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COMMUNITY ADVOCACY SERVICE REFERRAL FORM

	MAIN OFFICE

36-38 High Street, Haverfordwest SA61 2DA

01437 762935                                              

	E-MAIL: referrals@advocacywestwales.org.uk   
Website: www.advocacywestwales.org.uk


	Please complete the form as fully as possible
	Add or delete options as appropriate

	Full name of person seeking service or being referred:                                                  
Preferred name/known as: 

	Home Address: 

Tel No: 

Email address: 
	
	Preferred Methods of Contact: 

E-mail / Face to Face / Phone / Text / Videocall / No preference 



	Date of Birth:
	

	Gender: 
	 Female / Male / Non-Binary / Prefer not to say             

	Ethnic Heritage: 
	 ……………………………….           OR      Not Known  OR  Prefer Not To Say  

	Presenting Need(s) of Person: 
	Mental Health / Learning Disability / Autistic Person / Carer / Military Veteran / Child or Young Person / Physical Health / Sensory Impairment  (identify all that apply please) 

	Reason for referral/issue(s) to resolve: 

	

	Communication requirements:  Welsh / English / British Sign Language / Non-verbal communication / Other spoken language or communication needs (please specify):


	Has the person consented to the referral? YES / NO 
(Referral for person with capacity to consent to referral is only to be made with the consent of the person)
Does the person lack capacity to consent to referral? YES / NO 
If the person lacks capacity to consent to referral, is referral made in the person’s best interests? Yes / No 

	Dates/details of any forthcoming deadlines or meetings:


	Other relevant information (including information required to keep the person/advocate/others safe): 


	Referrer Name:
	                                                    
	Date of Referral: 
	

	Position/Role: 
	                                                   
	Telephone Number: 
	


