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WoS Adult Protection Referral Form
Select the hand icon to the left to access text boxes

ADULT AT RISK DETAILS (please PRINT details, thank you)

AP1

Name

DOB

Home address

Post code

Telephone number

Current whereabouts

Postcode

Telephone number

Gender

Ethic origin

Religion

Communication Needs
(please provide details
including
communication aids by
the adult and specify
first language if not
English)

GP name/address



REFERRER DETAILS (please PRINT details, thank you)

Name

Designation

Agency

Direct dial telephone
number

Email

Relationship to adult
being referred

Signature

Date

Is it suspected that a crime has been committed and have police been informed?
(Include date, time, known action taken etc.)



DETAILS OF CONCERN (please PRINT details, thank you)

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, iliness or physical or mental infirmity
(if yes, please specify)

Give details of harm (suspected / witnessed / disclosed / reported). Dates, protective actions taken include
details of any previous concerns. (Please use separate sheet if required)

Have you (or any other person) told the adult that this information will be shared with social work or other
relevant agencies

Yes I:l No |:| If No, please state reasons on next page



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

Name

Relationship to adult

Address

Telephone number

DETAILS OF MAIN CARER / RELATIVE / POA / GUARDIAN
(Please PRINT details, thank you)

Name

Relationship to adult

Address

Telephone number
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