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Strictly Confidential
SWAN Rule 1.2 Referral Form
Worcestershire
	To check eligibility for a referral into the service for a Rule 1.2 please click on the link below:
https://swanadvocacy.org.uk/services/advocacy-services/

Kindly ensure all sections of the referral form are completed, as incomplete forms may be returned and could delay your referral.

	Client Details

	Title:
	Choose an item.
	Name:
	
	Preferred Name:
	

	Pronouns:
	

	(if known)

	Address at Point of Referral: (if hospital, please include ward name)

	

	Postcode:
	

	Telephone No.
	
	Date of Birth:
	DD/MM/YYYY
	Email Address:
	

	Home Address: (if different)

	

	Postcode:
	

	Ethnicity:
	Choose an item.	Sex Registered at Birth:
	Choose an item.
	Do they identify as the same gender as their sex registered at birth?
	☐ Yes
	☐ No

	If no, what gender do they identify as?
	Choose an item.

	Nature of illness, impairment or vulnerability (please indicate one or more as appropriate)

	☐
	Learning Disability
	☐
	Hearing Impairment
	☐
	Social Isolation

	☐
	Mental Health
	☐
	Visual Impairment
	☐
	Neurodivergence

	☐
	Access and Mobility
	☐
	Asylum Seeker Support
	☐
	Memory/Cognition

	☐
	Dual Sensory Impairment
	☐
	Substance Misuse
	☐
	Carer Support

	☐
	Physical Disability (personal care support)
	☐
	Other

	If other, please specify:

	


	Preferred communication method:
	Choose an item.
	If other, please specify:
	

	

	Capacity Assessment

	Has this client been formally assessed to lack capacity?
	☐	Yes
	☐	No

	A decision specific capacity assessment was completed on:
	DD/MM/YYYY
	Name of Assessor:
	
	Job Title:
	

	Please provide any important deadlines or meeting dates:

	

	Please provide names and contact details of anyone else who can help form a true picture of the client’s wishes and feelings:

	

	Referrer Details 
(if different to above)

	Title:
	Choose an item.	Job Title & Organisation:
	

	Full Name:
	
	Team:
	Choose an item.
	Address:

	If other, please state:
	

	
	Tel:
	

	Postcode:
	
	Email:
	

	In making this referral, I declare that: 
· I wish to request advocacy support from South West Advocacy Network (SWAN). 
· I understand that client information supplied on this form will be stored safely on SWAN’s system. 
· I confirm that I have consent from the client to make the referral or I have the authority to make the referral for the client. 

By requesting advocacy support, you give consent to SWAN sharing information where necessary for the purpose of providing this service. All data held by SWAN is held in accordance with the current UK General Data Protection Regulations legislation.

	What happens next?

Email this form to worcestershire@swanadvocacy.org.uk 

Acknowledgment – You will receive confirmation of receipt of your referral within a few hours, this will contain a case number. If you have not received this by the next working day, please contact us. 
Review – We will check the referral includes all the information that we require. 
Clarify – If there is any missing information, issues about eligibility, etc we will contact you and request this. 
Allocate – As soon as we have all of the information we need, we will allocate and provide the contact details of who has been assigned, and you can liaise with them directly.
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