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CORPORATE APPOINTEE REFERRAL FORM
If you have any queries about completing this form, please contact the office admin on 024 7669 7443 or email office@independentadvocacy.org
Please return the completed form by email to office@independentadvocacy.org
Please ensure the referrer contact details are completed in full, in case we need to clarify anything.
If you have not received an acknowledgement within five working days of submitting the referral, please contact the office. office@independentadvocacy.org
Please complete all sections in full. Incomplete referrals will not be processed and will be referred back to the referrer. If any information is unknown, please state "not known", do not leave the answer blank.
Mandatory information is marked with an * and must be completed
How to complete this form: click a shaded field and type; click a tick box to tick it; click a date field to pick a date. Save the file, then email it to office@independentadvocacy.org.
	Before making a referral, you must make reasonable enquiries to establish whether there is a family member or friend who is willing and suitable to act as the client's appointee. If a suitable person is identified and is prepared to take on this role, a referral to WIAA should not be made. Please confirm that these enquiries have been completed and record the outcome.
☐ No, There is no one suitable to become appointee     



1. Referrer's Details
It is essential that the Referrer's Details are fully completed to enable the Administrator to acknowledge receipt. If you have not received an acknowledgement within five working days of submitting the referral, please contact the offices of WIAA office@independentadvocacy.org
	* Declaration
	☐ I confirm that the information provided is accurate to the best of my knowledge and that I understand this information will be used to assess the suitability of making an application to the Department for Work and Pensions for appointee.     

	* Name
	Click to type

	* Job Title
	Click to type

	* Organisation
	Click to type

	* Telephone
	Click to type

	* Email
	Click to type

	* Date Referred
	Click to pick date

	* Signed
	Type full name as signature

	* Team manager's name
	Click to type



2. Client Details
	* Full Name
	Click to type

	* Preferred name
	Click to type

	* Date of Birth
	Click to pick date

	* National Insurance Number
	Click to type

	* Gender
	☐ Male     ☐ Female     ☐ Non-binary     
☐ Prefer to self-describe:     Click to type
☐ Prefer not to say     

	* Ethnic Group
	Click to type

	* Marital Status
	Click to type

	Date of Marriage, Civil Partnership or Divorce
	Click to pick date

	NHS Number
	Click to type

	Email Address
	Click to type

	* Name of Residence/Care Home
	Click to type

	* Address Line 1
	Click to type

	* Address 2
	Click to type

	* Town/City
	Click to type

	* Post Code
	Click to type

	* Is the Client currently living at this address
	☐ Yes     ☐ No     

	* Is the Client living in residential accommodation or living in the community?
	☐ Residential     ☐ Community     

	Type of accommodation
	☐ Own home     
☐ Council tenancy     
☐ Housing Association     
☐ Residential Care     
☐ Nursing Home     
☐ Supported Living     
☐ Shared Lives     
☐ Hospital     
☐ Other:     Click to type

	If residential: Name of home
	Click to type

	If residential: Name of Manager
	Click to type

	If residential: Date they moved into the home
	Click to pick date

	If residential: Telephone
	Click to type

	* Is there an Enduring Power of Attorney or Court of Protection Order?
	☐ Yes     ☐ No     ☐ Not Known     

	Local Authority client identification number
	Click to type

	Diagnosis
	Click to type

	Support needs of the client / things we need to be aware of:
	Click to type

	Are you aware of the client having made a will?
	☐ Yes     ☐ No     
If yes give details of where a copy can be found: Click to type

	Are you aware of the client having a pre-paid funeral plan?
	☐ Yes     ☐ No     
If yes give details of where a copy can be found: Click to type

	Does the client have a DOLs order or any other court order that might affect this referral?
	Click to type



GP Details
	GP Practice
	Click to type

	GP Name
	Click to type

	Address
	Click to type

	Telephone
	Click to type

	Email (if known)
	Click to type



3. Mental Capacity
	* Has the client consented to the appointeeship?
	☐ Yes     ☐ No     


	An Appointeeship can still be granted by the Department for Work and Pensions if someone has mental capacity but is unable to manage their benefit claims due to a severe physical disability or an inability to complete forms and go to the bank.



