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	DEPRIVATION OF LIBERTY IN THE COMMUNITY
REQUEST FOR ASSESSMNET
Please send completed referral to: disabilityadmin@conwy.gov.uk 
Mae'r ffurflen hon ar gael yn Gymraeg hefyd


	Full name of person being deprived of liberty:
	

	Date of Birth:
	

	WCCIS ID:
	

	Residence Address: 
(where deprivation of liberty is taking or will take place)
	

	Residence telephone number:
	

	Current address (if different):
	

	Current address telephone number:
	

	Planned date of move (if applicable):
	

	Main language of understanding:
	

	Other communication needs:
(e.g. sensory loss, non-verbal, Makaton)
	

	Relevant Medical History: (including diagnosis of mental disorder if known)

	

	Name of referrer:  
Role:                
Address:

Telephone Number:
	


	Person to contact initially: (e.g. care agency or relative if living with family)
Telephone number:
	

	Do you have evidence to believe the person lacks the mental capacity to consent to the deprivation of liberty created by their care arrangements? Please outline your reasons applying taking the principles of the Mental Capacity Act 2005 into consideration.
	



	PLEASE DESCRIBE THE CARE AND / OR TREATMENT THIS PERSON IS RECEIVING OR WILL RECEIVE DAY-TO-DAY AND ATTACH A RELEVANT CARE PLAN.
Please give as much detail as possible about the type of care the person needs, including personal care, mobility, medication, support with behavioural issues, types of choice the person has and any medical treatment they receive.





















	EXPLAIN WHY THE PERSON IS OR WILL NOT BE FREE TO LEAVE AND WHY THEY ARE UNDER CONTINUOUS OR COMPLETE SUPERVISION AND CONTROL.
In light of the above, describe the proposed restrictions or the restrictions you have put in place which are necessary to ensure the person receives care and treatment. (It will be helpful if you can describe why less restrictive options are not possible including risks of harm to the person). Consider staffing ratios, levels / periods of supervision, what would happen if the individual tried to leave, escort in the community, covert medication, sedation, restraint, Telecare, locked doors, bed rails, wheelchair lap-belts etc. Is the person prevented from having contact with anyone?  
Indicate the frequency of the restrictions you have put in place.


























	How is care funded?
	Local authority
(please specify)
	

	
	NHS
	

	
	Local authority and NHS jointly funded
	

	
	Private
	



	ARE THERE ANY CONTENTIOUS ISSUES OR DISAGREEMENTS BETWEEN THE PARTIES INVOLVED IN THE PERSON’S CARE? (Please detail if applicable)












	INFORMATION ABOUT INTERESTED PERSONS AND OTHERS TO CONSULT

	Family member or friend
	Name

	

	
	Relationship

	

	
	Address
	




	
	Telephone
	

	Anyone named by the person as someone to be consulted about their welfare
	Name

	

	
	Role 

	

	
	Address
	

	
	Telephone
	

	Anyone engaged in caring for the person or interested in their welfare
	Name

	

	
	Role

	

	
	Address
	




	
	Telephone
	

	Any donee of a Lasting Power of Attorney granted by the person
	Name
	

	
	Address
	




	
	Telephone
	


	Any Deputy appointed for the person by the Court of Protection
	Name
	

	
	Address
	




	
	Telephone

	

	Any IMCA instructed in accordance with the Mental Capacity Act 2005 or other advocate
	
	Name

	

	
	Address
	




	
	Telephone

	



	WHETHER IT IS NECESSARY FOR AN INDEPENDENT MENTAL CAPACITY ADVOCATE (IMCA) TO BE INSTRUCTED	Place a cross in EITHER box below

	Apart from professionals and other people who are paid to provide care or treatment, this person has no-one whom it is appropriate to consult about what is in their best interests
	

	There is someone whom it is appropriate to consult about what is in the person’s best interests who is neither a professional nor is being paid to provide care or treatment

	

	WHETHER THERE IS A VALID AND APPLICABLE ADVANCE DECISION
Place a cross in one box below

	The person has made an Advance Decision that is valid and applicable to some or all of the treatment
	

	I am not aware that the person has made an Advance Decision that may be valid and applicable to some or all of the treatment

	

	THE PERSON IS SUBJECT TO SOME ELEMENT OF THE MENTAL HEALTH ACT (1983)

	Yes
	
	No
	
	If Yes please describe further e.g. application/order/direction, community treatment order, guardianship

	



	OTHER RELEVANT INFORMATION

	RELEVANT PERSON’S WISHES AND FEELINGS
Is the person objecting to care and treatment, if so, what are they objecting to? What are the relevant person’s wishes, feelings, beliefs and values (present and past) so far as they can be ascertained and have they/have not been met? 










	Any other relevant information including safeguarding issues:









	PLEASE NOW SIGN AND DATE THIS FORM 

	Signature 
	
	Print Name
	

	Date
	
	Time
	

	I HAVE INFORMED ANY INTERESTED PERSONS OF THE REQUEST FOR A DEPRIVATION OF LIBERTY ASSESSMENT  (Please sign to confirm)

	




	RACIAL, ETHNIC OR NATIONAL ORIGIN	
	Place a cross in one box only

	White
	
	Mixed / Multiple Ethnic groups
	

	Asian / Asian British
	
	Black / Black British
	

	Not Stated
	
	Undeclared / Not Known
	

	Other Ethnic Origin (please state)
	

	THE PERSON’S SEXUAL ORIENTATION	
	Place a cross in one box only 

	Heterosexual
	
	Homosexual
	

	Bisexual
	
	Undeclared
	

	Not Known
	
	

	OTHER DISABILITY	
While the person must have a mental disorder as defined under the Mental Health Act 1983, there may be another disability that is primarily associated with the person.  This is based on the primary client types used in the Adult Social Care returns.
	
To monitor the use of DoLS, the HSCIC requests information on other disabilities associated with the individual concerned.  The presence of “other disability” may be unrelated to an assessment of mental disorder or lack of capacity.	Place a cross in one box only

	Physical Disability: Hearing Impairment
	
	Physical Disability: Visual Impairment
	

	Physical Disability: Dual Sensory Loss
	
	Physical Disability: Other
	

	Mental Health needs: Dementia
	
	Mental Health needs: Other
	

	Learning Disability
	
	Other Disability (none of the above)
	

	No Disability
	
	
	

	RELIGION OR BELIEF
Place a cross in one box only

	None
	
	Not stated
	

	Buddhist
	
	Hindu
	

	Jewish
	
	Muslim
	

	Sikh
	
	Any other religion
	

	Christian 
(includes Church of Wales, Catholic, Protestant and all other Christian denominations)
	



Please send completed referral to: disabilityadmin@conwy.gov.uk
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