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Community Advocacy 
Referral Form 
Note: If the client is being referred for Care Act Advocacy, please use the alternative form
	Client

	Name


	Date of Referral


	Telephone Number


	Address



	E-mail


	

	Date of Birth


	Postcode



	Advocacy Service

	Mental Health
	
	Learning Disabilities
	
	Physical & Sensory
	
	Over 60
	

	

	Reason for Referral


	Client requires an advocate to help them with (please tick as many as appropriate)

	Living in Usual Residence
	
	Moving Residence
	
	Health Services
	

	Social Care Services
	
	Employment
	
	Finances
	
	Benefits
	

	Consumer Issues
	
	Discrimination
	
	Legal Issues
	
	Other
	

	Client Medical Details

	Any relevant medical details


	

	GP Name


	Practice Address



	Telephone Number


	

	

	Does the person currently present any current risk of harm to themselves or others (please detail)
	YES
	
	NO
	

	Risk Details


	Referrer

	Agency


	Worker Name



	Telephone Number


	E-mail




