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IMCA Referral Process                          

The Independent Mental Capacity Advocacy (IMCA) Service is available to persons aged 16 years or older who have been formally assessed to be lacking mental capacity and have no appropriate friends or family to consult in certain situations. 

An Independent Mental Capacity Advocate must be instructed when… 

· A decision must be made on their behalf regarding either, the provision, or withdrawal, or withholding, of serious medical treatment.


· A decision must be made on their behalf regarding long term accommodation in a hospital, residential nursing or other supported care environment.


An Independent Mental Capacity Advocate may be instructed when…
· When it is proposed to take protective measures under adult protection procedures (over 18 years only). (This is Irrespective of whether they have appropriate family or close friends.)  It is unlikely a referral to the IMCA service will be required when a Service User is already working with a Generic Advocate.
· The responsible body aim to review the accommodation arrangements for a person who lacks capacity and there are no friends and family that it would be appropriate to consult. The decision maker must be satisfied that having an IMCA will be of particular benefit to the person who lacks capacity.  
Making a Referral

The IMCA service across Stoke and Staffordshire is provided by Asist. Referrals can only be made by the decision maker or someone authorised by them and should be made by completing the attached form and sending it by fax, e-mail or post.  Where a verbal referral is made, the referral form should still be completed and returned to the Asist office within 24 hours. The contact details for Asist are…
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Fax: (01782) 746647                 ASIST – IMCA                   Tel: (01782) 845584                       imca@asist.co.uk  

                                                  Winton House

                                                  Stoke Road                                                                                                                                                                           
                                                  Stoke-on-Trent
                                             Staffs ST4 2RW
Asist will confirm acceptance of the referral within one working day of receipt.  During period of high demand on the IMCA service, Serious Medical Treatment and DoLS referrals will be given priority over Safeguarding referrals and Accommodation reviews.   

For further information you can contact Asist using the details above, or the Local Authority Adult Protection Co-ordinators at: 

Peter Hampton, Adult Protection Co-ordinator, Staffordshire County Council on 01785 278531 peter.hampton@staffordshire.gov.uk
Sue Griffiths, Adult Protection Co-ordinator, Stoke on Trent City Council on 01782 232396 sue.griffiths@stoke.gov.uk
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                                                      IMCA Referral Form

	Name of Person Being Referred


	Date Sent


	Local Authority           
Stoke on Trent 
 FORMCHECKBOX 
                       Staffordshire    FORMCHECKBOX 
 
                                          
Other                 
 FORMCHECKBOX 
 Please state:_______________


	Details of the Decision To Be Made



	Decision Type

 FORMCHECKBOX 
     Serious Medical Treatment


  FORMCHECKBOX 
    Accommodation  Review
 FORMCHECKBOX 
     Change of Accommodation
                       FORMCHECKBOX 
    Adult Protection



	Please give brief details of the situation surrounding the decision highlighting any relevant time related factors and meeting dates

	Have you completed a 2 stage capacity assessment in line with the Mental Capacity Act 2005? Please give date and details



	 Confirm that the person lacks capacity in relation to this decision                 FORMCHECKBOX 


	Confirm that the person has no appropriate support, e.g. family or friends    FORMCHECKBOX 
            
If the person has support, e.g. family or friends, and they are not consultable, please state why not:
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	Details of the Person Requiring an IMCA



	Is this a first referral? Yes  
 FORMCHECKBOX 
           No       FORMCHECKBOX 
          Not Known 
             FORMCHECKBOX 



	Gender                         Male 
 FORMCHECKBOX 
                                    Female  

             FORMCHECKBOX 



	Date of Birth

	
	Age Now


	

	    
Ethnic Background

 
White






Asian or Asian British


 FORMCHECKBOX 
     British





 FORMCHECKBOX 
     Indian

     
 FORMCHECKBOX 
     Irish





 FORMCHECKBOX 
     Pakistani

     
 FORMCHECKBOX 
     Other White




 FORMCHECKBOX 
     Bangladeshi

    







 FORMCHECKBOX 
     Other Asian (specify)

           Mixed White                                                               _______________________


 FORMCHECKBOX 
     White & Black Caribbean


Black or Black British


 FORMCHECKBOX 
     White & Black African


 FORMCHECKBOX 
     Black Caribbean

    
 FORMCHECKBOX 
     White & Asian



            FORMCHECKBOX 
     Black African

  
 FORMCHECKBOX 
     Other Mixed White(specify)

            FORMCHECKBOX 
     Other Black (specify)

      
          _______________________            
          _______________________




Chinese or Other Ethnic Group


 FORMCHECKBOX 
     Chinese




 FORMCHECKBOX 
     Other Ethnic Group (specify) 

     
 FORMCHECKBOX 
     Ethnicity not established                                 _______________________



	Any identified religious, cultural or spiritual needs?


