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Mental Capacity Assessment Referral Form
This form is intended for use where a GP is being asked to complete a mental capacity assessment. The form should be completed by the person requesting the assessment to give the GP information. 
A GP may decline to complete an assessment if they are not the person responsible for the decision and they do not think they are the most appropriate professional to undertake the assessment. 
GP surgeries may charge for undertaking capacity assessments according to their own procedures. This should be agreed in advance between the surgery and the referring agency. 

This form is NOT intended to record the outcome of the assessment or best interest decision. 

DETAILS OF THE PERSON BEING REFERRED

	Name
	
	D.O.B
	

	Permanent Address
	
	Tel
	

	Current address


	
	Can the person attend the surgery?
	


REFERRER

	Name
	
	Organisation
	

	Profession
	
	Work Tel
	

	Address


	
	Mobile
	

	
	
	Email
	


THE DECISION
	Describe the decision or category of decisions (day to day finances, etc.) that is to be made/assessed.

	


	Date by which the assessment is required (if time sensitive)
	


	Describe the options available to the person (relating to this decision). If the decision is in relation to care/residence, please include the details of the care to be provided in each available setting.

	

	Describe any risks or other information that the person will need to take into account in making the decision

	

	Describe any specific communication needs including any fluctuating ability to participate in discussions

	


THE REASON FOR THE REQUEST

	There is reason to doubt the person has capacity (raised by professionals or family)
	

	There are serious concerns for the person’s safety and capacity needs to be established due to risk 
	

	Query relating to power of attorney
	

	Court of Protection Application (including deputyship application)
	

	Other, please describe below:
	

	


	Previous assessments
Please give details of any previous assessments of capacity for this or other related decisions including who carried out the assessment and the conclusions reached. (please include contact details below)
additional contacts

Please list any professionals, family or friends who should be consulted as part of the capacity assessment – who could provide information relevant to the person’s communication needs or general presentation
Name

Name

Relationship

Relationship

Address

Address

Tel

Tel

Name

Name

Relationship

Relationship

Address

Address

Tel

Tel
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