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Advocacy service

Request/Referral form

Please fill in this form.  The information you give us will help us to plan the advocacy support that we can provide.
Person who needs an advocate (Client):

	Title
	

	Name
	

	Address
	

	
	

	
	

	Phone number
	

	Email address
	


Your details: (Referrer)

	Name & Organisation
	

	Address
	

	
	

	
	

	Phone number
	

	Email address
	

	Relationship to client
	

	Does the client know you are making this referral?
	Yes
	No

	Does the client have the capacity to refer?
	Yes
	No

	Have the client’s family/carers been told about the referral?
	Yes
	No


Client’s personal Information
	Date of birth
	

	Gender
	

	Ethnicity
	

	Details of disability
	


Client’s communication needs:

	What is their first language?
	

	If not English can they understand English?
	

	Please give details of any communication needs  e.g. Makaton, BSL, other
	


Details of issue

Please tell us why you want an advocate for this person.
	


Other needs
It is important for the advocate to know about any information that may help them to keep the client or themselves safe.  This may be about medication, health conditions or challenging behaviours.  If there are any concerns they will complete a risk assessment.  

Please provide any relevant information below:

	


Is there anything else you would like to tell us that will help us to support this person?
	


Please tell us how you heard about The Hive’s Advocacy service

	


Thank you for your referral.  We will contact you within 3 working days to confirm receipt.
Please email your referral to: 
advocacy@thehiveavon.org.uk
or
Please send your referral to: 
Advice and Advocacy Service





322 – 324 Two Mile Hill Road





Kingswood




Bristol, BS15 1AJ





0117 9675958  or 0117 9614372
Referrer to sign

Signed………………………………………………………………………………….. 

Name …………………………………………………………………………………...

Date……………………………………………………………………………………..
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