[image: ]Specialist Mental Health Advocacy Referral Form
Co Durham Advocacy Service

	Please note all fields must be completed or the form will be returned: this could delay an Advocate being allocated.  Where Not Applicable please indicate by inserting N/A

	You may be eligible for this service if you have Mental Health support needs but are not eligible for a statutory service.  Support will be short term and for help with a specific issue. We do not support people with everyday decisions but when important decisions are being made which could affect quality of life, independence or have long term consequences.  

	Date of Referral

	Client Details

	Client Name
	
	Client DOB
	

	Home Address

	

	Address at point of referral (if different from above).  If hospital, please include ward name/number
	

	Post code
	
	Local Authority/Borough
	

	Telephone
	
	Email
	

	GP surgery registered with
	
	GP Surgery contact number
	

	Please give a brief explanation of the need for advocacy

	








	Are there any friends or family who could help? 

	





	Are there upcoming meetings or dates that we need to be aware of?

	




	We usually meet people in community venues in the community. We may agree to carry out home visits but only in exceptional circumstances, please let us know if there any risks we should be aware of if we carry out a home visit?  

	




	Is the person aware of and consented to the referral for advocacy support?
	Yes/No

	If no, does the client lack capacity to consent to a referral?
	Yes/No

	Name and details of person completing this referral form

	Name
	
	Job Title
	

	Telephone No
	
	Email
	

	Relationship to client
	
	Date
	

	If you completing this form on behalf of the person who requires advocacy you must have their permission to do so, if you do not, you could be breaking the law.  By signing the referrers signature box above, you are confirming that you have sought consent to request advocacy, and you are confirming the person wants advocacy support.

	Additional information – Please tick those that apply


	[bookmark: _Hlk219363717]Gender Identity:


	Gender identity same as sex assigned at birth: 
	Ethnicity: 

	Religion/Belief:

	Sexual Orientation:
	Mental Health Conditions: 

	Do you consider yourself to be neurodivergent: 

	Learning difference: 
	Any disabilities or long-term health conditions: 






	Employment Status:

	Marriage/Civil Partnership Status: 

	Parental Responsibility:

	Currently pregnant or pregnant in the last 12 months: 

	Able to Read: 
	Able to use internet:

	Preferred method of communication:

	Preferred language:
	Speech or communication difference: 



Please return this referral for to:
Countydurham.advocacy@rethink.org
Service phone number: 0300 7900 559

Data Protection and General Data Protection Regulation (GDPR) All records are kept in accordance with current UK Data Protection and GDPR legislation

If you wish to make any complaints about our service, please email the Contract Manager  yolande.pringle@rethink.org
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