	IMCA REFERRAL FORM
(if faxing this form please email or phone to confirm its receipt, details on last page)

	1.  Local Authority         Oxfordshire                                        OADG Reference number:             /07


	2.  IMCA provider           Oxfordshire Advocacy Development Group


	3.  Name of client/patient 

	4.  Client ID
e.g. Hospital No., Swift No.
	5.  Is this a first IMCA referral?      FORMCHECKBOX 
 Yes 

                                                          FORMCHECKBOX 
 No

	Who is the Decision Maker?



	6.  

	 FORMCHECKBOX 
 The referrer

If not the referrer please include name, address and contact details of the Decision Maker:

 FORMCHECKBOX 
 Doctor

 FORMCHECKBOX 
 Social worker

 FORMCHECKBOX 
 Other (please state)




	WHAT IS THE DECISION TO BE MADE?        
                                                        

	7.   FORMCHECKBOX 
 Serious medical treatment 

 (
 
	What is the proposed medical treatment?

 FORMCHECKBOX 
 Cancer treatment 

 FORMCHECKBOX 
 Hip/leg operation 

 FORMCHECKBOX 
 Do not attempt resuscitation decisions
 FORMCHECKBOX 
 Medical investigations

 FORMCHECKBOX 
 Serious dental work

 FORMCHECKBOX 
 Treatment that may lead to loss of hearing or sight

 FORMCHECKBOX 
 Electro-convulsive therapy
 FORMCHECKBOX 
 Major surgery (e.g. open heart or brain / neuro-surgery)

 FORMCHECKBOX 
  Major amputations (arm or leg)

 FORMCHECKBOX 
  Withholding or stopping artificial nutrition or hydration
 FORMCHECKBOX 
  Termination of pregnancy

 FORMCHECKBOX 
  Other (please specify)



	8.   FORMCHECKBOX 
 Change in accommodation     (

	From:

 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care/nursing home 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Supported living 
 FORMCHECKBOX 
 Prison

 FORMCHECKBOX 
 Other (please state):
	To:

 FORMCHECKBOX 
 Own home

 FORMCHECKBOX 
 Care/nursing home 

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Supported living 
 FORMCHECKBOX 
 Other (please state):

 FORMCHECKBOX 
 To be decided

	9.           FORMCHECKBOX 
 Adult Protection

10.         FORMCHECKBOX 
 Care Review

11.         FORMCHECKBOX 
 Other (please state):



	12.    Has an assessment of the person’s capacity been carried out ?         FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                                                                                                    

	13.    What is the understanding of the person’s capacity to make this decision?
         Lacks capacity to make this decision:   At this time   FORMCHECKBOX 
   For the foreseeable future   FORMCHECKBOX 

14.    Who assessed the person’s capacity to make this decision?
          Decision-maker  FORMCHECKBOX 
    Assessment by another professional  FORMCHECKBOX 
    Other  FORMCHECKBOX 



	15.   Appropriate other

         There is no person (not professionally involved) to be consulted about the decision    FORMCHECKBOX 

         There are others but it is felt that they cannot be consulted as an ‘appropriate other’   FORMCHECKBOX 

         Please give brief reason why it is not felt to be appropriate to consult any other available:



	16.  Where is the client at the time of referral?     Specify name of hospital, care home etc.



	 FORMCHECKBOX 
 Own home

Address:

 FORMCHECKBOX 
 Care / nursing home (name)

 FORMCHECKBOX 
 Hospital (name)

 FORMCHECKBOX 
 Supported living (name)

Address:


	 FORMCHECKBOX 
 Uncertain

 FORMCHECKBOX 
 Prison (name)

 FORMCHECKBOX 
 Other (please state): 

 FORMCHECKBOX 
  Home address if different to current           

      address

	17.   Does the client have a disability?



	 FORMCHECKBOX 
 Mental Health problems
 FORMCHECKBOX 
 Serious physical illness

 FORMCHECKBOX 
 Learning Disability


	 FORMCHECKBOX 
 No/not known
 FORMCHECKBOX 
 Other general special needs (please state):

	18.  Nature of client’s Impairment

 FORMCHECKBOX 
 Unconsciousness

 FORMCHECKBOX 
 Autism spectrum disorder

 FORMCHECKBOX 
 Mental Health problems

 FORMCHECKBOX 
 Serious physical illness

 FORMCHECKBOX 
 Acquired brain injury

 FORMCHECKBOX 
 Dementia

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 Cognitive impairment

 FORMCHECKBOX 
 Combination

 FORMCHECKBOX 
 Other (please state):



	MEANS OF COMMUNICATION



	19.   Patient/Client’s primary means of communication



	 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Other spoken language

 FORMCHECKBOX 
 British Sign Language

 FORMCHECKBOX 
 Words / pictures / Makaton
	 FORMCHECKBOX 
 Gestures / Facial expressions / vocalisations

 FORMCHECKBOX 
 No obvious means of communication

 FORMCHECKBOX 
 Other (please state)



	20.  Gender         
	 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

	21.  Age         FORMCHECKBOX 
 16 - 17

                       FORMCHECKBOX 
 18 - 30

                       FORMCHECKBOX 
  31 – 45

                       FORMCHECKBOX 
 46 – 65


	          FORMCHECKBOX 
 66 - 79

          FORMCHECKBOX 
 80 and over

          FORMCHECKBOX 
 Not known

	22.  Ethnic Background

	White
	 FORMCHECKBOX 
 British

 FORMCHECKBOX 
 Irish

 FORMCHECKBOX 
 Other White

	Mixed White
	 FORMCHECKBOX 
  White & Black Caribbean

 FORMCHECKBOX 
  White & Black African

 FORMCHECKBOX 
  White & Asian

 FORMCHECKBOX 
  Other Mixed White (specify)

	Asian or Asian British
	 FORMCHECKBOX 
  Indian

 FORMCHECKBOX 
  Pakistani

 FORMCHECKBOX 
  Bangladeshi

 FORMCHECKBOX 
  Other Asian (specify)

	Black or Black British


	 FORMCHECKBOX 
  Black Caribbean

 FORMCHECKBOX 
  Black African

 FORMCHECKBOX 
  Other Black (specify)

	Chinese or other ethnic group
	 FORMCHECKBOX 
  Chinese

 FORMCHECKBOX 
  Other ethnic category (specify)

	Other
	 FORMCHECKBOX 
  Not established (for referrals only, not IMCA cases)
 FORMCHECKBOX 
  Remind me later 

	23. Name of Referrer: 

Address of referrer:

Job Title of referrer:                                                 Tel No:

 Fax No:                                                                     Email:

	 Signature:                                                                       Date:

Signature of the Decision Maker if not the referrer:                                  

                                                                                           Date:

 

	Name of IMCA:


Please return this form to:

Oxfordshire Advocacy Development Group,

Barton Neighbourhood Centre, Headington, Oxford OX3 9LS

Telephone: 
01865 767462   

Fax: 

01865 761546
Email: 
imca@oadg.org.uk