4. Disability
	Does the client have a disability, long-term illness, or health condition?
	☐ Physical disability     
☐ Sensory impairment     
☐ Learning disability/Autism     
☐ Mental health     
☐ Dementia     
☐ Unknown     
☐ Other:     Click to type
☐ Prefer to self describe:     Click to type



5. Reason for Referral
	* Give as much information as possible
	Click to type

	Is there currently anyone managing the client's finances?
	Click to type

	Why is appointeeship required rather than:
	Lasting Power of Attorney (LPA): Click to type
Department for Work and Pensions: Click to type
Existing deputy: Click to type

	Is this referral urgent?
	☐ Yes     ☐ No     

	If urgent, explain why (e.g. risk of eviction, utilities disconnected, financial abuse, care fees outstanding)
	Click to type



6. Financial Summary
	* Which benefits or pensions is the client receiving
	Click to type

	* Amount of each benefit or pension that the client is receiving and the payment frequency i.e. monthly, weekly, 4 weekly etc.
	Click to type

	* If the client is on Universal Credit, please provide the account login details.
	Click to type

	* Other Income: We need to know of all known sources of private income, with supporting evidence if available, even if out of date. If the client receives a private pension, who is it from? What are the reference numbers? Where is it paid with account numbers, sort code and bank name?
	Click to type

	* Bank accounts - bank name, account number and sort code
	Click to type

	* Balance of Bank account(s)
	£ 0.00

	* Savings
	£ 0.00

	* Does the client own any property?
	☐ Yes     ☐ No     

	* Does the client own a business?
	☐ Yes     ☐ No     

	* Other assets - Shares, Premium Bonds, Vehicles, Investments etc - please list
	Click to type

	* Debts
	£ 0.00
Details: Click to type



*Summary of known outgoings: List all regular outgoings or utilities, rent and other commitments
	Outgoing / Supplier / Provider
	Frequency (weekly, monthly or annually)
	Amount (£)

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00

	Click to type
	Choose an item
	£ 0.00



	* How much personal allowance should the client receive?
	Amount: £ 0.00
Frequency - Daily, Weekly or Monthly: Choose an item

	* How should the client receive this personal allowance?
	Bank account: Click to type
Sort code: Click to type
Account number: Click to type
or
☐ Client requires a WIAA RBS card     

	* Care costs - give details of how care is funded and the provider
	Care costs monthly: £ 0.00
Provider: Click to type

	Does the person to whom the application relates have any interest in the estate of someone who has died?
	☐ Yes     ☐ No     
Name of deceased: Click to type
Name of executor/administrator: Click to type
Approximate value of estate: £ 0.00
Address: Click to type
Post code: Click to type
Email: Click to type

	Damages and criminal injuries compensation: Has a claim been made for an award for damages or, for compensation from the Criminal Injuries Compensation Authority or is such a claim likely to be made?
	☐ Yes     ☐ No     

	If Yes, please give details, including the name and address of solicitors involved, the present position regarding the litigation, the likely value of the claim and details
	Click to type



7. Safeguarding
	* Concerns - include if there are any allegations/safeguarding risks in relation to family members or carers.
	☐ Yes     ☐ No     
Details: Click to type

	* Financial Abuse
	☐ Yes     ☐ No     
Details: Click to type

	* Police Involved
	☐ Yes     ☐ No     
Details: Click to type



8. Risk Assessment
	* Is the client or a meeting venue likely to be a risk to the WIAA representative when visiting their home?
	☐ Yes     ☐ No     
Details: Click to type

	* Is the client likely to be a risk to themselves?
	☐ Yes     ☐ No     
Details: Click to type

	* Will there be anyone else there when the WIAA representative visits?
	☐ Yes     ☐ No     
If yes, whom?: Click to type

	* Is there a reason that the client cannot be visited by one person?
	☐ Yes     ☐ No     
If yes, please explain the risk and specify alternative arrangements: Click to type

	* Are there any drug or alcohol issues?
	☐ Yes     ☐ No     
Details: Click to type

	* Is there a history of verbal aggression?
	☐ Yes     ☐ No     
Details: Click to type

	* Does the client have any forensic history that staff should be aware of?
	☐ Yes     ☐ No     
Details: Click to type