	What type of impairment does this person have?

     
 FORMCHECKBOX 
     Mental Health Problems                     
 FORMCHECKBOX 
     Serious Physical Illness

     
 FORMCHECKBOX 
     Physical Disability   


            FORMCHECKBOX 
     Learning Disability


 FORMCHECKBOX 
     Autism Spectrum Condition

 FORMCHECKBOX 
     Dementia


 FORMCHECKBOX 
     Cognitive Impairment


 FORMCHECKBOX 
     Unconsciousness


 FORMCHECKBOX 
     Acquired Brain Damage


 FORMCHECKBOX 
     Other (specify)









          ____________________


If the person has a combination of conditions please tick those that apply

	What is the person’s primary communication method?


 FORMCHECKBOX 
     English


            FORMCHECKBOX 
     Gestures / Facial Expressions / Vocalisations


 FORMCHECKBOX 
     British Sign Language
 FORMCHECKBOX 
     Words / Pictures / Makaton


 FORMCHECKBOX 
     Other (specify below)
 FORMCHECKBOX 
     No obvious means of communication

                                                             __________________________
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 Details of Person Requiring an IMCA continued…


	Permanent Address


	

	
	

	
	

	
	

	Post Code


	
	  Telephone Number
	

	Type of Accommodation

	Own Home     FORMCHECKBOX 
       Care Home    FORMCHECKBOX 
        Health Unit     FORMCHECKBOX 
           
Hospital         FORMCHECKBOX 
       Other              FORMCHECKBOX 
 



	Current Location

	

	y

	

	
	

	
	

	Post Code


	
	Telephone Number
	

	Type of Accommodation


	Own Home   FORMCHECKBOX 
       Care Home    FORMCHECKBOX 
      Health Unit      FORMCHECKBOX 
 

Hospital       FORMCHECKBOX 
        Other             FORMCHECKBOX 


	Are there any risks associated with this referral? 
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


(For example: violence or aggression, infectious diseases)


Please give details:
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	Details of the Persons Relevant to the Referral 

	  Decision Maker  (i.e. the person ultimately responsible for this decision) 



	   Tick here if details are the same for the:      FORMCHECKBOX 
 Client Contact           FORMCHECKBOX 
 Authorised Officer 


	Name 

	

	 Role      FORMCHECKBOX 
 Consultant  FORMCHECKBOX 
 Doctor: Type (e.g. GP, Psychiatrist, Dental)___________________ 

                                           FORMCHECKBOX 
 Social Worker           FORMCHECKBOX 
 Team Manager Health           FORMCHECKBOX 
 Team Manager Social  Care  
                                           FORMCHECKBOX 
 Other – please state __________________________________________________


	Address


	

	
	

	
	
	Postcode
	

	   Tel no 
	
	Mobile no.
	

	   Email
	
	Other contact details e.g. Pager no.
	

	Authorised Officer  (i.e. person making the referral)


	 Tick here if details are the same for the:      FORMCHECKBOX 
 Client Contact           FORMCHECKBOX 
 Decision Maker 



	Name


	

	Role      FORMCHECKBOX 
 Consultant  FORMCHECKBOX 
 Doctor: Type (e.g. GP, Psychiatrist, Dental)___________________ 

                                       FORMCHECKBOX 
 Social Worker           FORMCHECKBOX 
 Team Manager Health           FORMCHECKBOX 
 Team Manager Social  Care  
                                       FORMCHECKBOX 
 Other – please state __________________________________________________



	Address


	

	
	

	
	
	Postcode
	

	Tel no
	
	Mobile no.
	

	Email


	
	Other contact details e.g. Pager no.
	

	Client Contact (i.e. person who can make arrangements for an initial meeting)

	Tick here if details are the same for the:      FORMCHECKBOX 
 Decision Maker           FORMCHECKBOX 
 Authorised Officer 



	Name


	

	Role      FORMCHECKBOX 
 Consultant  FORMCHECKBOX 
 Doctor: Type (e.g. GP, Psychiatrist, Dental)___________________ 

                                       FORMCHECKBOX 
 Social Worker           FORMCHECKBOX 
 Team Manager Health           FORMCHECKBOX 
 Team Manager Social  Care  
                                       FORMCHECKBOX 
 Other – please state __________________________________________________



	Address


	

	
	

	
	
	Postcode
	

	Tel no
	
	Mobile no.
	

	E-Mail


	
	Other contact details
e.g. Pager no.
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