Staffordshire & Stoke-on-Trent Adult Safeguarding Partnership

	
ADULT PROTECTION REFERRAL
To be used in all situations where a vulnerable adult is thought to be at risk of abuse
	AP1



	Vulnerable Adult Details

	Surname:
	     
	Forenames:
	     

	Title:
	 FORMDROPDOWN 

	CareFirst/CISS Number:
	     

	DOB and Age:
	     
	Sexuality:
	 FORMDROPDOWN 


	Gender:
	 FORMDROPDOWN 


	Ethnicity:
	 FORMDROPDOWN 


	1st Language:
	 FORMDROPDOWN 

	Religion:
	 FORMDROPDOWN 


	Address:       
Postcode:       
Telephone Number:       


	Category of Current Residence:
	 FORMDROPDOWN 



	Primary Client Type (primary nature of vulnerability)

	Mental Health
	 FORMCHECKBOX 

	Learning Disability
	 FORMCHECKBOX 

	Frailty
	 FORMCHECKBOX 

	Substance Misuse
	 FORMCHECKBOX 


	Sensory Impairment
	 FORMCHECKBOX 

	Physical Disability
	 FORMCHECKBOX 

	Dementia
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 



	Type of Alleged Abuse (tick all that apply)

	Physical
	 FORMCHECKBOX 

	Discriminatory
	 FORMCHECKBOX 

	Financial
	 FORMCHECKBOX 

	Neglect/Acts of Omission
	 FORMCHECKBOX 


	Sexual
	 FORMCHECKBOX 

	Institutional
	 FORMCHECKBOX 

	Psychological/

Emotional
	 FORMCHECKBOX 

	
	


	Date of alleged abuse if known:
	     
	Location of abuse:
	 FORMDROPDOWN 


	In all cases give the date abuse disclosed or suspected:
	     
	Previous AP Ref in past 12 months?
	 FORMDROPDOWN 


	If abuse is within an organisation please specify the name:
	     


	Has the person had an assessment, review or service from the Council in the past 12 months:
	 FORMDROPDOWN 


	How is the person supported?      
	     

	Is the vulnerable adult from this local authority?
	 FORMDROPDOWN 


	If no please specify:
	     

	Details of alleged abuse: (use body maps if applicable)

	     



	Details of Alleged Abuse (continued)

	How often has this abuse occurred?

     
Is the abuse likely to happen again?

     
Details of any injuries:

     
What other harm has occurred or might occur?

     
 

	Continue on a separate sheet if required


	Details of Alleged Abuser (person alleged to be responsible for harm)

	Surname:
	     
	Forenames:
	     

	Title:
	 FORMDROPDOWN 

	CareFirst/CISS Number:
	     

	Gender:
	 FORMDROPDOWN 

	Sexuality:
	 FORMDROPDOWN 


	1st Language:
	 FORMDROPDOWN 

	Ethnicity:
	 FORMDROPDOWN 


	DOB/Age: 
	     

	Religion:
	 FORMDROPDOWN 


	Disability:
	 FORMDROPDOWN 


	Address:       
Postcode:       
Telephone Number:       


	Does alleged abuser live with the vulnerable adult: 
	 FORMDROPDOWN 

	Is the alleged abuser the main family carer:
	 FORMDROPDOWN 


	Role of alleged abuser:
	 FORMDROPDOWN 

	Is alleged abuser vulnerable? (if yes, assessment required):
	 FORMDROPDOWN 


	If alleged abuser is an employee or volunteer, give name of organisation/service:
	     

	Has this person/service been investigated in the last year?
	 FORMDROPDOWN 


	Are children potentially at risk in this situation? (if yes refer to Children’s Services)
	 FORMDROPDOWN 



	Immediate Protection

	Have you taken any immediate steps required to protect the vulnerable adult? (if yes, provide details below)


	 FORMDROPDOWN 


	     


	If no, state what could be done:

	     



	Key Agencies/Professionals Involved

	Name
	Agency

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	Referrer Details 

	Name of referrer:
	     
	Date of referral:
	     

	Telephone number:
	     
	If general public, prepared to be contacted:
	 FORMDROPDOWN 


	Source of referral: 
	 FORMDROPDOWN 

	If other please state:
	     

	Organisation/Company name (if relevant):
	     

	Signature of referrer:
	     


	Person Completing Form (if different from referrer)

	Name:
	     
	Team name:
	     

	Organisation/Company name (if relevant):
	     

	Telephone number:
	     


	If suspected abuse occurred in Stoke-on-Trent please return completed form to Stoke-on-Trent Adult Social Care

If suspected abuse took place elsewhere in Staffordshire please contact Staffordshire County Council, Social Care and Health 



	For Office Use Only

Decision Making Record 

(to be completed by Social Care or Mental Health Manager)



	Do the concerns reach the threshold for investigation?


	 FORMDROPDOWN 


	Date threshold decision made:
	     

	If the threshold is not met outline the reasons below (refer to Policy & Procedure)

	Not a vulnerable adult
	 FORMCHECKBOX 


	No abuse alleged
	 FORMCHECKBOX 


	No harm identified
	 FORMCHECKBOX 


	If no investigation is taking place please detail your professional reasoning for this decision and any actions taken including signposting to other services:

	     



	If the threshold is met proceed to Strategy Discussion (refer to Policy & Procedure)

	Team undertaking investigation if applicable:
	     


	Please indicate a risk level and provide your reasoning below:
	Low         FORMCHECKBOX 

	Medium     FORMCHECKBOX 

	High       FORMCHECKBOX 


	     



	Signatures

	Name of manager:
	     
	Designation:
	     

	Signature:
	     
	Date:
	     

	Team:
	     
	Telephone:
	     


CONFIDENTIAL
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