[image: A blue and white logo

AI-generated content may be incorrect.]AWI Referral Form
(Adults with Incapacity (Scotland) Act 2000)

Referred to:  MHO Service / Legal Team / AWI Admin
(To be completed by:  Social Worker / Social Work Assistant Practitioner)

	Client Forename
	Client Surname                         
	Also known as:

	
	
	

	Date of Birth
	CareFirst No.
	CHI No.

	
	
	

	Home Address:

	

	Current Address (if different from above):

	



	Is the Adult’s hospital discharge delayed? (please give details)

	



	Medical/Mental Health Diagnosis:
	



	Does the Adult have a Consultant Psychiatrist? 
	Yes☐   No☐
	Name: 



	GP Practice Details
(Req’d for 2nd medical report)
	Name of GP:  
	Practice:  

	
	E-mail:  
	



	Decision Making Ability

	What decisions can the Adult make autonomously? (please give details)

	

	What decisions can the Adult make with support? (please give details)

	

	In what areas does the Adult require substitute decision making? (please give details)

	



	What is the referral for? (please select)

	AWI Case Conference - Please give 14 days’ notice - ensure Chairperson is available for proposed meeting date
	☐
	Date:
Time:



	New LA Welfare Guardianship application 
	☐
	New LA Welfare & Financial Guardianship application 
	☐
	Variation to LA Welfare/ Financial Guardianship Powers
	☐
	Intervention Order 
	☐
	Proposed Intervener name and details:

Additional details: 
(e.g. end tenancy, sign tenancy, investigate financial affairs)
	

	Renewal LA Welfare Guardianship order 
	☐
	Renewal LA Welfare & Financial Guardianship application
	☐
	Date current order expires:
	



	Has a Private Guardianship application been discussed with the family?

	Outcome of discussion: 

	Is the family aware of decision to make a LA application, and the date of AWI case conference? 



	Existing Powers – any Guardian (Welfare/Financial), any Attorney – (continuing or welfare)? (please detail)

	




	Views of the Adult (past and present)

	




	Views of the Family/Nearest Relative/Significant Others/Named person (if applicable): (please list/detail)

	




	Views of Relevant Others (e.g. care team)

	


	Advocacy – (record date of referral/any outcome)

	




	Reasons for Referral (brief background, current circumstances, current care arrangements, gaps in support)

	




	Assessment of Risk

	High	☐			Moderate	☐			Low	☐

	Please record below the risks which cannot be managed without the proposed intervention being considered (rationale for intervention): 





	Referred by:

	Name:
	

	Job Title:
	

	SW Team:
	

	Address:
	

	E-mail Address:
	



	Date Referred:
	

	Referrals - send to:

	MHO Service

HSCMHO.Managers@highland.gov.uk
	HC Legal Team

legal.hq@highland.gov.uk
	AWI Admin

nhsh.awiadmin@nhs.scot
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