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Parent Project Advocacy Referral form    

Our service provides one to one issue specific Independent Advocacy support for:
· parents aged 18 and over who
· live in Lambeth and
· have a learning disability and /or are Autistic and 
· need support speaking up for themselves and/or understanding their rights
We cannot support people with issues to do with welfare benefits. 
Personal Details of Client
[bookmark: Text1]Name:	               	     			 	         
[bookmark: Text3]Address:              	     
[bookmark: Text4]Postcode:               	     					         
[bookmark: Text5][bookmark: Text6][bookmark: Text2]Date of Birth    		      
				
Phone Number:          	                		

Email Address:	     
How would you describe your needs? (Please check all that apply)
[bookmark: Check22]I have a Learning Disability	 |_| 
This has been diagnosed by a professional 	       |_|   or is self-diagnosed   |_|
I am Autistic			 |_|
This has been diagnosed by a professional 	       |_|   or is self-diagnosed  |_|
I also have the following diagnoses (please state)       
Do you require information in:
Large print	   |_|			Easy Read		       |_|
Braille	    	   |_|			via British Sign Language |_|
Via Interpreter (please specify language)        

Would you be able to attend appointments at our fully accessible office?   
Yes   |_|    No     |_|                      If No, please specify why   

Referral Details
[bookmark: Check33][bookmark: Check34]Is the referral a self-referral? 	Yes	|_|	No        |_|
If No, please provide the following details:
[bookmark: Text10]Name of Referrer   	     
[bookmark: Text11]Address 	         	      
[bookmark: Text12]Telephone Number 	      
[bookmark: Text13]Email			      
[bookmark: Text14]Relationship to Person referred      
[bookmark: Check35][bookmark: Check36][bookmark: Check37][bookmark: Check38]Is the individual aware of the referral? 	 	 	 		Yes     |_|   No |_|Have they consented to the referral being made?				Yes     |_|   No |_|

Advocacy Support requested
Please tells us:
· what advocacy support you need and want 
· what difficulties you have speaking up or understanding information 
· any dates of meetings you have
[bookmark: Text20]     

Key Information
Please provide any further information that is important. This may include details of any people who you want to be contacted- e.g. Social Worker, solicitor, family members etc. 
[bookmark: Text17]     
Risk Assessment
Please provide details of any safety and security issues that we need to be aware of to ensure appropriate safety measures are in place.
[bookmark: Text18]     



Consent to make the referral:
Self referrals:  I give my consent to dasl to process my personal information contained in the referral form. I understand that my information will be stored securely by dasl.  
Third party referrals: I confirm that I have a lawful basis under the General Data Protection Requirements 2018 to share the information contained in the referral form with dasl.
[bookmark: Text23]Signed:       
[bookmark: Text24]Dated:	     	 

dasl’s funders have asked us to capture key demographic information about the people we work with.  This is to help better understand who is accessing the service and identify which groups are under-represented.  This information is held securely in line with our Information Governance policy and details of this can be found in our privacy policy.  Data is used statistically and personal information is not shared with funders.  Providing this information is optional and you can decline answering some/all of the following questions.  Doing so will not affect the quality of service received from dasl.
What is your gender?
[bookmark: Check54][bookmark: Check55]Male       |_|   		  Female   |_| 		   Non-binary  |_| 		Transgender  |_|
Other        				      Withheld   |_|
What is your sexuality?
Bisexual  |_|   	       	        Gay   |_| 		         Lesbian  |_| 		        Straight  |_|
Other        				      Withheld   |_|
What is your ethnicity? 
[bookmark: Check1][bookmark: Check12][bookmark: Check2][bookmark: Check13][bookmark: Check3][bookmark: Check14][bookmark: Check4][bookmark: Check15][bookmark: Check5][bookmark: Check16][bookmark: Check6][bookmark: Check17][bookmark: Check7][bookmark: Check18][bookmark: Check8][bookmark: Check19][bookmark: Check9][bookmark: Check20][bookmark: Check10][bookmark: Check21][bookmark: Check11][bookmark: Text22]Withheld/Unknown			|_|		Mixed White & Black Caribbean	|_|
White British				|_|		Mixed White & Black Asian      	|_|
Whit Irish				|_|		Mixed Other Background		|_|
White Portuguese			|_|		Asian/Asian British Indian		|_|
White Polish				|_|		Asian/Asian British Pakistani		|_|
White Other				|_|		Asian/Asian British Bangladeshi	|_|
White British Gypsy/Traveller		|_|		Asian/Asian British Chinese		|_|
Black/Black British Somali	             |_|		Asian/Asian British Other Asian	|_|
Black/Black British Other African  	|_|		Latin American			|_|
Black/Black British Caribbean       	|_|		Arab					|_|Black/Black British Other     		|_|    	              Other Ethnicity (please specify)        
Please send completed forms to: The Advocacy Service, dasl, 336 Brixton Road, London SW9 7AA or email advocacy@disabilitylambeth.org.uk 
dasl has been asked to remind Lambeth Council staff that referral forms and any other confidential information must be shared with external organisations via secure methods to comply with its Information Governance Procedures. dasl has been asked to report breaches of these procedures. 
We will respond to your referral within 5 days of receipt of referral. 
We will contact the referrer in the first instance unless it is requested otherwise. 
For support completing this form, please telephone the Advocacy Team on 020 7501 8966.  
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