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Description automatically generated] Parent Advocacy Referral Form
(Child Protection Process, Family Court) 



	Name:

	Click or tap here to enter text.


	Home address: 
(if applicable)
	

	Telephone:

	Click or tap here to enter text.	Mobile:
	Click or tap here to enter text.




	Date of birth:
	Click or tap here to enter text.

	Gender:
	Click or tap here to enter text.	Ethnicity:
	Click or tap here to enter text.



	Who is the referral for? (please tick any that apply)
	ü 

	A parent with learning disability diagnosis

	☐
	A parent with significant learning difficulties 
	☐
	A parent with a mental health diagnosis

	☐
	A parent with a neurodiversity diagnosis 

	☐
	A parent with an acquired brain injury

	☐


	[bookmark: _Hlk75961729]What sort of advocacy intervention is initially required?
This is an initial guide only and will be reviewed on an individual basis. 
	ü

	Short Term – 1-2 sessions to understand a process or support with a specific meeting. (Maximum of 4 weeks) 
	☐
	Medium Term – Support in planning for, attending, contributing to meetings, and developing self-advocacy skills. (Maximum of 3 months)
	☐
	Longer Term – Support for individuals who require intensive interventions to meaningfully engage within a process. 
	☐


	Please confirm that the person has given consent to the referral for advocacy 
	☐                     

	Please confirm that the person has given consent for personal information to be shared with the hub	
	☐


	Is this an urgent referral?
Are there any upcoming meetings in the next 14 days?
	Yes  
☐                        
	No
☐



  Important Questions 

	Please give brief description of advocacy issue:
Click or tap here to enter text.








	Please give brief details on any specific needs ie communication, sensory, physical and describe any reasonable adjustments in place for the parent:
Click or tap here to enter text.






	Please provide any forthcoming meeting dates, times and key professionals involved:
Click or tap here to enter text.










	Please detail any risk or incidents the advocacy service should be aware of:
Click or tap here to enter text.








---------------------------------------------------------------------------------------------------------------------------------------
Referrer details – please ensure the referral form is signed

	Name:

	Click or tap here to enter text.
	Role/relationship to parent 

	Click or tap here to enter text.
	Organisation (if applicable)

	Click or tap here to enter text.
	Team

	Click or tap here to enter text.
	Contact number:

	Click or tap here to enter text.	Mobile:
	Click or tap here to enter text.
	Email address:

	Click or tap here to enter text.



Referrer’s statement 
I believe the parent is eligible for support from an advocate and I am authorised by my organisation to make this referral. 

Signed: Click or tap here to enter text.					Date: Click or tap here to enter text.

By making this referral you give consent to Warrington Speak Up holding and sharing information as required for the purpose of providing the parent advocacy service.

Please email this form (password protected) to referral@advocacyhub.org.uk

You will be contacted within three to five working days of receipt.  

For more information contact Speak Up Advocacy Hub on 01925 246 888. 
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