Postcode
	


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


	 Is the person being referred aware of this referral?
Yes
	
	No
	


	Does this person normally reside in Devon/Torbay?
Yes
	
	No
	


	Is the person self-funding?
Yes
	
	No
	


	If the person is self-funding, is the local authority involved?
Yes
	
	No
	


	Are there any family/friends?
Uncertain 
. 
	
	  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
	


	Religious belief
	


REFERRER DETAILS
	Name
	
	Referral date
	

	Profession
	
	Name of Org
	

	Address


	
	Work Tel
	

	
	
	Mobile
	

	Postcode
	
	Email
	


DECISION MAKER
	Name
	
	Name of Org
	

	Profession
	
	Work Tel
	

	Address


	
	Mobile
	

	
	
	Email
	

	Postcode
	
	Date referral discussed with Decision Maker 
	

	Torbay Referrals Only : From which Zone / Team does the referral originate?
	


THE DECISION
	What type of decision is being made?

	Serious Medical Treatment
	
	Change of Accommodation
	
	Care Review
	
	Adult Protection 
	


	If decision is regarding Serious Medical Treatment, what is the proposed medical treatment?

	Cancer treatment
	
	Hip/leg operation
	
	Major amputations 
(arm or leg)
	
	ANH
	

	Medical investigations
	
	Serious dental work
	
	Termination of pregnancy
	
	DNAR
	

	Treatment that may lead to loss of hearing or sight
	
	Major Surgery (e.g. open heart or brain / neuro-surgery)
	
	
	
	ECT
	

	Other (please state)
	


	If decision is regarding a Change of Accommodation

	From:
	To:

	Own home
	
	Own home
	

	Care/nursing home
	
	Care/nursing home
	

	Hospital
	
	Hospital
	

	Supported Living
	
	Supported Living
	

	Prison
	
	To be decided
	

	Other (please state)


	
	Other (please state)


	


	Details of the decision requiring IMCA guidance on best interests.

	


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


	Is there a proposal for a course of action?  (e.g. Best Interest or MDT meeting outcome)

	


	Has a decision already been made about Serious Medical Treatment in an emergency?
        Yes
	
	No
	

	Details:
	


ASSESSMENT OF MENTAL CAPACITY

	Does the person

	Lack capacity to make this decision at this time?
	
	Lack capacity to make this decision at this time and for the foreseeable future?
	


	The reason

	Acquired Brain Injury
	
	Autistic Spectrum Condition
	
	Cognitive impairment
	
	Dementia 
	

	Learning Disability
	
	Mental Health problems
	
	Serious Physical Illness
	
	Combination
	

	Unconsciousness
	
	Other 
(please state)
	


	Details of Mental Capacity Assessment  (It would speed the process if the MCA is sent with the referral)

	

	Dates carried out
	

	Name of assessor/s
	

	Contact details
	


additional contacts
Other people (e.g. GP), (friends, family, if SoA) 
who may be able to indicate the wishes of the person being referred
	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Address


	
	Address


	

	
	
	
	

	Tel
	
	Tel
	


	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Address


	
	Address


	

	
	
	
	

	Tel
	
	Tel
	


	Any other relevant information
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IMCA use only  


Case ref no:		DoH ref. no:	


Area:		Main diagnosis:	


Date of referral:		Date IMCA started work:	


Decision 		IMCA:	
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