	* Are there any pets in the house? If so, what type?
	☐ Yes     ☐ No     
If so, what type?: Click to type

	* Are there any other risk factors that we should know about?
	☐ Yes     ☐ No     
If Yes, what are they?: Click to type



9. Any relevant additional information in support of the referral on separate sheets.
	Additional information attached?
	☐ Yes     ☐ No     

	Documents attached (If Yes, remember to attach the sheets to your email)
	☐ Care Plan     
☐ Benefit Letters     
☐ Bank Statements     
☐ Property Details     
☐ Tenancy Agreement     
☐ Care Home Contract     
☐ ID documents     
☐ Birth Certificate     
☐ NHS correspondence     
☐ Will (if available)     
☐ Funeral Plan     
☐ Other:     Click to type



10. Equal Opportunities Monitoring
Please complete the Equal Opportunities Monitoring Form at the end of this form which will be separated from the main form and the information used anonymously.


If you have any queries about completing this form, please contact the office on 024 7669 7443 or email office@independentadvocacy.org
Please return the completed form by email to office@independentadvocacy.org
Please ensure the referrer contact details are completed in full, in case we need to clarify anything.
If you have not received an acknowledgement within five working days of submitting the referral, please contact the office. office@independentadvocacy.org
Please make sure that you have completed all sections in full. Incomplete referrals will not be processed and will be referred back to the referrer.
If any information is unknown, please state "not known", do not leave the answer blank.
Mandatory information is marked with an * and must be completed.
Office Use Only:
	Date Received
	Click to pick date

	Triaged
	Click to pick date

	Allocated To
	Click to type

	Loaded onto Clog
	Click to pick date

	Acknowledgement
	Click to pick date

	First Contact
	Click to pick date





Equal Opportunities Monitoring Form
Purpose
We collect this information to help monitor whether our services are accessible and fair for everyone. This information is confidential, used for monitoring and service improvement purposes only, and will not affect the support you receive.
Referral source:
	☐ Self-referral     
	☐ Health service     

	☐ Local authority     
	☐ Community organisation     


☐ Other:     Click to type
Service referred to:
Click to type
Equal Opportunities Monitoring
Age
	☐ 0-15     
	☐ 45–54     
	☐ 85-94     

	☐ 16-24     
	☐ 55–64     
	☐ 95-104     

	☐ 25–34     
	☐ 65-74     
	☐ 105+     

	☐ 35–44     
	☐ 75–84     
	


☐ Prefer to self describe:     Click to type
Gender Identity
	☐ Female     
	☐ Non-binary     

	☐ Male     
	☐ Other     


Is the client's gender identity the same as the sex you were assigned at birth?  ☐ Yes     ☐ No     
☐ Prefer to self describe:     Click to type
Ethnic Group
	☐ White - British     
	☐ Black or Black British - Caribbean     

	☐ White - European     
	☐ Black or Black British - Other Black Background     

	☐ White - Irish     
	☐ Mixed - Other Mixed Background     

	☐ White - Other White Background     
	☐ Mixed - White and Asian     

	☐ Asian or Asian British - Bangladeshi     
	☐ Mixed - White and Black African     

	☐ Asian or Asian British - Chinese     
	☐ Mixed - White and Black Caribbean     

	☐ Asian or Asian British - Indian     
	☐ Arab     

	☐ Asian or Asian British - Japanese     
	☐ Roma     

	☐ Asian or Asian British - Pakistani     
	☐ Gypsy or Irish Traveller     

	☐ Black or Black British - African     
	


☐ Prefer to self describe my ethnic group:     Click to type
Disability
Does the client have a disability, long-term illness, or health condition?
	☐ Physical disability     
	☐ Dementia     

	☐ Sensory impairment     
	☐ Unknown     

	☐ Learning disability/Autism     
	☐ Other     

	☐ Mental health     
	


☐ Prefer to self describe:     Click to type
Religion or Belief
	☐ No religion     
	☐ Sikh     

	☐ Christian     
	☐ Jewish     

	☐ Muslim     
	☐ Buddhist     

	☐ Hindu     
	


☐ Other:     Click to type
☐ Prefer to self describe:     Click to type
Sexual Orientation
	☐ Heterosexual / Straight     
	☐ Bisexual     

