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IMHA 3RD Party Referral Form
(Details on the IMHA role can be found in sections 130A – 130D of the Mental Health Act 1983 and chapter 20 of the MHA 1983 Code of Practice)
This form is for third parties, including professionals, carers and family members. Before requesting an IMHA to visit a patient, professionals should, wherever practicable, first discuss the idea with the patient, and give the patient the opportunity to decide for themselves whether to request an IMHA’s help. 
Patient Information
	Name:
	

	Date of Birth:
	

	Permanent Address:
	

	Post Code:
	

	Telephone No.
	


Where Is the Patient Currently Detained/Residing?
	Ward:
	

	Hospital/Care Home:
	

	Address:
	

	Post Code:
	

	Telephone No:
	


How Does the Patient Qualify for IMHA? 
(Please tick( and provide relevant date)
	The patient is detained under section 2 of the Mental Health Act 1983:
	
	Section start date:
	

	The patient is detained under section 3 of the Mental Health Act 1983:
	
	Section start date:
	

	The patient is detained under part 3 of the Mental Health Act 1983 (‘forensic’ / ‘forensic restricted’ patients) (specify section with issue details below)
	
	Section start date:
	

	The patient is subject to a Community Treatment Order (CTO) under the Mental Health Act 1983:
	
	Order start date:
	

	The patient is subject to a Guardianship Order under the Mental Health Act 1983:
	
	Order start date:
	

	The patient is a voluntary / ‘informal’ patient who may be given Section 57 treatment under the Mental Health Act 1983:
	


For What Issue/s Is An IMHA Being Requested?

	Continue on separate sheet if necessary


Are There Deadlines/Important Dates Relevant to the Issue/s? 
	


Communication Needs
	Does the patient have any communication needs? (Please tick()
	Yes
	
	No
	

	If yes, please specify
	


Referrer Details

	Name of Referrer
	

	Relationship to Patient (Please tick():
	Professional
	
	Family / Other
	

	If professional, please provide title:
	

	Contact Address:
	

	Postcode: 
	

	Telephone Number:
	

	Email address:
	


For Professionals

	Has the patient provided consent for this referral to be made? (please tick()
	Yes
	
	No
	

	Has the patient been formally assessed or is it otherwise believed that they lack the mental capacity to consent to the referral being made? (please tick()
	Yes
	
	No
	

	Has the patient been formally assessed or is it otherwise believed that they lack mental capacity in regard to the relevant issue/s? (please tick()
	Yes
	
	No
	

	Are there any current known risks regarding the patient that we need to be aware of? (please tick()
	Yes
	
	No
	

	If yes, please provide details of risk/s:

	

	Signature of referrer
	
	Date
	


You can return this form to us by:

Secure email: pohwer@pohwer.net  

Fax: 0300 456 2365

Post: POhWER, PO Box 14043, Birmingham, B6 9BL

If you have any queries about completing this form please call us on 0300 456 2370
Person’s Monitoring Information

	Ethnicity

	Asian
	Black
	Mixed
	White
	

	British
	
	British
	
	British
	
	British
	
	Other
	

	Bangladeshi 
	
	African
	
	Asian/White
	
	Irish
	
	Declined
	

	Chinese
	
	Caribbean
	
	Black African/White
	
	Other
	
	Unknown
	

	Indian
	
	Other
	
	Black Caribbean/White
	
	
	

	Pakistani
	
	
	Other
	
	
	

	Other
	
	
	


	Gender
	Sexual Orientation 
	Religion
	Client Group

(please tick all relevant)

	Female
	
	Bisexual
	
	Buddhist
	
	Acquired brain injury
	

	Male
	
	Gay male
	
	Christian
	
	Autism
	

	Intersex
	
	Heterosexual
	
	Hindu
	
	Dementia
	

	Transgender
	
	Lesbian
	
	Jewish
	
	Child (under 18)
	

	Declined
	
	Declined
	
	Muslim
	
	Detained under MHA
	

	
	
	Unknown
	
	Sikh
	
	Learning disability
	

	
	
	
	
	Other
	
	Profound and Multiple LD
	

	
	
	
	No Religion
	
	Long term illness / condition
	

	
	
	
	Declined
	
	Mental health
	

	
	
	
	Unknown
	
	Multiple disability
	

	
	
	
	
	
	Physical disability
	

	
	
	
	
	
	Prisoner / Offender
	

	
	
	
	
	
	Sensory Impairment (Hearing)
	

	
	
	
	
	
	Sensory Impairment (Vision)
	

	
	
	
	
	
	Sensory impairment (Other)
	

	
	
	
	
	
	Substance misuse
	

	
	
	
	
	
	HM Forces
	

	
	
	
	
	
	Other (Please state) 
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