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You should receive an acknowledgment within two days—contact us if you do not, or if you have any problems.

Personal details
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What is the persons ethnic background? (please circle one)

White Asian or Asian British Black or Black British
Mixed Chinese or other Unknown

What is the persons primary communication method? (please circle one)

Spoken English Other spoken language
Gestures/facial expressions/vocalisations British Sign Language
Pictures/symbols/Makaton No obvious communication
Other

(If ‘Other spoken language’ or ‘Other’ then please specify)

What is the Decision that needs to be made? (reason for referral - please circle one)
Serious Medical Treatment Care Review
Safeguarding Adults Accommodation move

Has there been a Capacity Assessment regarding this decision? (circle one)
Yes No

NB: MCAO5 states that we must assume capacity unless someone has been assessed as lacking capacity to
make a particular decision at a particular time. We may request a copy of this assessment.

What is the reason or cause for the person’s lack of capacity? (circle one)

Unconscious Autism Spectrum Condition Mental Health problems
Serious Physical Illness Acquired Brain Injury Dementia
Learning Disability Cognitive Impairment Combination
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You should receive an acknowledgment within two days—contact us if you do not, or if you have any problems.

Please give details of the decision and any significant dates (incl. deadlines)
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Telephone: .., Mobile:
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Note: An IMCA can only begin work once the Decision Maker has been identified & instructed the IMCA to begin.

Person to contact to arrange meeting with client
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Any other specific needs or relevant issues? (communication methods, access, etc)
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You should receive an acknowledgment within two days—contact us if you do not, or if you have any problems.

Are there any family members, (non-paid) carers, friends, etc to consult?
(Please circle one) No
Yes, but it is a safeguarding adults issue Yes, but they are not appropriate to consult

IT you stated that they are not appropriate to consult, please explain.
N.B: We will contact you for further information on this issue.

Names, contact details and relationship of anyone who knows the

person or may be able to provide information:
(e.g. Care manager, Doctor, manager of home, care staff, nurses, advocates, friends, neighbours, or other, etc)
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NB: If you are the decision maker this form will act as an instruction for the IMCA.

Please return completed forms to:

By facsimile: 07006071137
By Post: Matrix IMCA, 2 The Green, North Waltham, Hampshire. RG25 2BG
(Scan then) Email: imcaberkshire@matrixsdt.com

Telephone: 0845 6436316 (answer service that is checked regularly, someone will get back to you)

Additional forms (including ones to be filled in on a PC), explanatory notes, leaflets, etc are available to download
from our website, or by emailing a request to us. You can also fill in a pdf referral form on your PC, or online at

www.matrixsdt.com