	☐ Gay / Lesbian     
	


☐ Other:     Click to type
☐ Prefer to self describe:     Click to type
Caring Responsibilities
Does the client have unpaid caring responsibilities?
	☐ Yes     
	☐ No     


☐ Prefer to self describe:     Click to type
Office Use Only
	Client reference number:
	Click to type

	Referral outcome:
	☐ Accepted     
☐ Signposted elsewhere     
☐ Declined     
☐ Other:     Click to type

	Completed by:
	Click to type

	Date completed:
	Click to pick date



Data Protection Statement
Information collected through this form will be stored securely and used only for equality monitoring, reporting, and improving services. Information will be handled in line with applicable data protection requirements and organisational policies. The legal basis for processing sensitive data - GDPR Article 9 / Special Category Data


Mandatory Items Checklist
Here is the checklist of all mandatory items from the form (indicated by an asterisk * in the document): Please make sure that you have completed and ticked all items in all sections.
Section 1: Referrer's Details
☐ Declaration: Confirmation that provided information is accurate and understanding that it will be used for the Department for Work and Pensions application.     
☐ Name     
☐ Job Title     
☐ Organisation     
☐ Telephone     
☐ Email     
☐ Date Referred     
☐ Signed     
☐ Team manager's name     
Section 2: Client Details
☐ Full Name     
☐ Preferred Name     
☐ Date of Birth     
☐ National Insurance Number     
☐ Gender (Male, Female, Non-binary, Prefer to self-describe, or Prefer not to say)     
☐ Ethnic Group     
☐ Marital Status     
☐ Name of Residence / Care Home     
☐ Address Line 1     
☐ Address Line 2     
☐ Town / City     
☐ Postcode     
☐ Is the Client currently living at this address? (Yes / No)     
☐ Is the Client living in residential accommodation or living in the community?     
☐ Is there an Enduring Power of Attorney or Court of Protection Order? (Yes / No / Not Known)     
Section 3: Mental Capacity
☐ Has the client consented to the appointeeship? (Yes / No)     
Section 5: Reason for Referral
☐ Reason for Referral details (Provide as much information as possible)     
Section 6: Financial Summary
☐ Which benefits or pensions the client is receiving     
☐ Amount of each benefit/pension and payment frequency (monthly, weekly, 4-weekly, etc.)     
☐ Universal Credit account login details (if applicable)     
☐ Other Income details (private pensions, reference numbers, payout account details, supporting evidence)     
☐ Bank accounts (Bank name, account number, sort code)     
☐ Balance of Bank account(s) (£)     
☐ Savings (£)     
☐ Property ownership status (Yes / No)     
☐ Business ownership status (Yes / No)     
☐ Other assets (Shares, Premium Bonds, Vehicles, Investments, etc.)     
☐ Debts (£ amount and details)     
☐ Summary of known outgoings (Regular outgoings, utilities, rent, commitments, supplier, frequency, and amount)     
☐ Personal allowance amount (£) and frequency (Daily, Weekly, or Monthly)     
☐ Method for client to receive personal allowance (Bank Account details or WIAA RBS card request)     
☐ Care costs (Monthly care cost details and provider name)     
Section 7: Safeguarding
☐ Concerns (Allegations or safeguarding risks regarding family/carers - Yes / No & Details)     
☐ Financial Abuse (Yes / No & Details)     
☐ Police Involved (Yes / No & Details)     
Section 8: Risk Assessment
☐ Risk to WIAA representative during home visit (Client or venue - Yes / No & Details)     
☐ Risk to themselves (Yes / No & Details)     
☐ Presence of anyone else during visits (Yes / No & Details of whom)     
☐ Reason the client cannot be visited by one person alone (Yes / No & Details)     
☐ Drug or alcohol issues (Yes / No & Details)     
☐ History of verbal aggression (Yes / No & Details)     
☐ Forensic history (Yes / No & Details)     
☐ Pets in the house (Yes / No & Details of type)     
☐ Other risk factors (Yes / No & Details)     
☐ Equal Ops Form     
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