	FORTH VALLEY
Multi-Agency Adult Protection Referral Form - AP1 Form
FOR USE BY ALL AGENCIES & CARE PROVIDERS (EXCEPT POLICE)



An electronic (Word) copy of this form can be found on the Councils website. Also on NHS Forth Valley’s Adult Protection webpage.

Completed forms to be submitted to: 

· intakecomcare@stirling.gov.uk for Stirling ASP concerns 

· cart@clacks.gov.uk for Clackmannanshire ASP concerns
· asp@falkirk.gov.uk for Falkirk ASP concerns
	ADULT AT RISK DETAILS (please PRINT details)                                                                          

	NAME:
	
	DOB:
	

	HOME ADDRESS:
	
	CURRENT
WHEREABOUTS:
	

	POSTCODE:
	
	POSTCODE:
	

	TEL NO:
	
	TEL NO:
	

	GENDER:
	
	ETHNIC ORIGIN:
	
	RELIGION (if known/relevant):
	 

	COMMUNICATION NEEDS: 
(please provide details including communication aids required by the adult and specify first language if not English)
	

	GP NAME / ADDRESS:
	


	REFERRER DETAILS (please PRINT details)                                                                          

	NAME:
	
	DESIGNATION:
	

	AGENCY:
	
	MOBILE/DIRECT DIAL NO:
	

	EMAIL ADDRESS:
	

	RELATIONSHIP TO ADULT BEING REFERRED:
	

	DATE AP1 SUBMITTED:
	

	IS A CRIME SUSPECTED /HAVE THE POLICE BEEN INFORMED?

(Include: date, time, known action taken etc.)
	

	HAS THE ADULT BEEN NOTIFIED THAT THE CONCERN WILL BE SHARED WITH SOCIAL WORK OR OTHER RELEVANT AGENCIES?
	

	PROVIDE DETAILS OF HARM (suspected/witnessed/disclosed/reported). Please include dates/times of any specific incidents 
	

	
	

	PREVIOUS CONCERNS (any past concerns about adults safety)
	

	
	

	PROTECTIVE ACTIONS (any actions you or others have taken to protect the adult).
	

	
	


	DETAILS OF CONCERN - YOU DO NOT HAVE TO MAKE A DETERMINATION IF THE THREE POINT CRITERIA IS MADE (information below will help inform the screener re: priority/level of risk).  

	1)    IN YOUR OPINION IS THE ADULT ABLE TO SAFEGUARD THEIR OWN WELLBEING, PROPERTY, RIGHTS OR OTHER INTERESTS? 
(If no, please state reason)
	 

	2)    IN YOUR OPINION IS THE ADULT AT RISK OF HARM? (if yes, please state reason)
 
	

	3)    IN YOUR OPINION IS THE ADULT AFFECTED BY DISABILITY, MENTAL DISORDER, ILLNESS OR PHYSICAL OR MENTAL INFIRMITY (and are more vulnerable to being harmed than adults who are not so affected)

 (if yes, please specify)
	


	DETAILS OF PERSON SUSPECTED OF CAUSING HARM (If known) (please PRINT details)

	NAME
	
	RELATIONSHIP TO ADULT:
	

	ADDRESS
	 
	TEL NO
	


	DETAILS OF MAIN CARER / RELATIVE / POA / GUARDIAN (please PRINT details)                                                                          

	NAME
	
	RELATIONSHIP TO ADULT:
	

	ADDRESS
	
	TEL NO
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