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Referral Form

Tel: 01656 649557   Email: ppass@ppass.cymru




[image: A logo of a tree with colorful hand prints

AI-generated content may be incorrect.][image: A logo with colorful hand prints

Description automatically generated]
[image: Rural Community Development Funding Available in Neath Port Talbot][image: LinguaSkin Case Studies – Satisfied Customers and Their Stories]





MHM Wales’s Commitment to Confidentiality:
Information given to MHM Wales’s Professional Independent Advocacy Service will be processed in accordance with the UK Data Protection Act 2018 which replicates the requirements of GDPR into UK legislation.

The role of the PPASS service is specific and does not include Befriending; Counselling; Mediation; Providing Advice or Legal Support.

	Details of person being referred to the Service

	Full Name:
	

	Date of Birth:
	

	Age:
	

	Gender:
	

	Address:
	

	Area currently residing:
	  

	Contact Number:
	

	Email:
	



Person requires support from

|_| Advocate				|_| Support Worker 			|_| Both

Are there any risks associated with this referral?

|_| YES    |_| NO

If yes, please give details below
	




	|_|   Assessment, Care and Support Planning, Reviews

	|_|  Safeguarding
Suspected of being at risk of harm or neglect, subject to safeguarding concerns including enquiries under section 126 and or 127 and or 128 of the Act.
	|_|    Accessing Information, 
Advice and Assistance


Client needs Advocacy for the following reason/issue:

	|_|  Sensory Impairment
	|_| Mental Health
	|_|   Dementia
	|_|   Physical Disability

	|_|  Learning Disability
	|_| Parents of Children

Agreed allocated hours
………………………….
	|_|   Other
Please state:


Client Group

What is the person’s primary method of communication?
	|_|  Welsh
	|_|  English
	|_|  BSL
	|_|  Another Spoken Language
Please state: 

	|_|  Gesture/ vocalisations/ facial expressions
	|_| No obvious means of communication
	|_|  Other
	



	|_|  White British
	|_|  White Irish
	|_|  White/ Asian
	|_|  Black Caribbean	

	|_|  White/ Black Caribbean
	|_|  Bangladeshi
	|_|  Indian
	|_| Chinese

	|_|  Mixed Background
	|_|  Black African
	|_|  Pakistani
	|_| Other Ethnic Group


Ethnic Background

Has referral been discussed and agreed by person? |_| YES    |_| NO
How can the PPASS Service assist this person to achieve personal outcomes? 






















				
					
			










Child Protection Information

a. Is the adult being referred a parent being assessed with public or private law proceedings?

      |_| Public Law						   |_| Private Law

b. Are care proceedings being initiated/ongoing?

|_| YES    						   |_| NO


c. Are there any further assessments being undertaken?

|_| YES    						   |_| NO

If yes, please state ……………………………………………..

d. Is the adult being referred a parent to a child who is on the Child Protection Register (but not in PLO or Court)?

|_| YES    						   |_| NO


e. Is there another parent/carer that requires advocacy support in relation to the same case? *If another parent/carer involved requires advocacy support, please complete separate referral at ( https://ppass.cymru )*

|_| YES    						   |_| NO
 
f. Has the other parent/carer involved been referred for advocacy support?

|_| YES    			 			   |_| NO

Additional Services

Would the client be interested in accessing other support services alongside advocacy support? 

|_| YES    |_| NO

If yes, what type of service would be of interest?
	|_|  Counselling Service 
	|_|   Self-Harm Peer Support Group

	|_|  Eating Disorder Peer Support Group
	Other: 





Other Contacts

Please provide details of anyone else who knows the person well or involved with the client. This can be a professional or family member. Consent must be sought by the person before sharing their contact details and completing the below box. 

	Name
	
	Name
	

	Relationship to client
	
	Relationship to client
	

	Telephone number
	
	Telephone number
	

	Email
	
	Email
	





	Referring Organisation:	

	Name: 
	Job Title: 

	Address: 
	Telephone number: 

	
	Mobile: 

	
	Email address: 

	Date of Instruction:
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