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Referral Form

 Independent Mental Capacity Service (IMCA)

Please complete the form and ensure a copy of this is available in the patient / client’s health care / social care records.
Please fax or email this referral form together with an up-to-date copy of the Assessment of Mental Capacity & Best Interests Decision form and any other supporting relevant information to the IMCA service below(office hours only):
	Area
	IMCA Service
	Fax
	Telephone
	Email

	Flint

Wrexham

Denbighshire

Conwy

Anglesey

Gwynedd
	W.I.R.E.D
	0151 6701600
	0844 880 1500
	contact@wired.me.uk 



	Surname 

	
	First name

	
	Home Address

Patient’s / Client’s

Current Location

	
	NHS / Client No

	_ _ _ _ _ _ _ _ _ _  / _ _ _ _ _ _


	Date of Birth

	____/_____/_______



	             
                Referral Form

           Independent Mental Capacity 

             Advocacy (IMCA) Service

A             ALL SECTIONS MUST BE COMPLETED


	
	Surname 
	


SECTION A – Assessment of Capacity

I confirm that the patient / client lacks capacity to give or withhold consent for the decision indicated in Section C because of an impairment of the mind or brain or disturbance affecting the way their mind or brain works (e.g. a disability, condition or trauma, or the effect of drugs and alcohol) and they cannot 
do one or more of the following:-.

· understand the relevant information about the decision to be made, or
· retain that information in their mind for long enough to make a decision, or
· use or weigh that information as part of the decision-making process, or 
· communicate their decision (by talking, using sign language or any other means)
Please attach an up-to-date Assessment of Mental Capacity & Best Interests Decision form to this form. 

Signature…………Health Care Professional………..……..Name (PRINT).……………..……………… 

Job title……………………………………Telephone Number……………………………..…………………

GMC No. / NMC Pin No. / HPC No. / HPC Pre-Registered Group No…………………………………………
SECTION B – Involvement of Family Members & Friends or Others 

Does the patient / client have family members (yes/no) and or friends (yes/no)? If yes, outline their involvement: 

……………………………………………………………………………………………………………………....……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Please give reasons why they are deemed not to be appropriate to be consulted or why they are not willing or able to be consulted in the decision making process.

(This condition does not apply to adult protection cases)

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………

Family / Friends Contact Details: 

Name………………………….………………………Relationship…….………………………………………
Telephone Number………………………………… Email address…………..………………………………
Address ……………..……………………………………………………….……………………………………
SECTION C – Type of Referral 

An IMCA must be instructed, and then consulted, for people lacking capacity who have no-one else to support them (other than paid staff), whenever (please tick):-

· a proposal to provide serious medical treatment (including DNACPR planned decisions)
· proposal to arrange accommodation (or a change of accommodation) in hospital or a care home, and
       – the patient / client will stay in hospital longer than 28 days, or

·   the patient / client will stay in the care home for more than 8 weeks.

An IMCA may be instructed to support someone who lacks capacity to make decision concerning:-

· an Adult Protection Case (whether or not family, friends or others are involved)

· a care review, where no-one else is available to be consulted 
Brief details of the particular decision proposed:-………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
SECTION D – Additional Information / Significant Dates 
When does the decision need to be reached by (if applicable)? Date___/___/_____

Please give details of any impending meetings or deadlines

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Decision Maker contact details (Consultant, Specialty Doctor, General Practitioner, Senior Nurse or Social Worker)
Name……………………………………………Job Title..…….……………..………………………………….

GMC No. / NMC Pin No. / HPC No. / HPC Pre-Registered Group No……………………..……….…………….
Department……………….…………………………………….……………………….……...........................................
Telephone Number……………………………… Email address…………………………………....……………
Person to contact to arrange meeting with patient (If different from Decision Maker)

Name……………………………………………Job Title..…….……………..………………………………….

Department……………….…………………………………….……………………….……...........................................
Telephone Number……………………………………….………………………………………………..….……

Email address…..………………………………………….……………….…………...…. ……………………….
Are there any specific needs of the patient / client (i.e. interpreter, speech and language therapist, advocate, visual aids, risk issues, access issues etc) that the IMCA may need to be aware of? 
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Are there any foreseeable risks to the individual or advocate in a 1-2-1 setting?
………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

SECTION E - Decision Maker Confirmation 
I confirm that I am the decision maker (Consultant, Specialty Doctor, General Practitioner, Senior Nurse or Social Worker) within the Betsi Cadwaladr University Health Board who has the responsibility for making the decisions proposed in Section C regarding :- 

…...insert patient /client user name………
I also confirm:-  

( that I deem the patient / client to have no one who is appropriate and available to consult regarding this issue (excludes Adult Protection cases) 

( that as far as I am aware the patient / client does not have a valid and applicable Advance Decision or a Welfare / Lasting Power of Attorney relating to this decision,

Signature ……………………..Name………………………………….………………..Date___/___/_____

Job title……………………  Telephone number……………………Email Address…………………………

GMC No. / NMC Pin No. / HPC No. / HPC Pre-Registered Group No…………..…………..…………….
	Authorisation from Decision Maker (Required by the Data Protection Act 1998)

	On behalf of the Betsi University Health Board, I confirm that there is no objection to the IMCA service appointed storing, processing and copying information contained on this form, (whether manually or electronically), and any other information which may be released by the Betsi University Health Board which is relevant to the enquiries of the IMCA service, provided that it is accordance with the provisions of the Data Protection Act 1998.  It is my belief that by providing this information and making this referral to the IMCA service, I am acting in the patient’s best interests.

	Signed
	Date
	Time


SECTION F – Patient / Client Information
Please place a ( in one of the following boxes:-                                                                                                      

	Ethnicity:

	White British
	
	Asian British or Indian
	

	White Irish
	
	Asian British or Pakistani
	

	White Other
	
	Asian British or Bangladeshi
	

	Mixed White & Black Caribbean
	
	Black British or Black  Caribbean
	

	Mixed White & Black African
	
	Black British or Black African
	

	Mixed White & Asian
	
	Other Black
	

	Mixed White Other
	
	Chinese
	

	Other Ethnic Category
	
	Not Established
	


	Does the Client have a Disability?
	Primary means of communication

	Mental Health Problem
	
	English
	

	Serious Physical Illness
	
	Other Language
	

	Learning Disability
	
	British Sign Language
	

	None
	
	Words / Pictures / Makaton
	

	Not Known
	
	Gestures / Facial Expressions
	

	Other (Please state below)
	
	No obvious means of Communication
	

	
	
	Other
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