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Independent Mental Health Advocacy Referral Form 
Send to: advocacyhub@mindinsalford.org.uk

	Client

	Name


	Date of Referral


	Status (Section/Informal)

	Responsible Clinician


	Date of Birth

	Ward


	Date of Section
	Date of Admission
	Capacity  Y   N             
	Family Involved  Y  N

	Reason for Referral


	

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

	Mental Health Act Rights
	
	Hospital Environment
	
	Legal Issues
	

	Appealing Section
	
	Benefits
	
	Moving Residence
	

	NHS Complaints
	
	Finances
	
	Discrimination
	

	Social Care Issues
	
	Consumer Issues
	
	Other
	

	Client Medical Details

	Any relevant medical details


	

	Does the person present any risk of harm to themselves or others (please detail)

	YES
	
	NO
	

	Risk Details (please include anything that may affect potential visits on the ward)


	Referrer

	Name

	Job Title


	Telephone Number


	E-mail


