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DAD 407 

Referral form inc NHS Complaint referrals
                                                                                      Version 5: 12/11/14

Referral Date:

Time:
Person needing Advocacy
	Title:                
	Date of birth:

	Full Name:
	

	Address:
	M/F:

	
	Ethnicity:

	
	First language:

	
	District:

	Tel no:                                                   Safe to contact? Y/N  
	

	Mobile no:                                             Safe to contact? Y/N  
	

	Email:
	

	Accommodation Type:
	

	Temporary Address (if applicable):
	

	
	

	
	


Does the person have any Sensory, Mobility or Communication Needs?

	Health issues?:



	Accessibility Issues?



Referrer details (if different)
	Referrer Name:

	Referrer address:

	

	

	

	Tel No:                                                                                              Safe to contact? Y/N

	Mobile no:                                                                                        Safe to contact? Y/N

	Email:

	Referrer Job Title (if applicable):

	How did you hear about our service?



The referral

To which Dorset Advocacy scheme is this application being made?  Please tick

	People with learning disability (Dorset)
	
	Carers (Poole)
	

	Older/disabled people (Dorset)
	
	CHC Advocacy
	

	Carers (Dorset)
	
	Advocacy on the Wards
	

	People with learning disability (Poole)
	
	Got a Voice (Poole)
	

	Older/disabled people (Poole
	
	Got a Voice (General)
	

	Dorset Macmillan CCG carers
	
	Dorset Macmillan Advocacy
	

	Help with NHS Complaints
	
	
	


Please note that we can only help those who are eligible for one of the above projects.  If you are not sure which scheme applies, please call 0300 343 7000 for guidance.
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Risk Management information: Please state if there are any known risks to the advocate or the person seeking help in their meeting on a 1-1 basis (e.g. history of seizure, aggression etc.)
Agencies supporting the person (please give contact details)
Next of Kin/Family Details if applicable:
Next of Kin name:

Next of Kin address:

Next of Kin Tel number:                                                              Safe to contact? Y/N

Next of Kin Mobile no:                                                                 Safe to contact? Y/N

Relationship to person being referred:
Any other information:

For NHS Complaints only

	Within NHS Timescale? (usually within one year of event) 

Y/N/Not known


	

	Type of complaint:

	

	Who is the COMPLAINT against?

	

	Desired outcomes 

	


For office use only

	Outcome required:


	

	Agreement details:

· Specific issues we agree to help with.
· The effect of the current situation on that person.

· The agreed meeting arrangements.


	


Please return this form to referrals@dorsetadvocacy.co.uk
or Dorset Advocacy, 13-15 Jubilee Court, Paceycombe Way, Dorchester, Dorset DT1 3AE
or Fax us on 0843 849 2689
Please state the reasons for this referral/complaint:
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