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Safeguarding Adults Enquiry Referral Form

When completing the referral form please review London Multi-agency Safeguarding Adults Procedures.  It is important you gain consent of the customer when making this enquiry referral where possible.  Please complete this form as fully as possible.
	Have you gained consent of the person to make this enquiry referral?  Y/N

If not, why?

Please note: If not, there must be a public interest or the person’s safety would be compromised.  If you feel the person is not able to understand nature of this referral, you must discuss with a relative, advocate or supporting friend.


	Name of person:


	Date of Birth: 

	Ethnicity:


	Carefirst ID:

Case number (if relevant):

	Known to services? Y/N
If so, which give name and contact details:


	Self-Funder:  Y / N 
Funded by another agency:

Name and contact details


	Is this person an unpaid carer? Y/N

For whom?

Name and Date of birth


	

	Does this person have care and support needs? Y/N

If yes, what are they?



	Address:

Telephone number:

email:

	Present location: (if different from above)



	Location of alleged abuse:



	Date and time of suspected abuse:



	Date alert raised in referring agency:




X the type of risk that applies 

	Physcial Abuse
	

	Domestic Abuse
	

	Sexual Abuse
	

	Sexual Exploitation
	

	Psychological Abuse
	

	Financial or material abuse
	

	Modern Slavery
	

	Discriminatory Abuse
	

	Organisational Abuse
	

	Neglect or Act of Omission
	

	Self-neglect
	


Details of circumstances: (include where it happened, when, who was involved, any injuries sustained and blood stained or torn clothing).  Include incident/accident reports and body maps if relevant.
	

	Has the abuse or neglect been directly observed?



	If yes, by whom?

Name and contact details


	Details of perpetrator (If known)

Initials:

Gender: 

Age:

Ethnicity:



	Immediate safeguarding action taken:



	Has the person the capacity to make specific decisions?: YES/NO

Please attach mental capacity assessment if relevant


	Does the person need an Independent Mental Capacity Advocate? YES/NO

If yes, please provide name and contact details


	Has the person referred themselves? YES/NO



	What are the views of the person?



	Name of referrer:

Name of referring agency:

Address:

Post Code:

Tel No:                                                 Email:



	Signature of referral: By typing your name you are signing this electronic form

Name:

Date form completed:

Time completed:

Has this been referred verbally already? YES/NO

Who did you speak with?




Please send this form to:
safeguarding.adults@merton.gov.uk
Telephone: 020 8545 3983
_1221380559

