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	                         Independent Mental Capacity Advocacy (IMCA)

	
	                                                  Referral Form

	
	       

	Client's Name
	      
	DOB:     

	Current Location

(and prior residence 

if applicable)
	     

	Telephone
	     

	(and for prior residence)

	Referral for
	Serious Medical Treatment (Mandatory IMCA involvement)
	 FORMCHECKBOX 
ONLY

	
	Change in Residence (Mandatory IMCA involvement)
	 FORMCHECKBOX 
TICK

	
	Safeguarding
	 FORMCHECKBOX 
ONE

	
	Care Review
	 FORMCHECKBOX 


	

	Others Involved
	Any Family?
	          None  FORMCHECKBOX 
          Inappropriate*  FORMCHECKBOX 
            

	
	Any Friends?
	          None  FORMCHECKBOX 
          Inappropriate*  FORMCHECKBOX 
     

	
	
	*means they are either unwilling, or  unable to be consulted or do not have the best interests of the client



	Capacity
	Has Decision-specific Capacity been assessed using the 

“2-stage test” ?
	          Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     

	
	If yes, do they have capacity?
	          Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     


     
	
Decision specifics:

	Referrer
	      

	Referrer’s Tel.
	     

	Referrer designation / team
	      

	Decision Maker:
	     

	Decision Maker’s

Telephone & Address
	     


Date of referral sent to NWAS:      ___________________






Please FAX or EMAIL completed form to Northwest Advocacy IMCA Service

(Greenwood Business Centre, Northwood House, Goodiers Drive, Salford Mf 4QH)

Fax 0161 872 6826       e-mail imca@nwas,org.uk
Tel: 0161 872 6825


