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	ANGUS HEALTH & SOCIAL CARE PARTNERSHIP
REPORT OF AN ADULT PROTECTION INQUIRY/INVESTIGATION
	



       Part 1 INQUIRY

(Adult Protection Inquiries to be completed within 3 working days from receipt of referral)

	AUTHOR OF THIS REPORT

	Name
	
	Signature

	SECOND WORKER

	Name:


	
	Signature

	TEAM MANAGER

	Name
	
	Signature



	Team: 


	


NAME OF ADULT
	CareFirst No:

	
	CHI No:
	

	Date of Referral:



	

	Surname:


	
	Forename(s):
	

	Alias:


	

	Gender:             
	Male/Female* (Delete as appropriate)
	DOB:
	


	Home Address:

	Postcode:

	Current Address (if different from above):

	Postcode:


REFERRAL

	Name of Referrer:
	
	
	

	Agency:
	Status:

	Contact Details

	

	Details of referral:



ACTION CHECKLIST (agencies usually contacted when making adult protection inquiries – insert date into all that apply)

	
	Date
	
	Date

	CareFirst check:


	
	Police:
	

	Health check:
	
	Consultation team leader/manager:
	

	Enter referral on CareFirst:


	
	Service providers (residential/day care/ home care etc)
	

	Initial financial inquiries (EMIS)
	
	GP/Health Centres
	


OTHER RESIDENTS AT HOME ADDRESS (* delete as appropriate)
	Surname:
	
	Surname:
	

	Alias:
	
	Alias:
	

	Maiden name:
	
	
	

	Forename(s):
	
	Forename(s):
	

	DOB (d/m/y):
	____ / ____ / ______
	DOB (d/m/y):
	____ / ____ / ______

	Relationship:
	Relationship:



OTHER SIGNIFICANT ADULTS 

(if non-resident, deceased or non-sibling, state relationship to subject)

	Name
	DOB
	Relationship
	Location/address inc postcode

	
	
	
	

	
	
	
	

	
	
	
	


CONTACT WITH CHILDREN

	Name
	DOB
	Address (inc postcode)
	Relationship to child

	
	
	
	

	
	
	
	

	
	
	
	


AGENCY LINKS

	
	GP
	Health/other * 

	Name:
	
	

	Address
(inc Postcode):
	
	

	Tel No (inc STD):

	
	


POLICE INVOLVEMENT IN REFERRAL
Police Officer contacted * or referring * (* delete as appropriate)
	Name:


	Rank:
	No:

	Office:


	Date of contact:
	Time of contact:



	Tel no (inc STD): 



	Information provided by Police to date:


	Action taken by Police to date:





FINDINGS OF INQUIRY

	Is Further Action Required?
	YES/NO

	If no further action is required state why



	Some action taken but no IRD or adult protection investigation


	YES/NO



	If some action has been taken but no IRD or investigation is needed state what action has been taken



	IRD held (IRDs should take place within 5 days of receipt of referral)



	Adult Protection Investigation Required


	YES/NO




	Is the adult subject to the Care Programme Approach
	YES/NO

	Is the CPA sufficient to manage the identified Risk - comment
	YES/NO




Part 2 INVESTIGATION

        (Adult Protection Investigations to be completed within  to be completed within 14 days from   

        receipt of referral)

        RECORD OF INVESTIGATION
       INVESTIGATING PERSONNEL
	
	Name
	Office
	Signature
	Date

	Author of Report and

Council Officer:
	
	
	
	

	2nd worker:


	
	
	
	

	Team Leader:


	
	
	
	

	Service Manager:

	
	
	
	


	ANGUS INDEPENDENT ADVOCACY

	Has the adult been offered access to an Independent Advocate (See (6(1) and 6(2) of the ASP(S)A 2007) Act. Operational instructions require the council officer to facilitate a referral to Angus Independent Advocacy
	Yes/No

	If no state why?

If yes state date and outcome of referral




       Brief history and current situation:

	


       Summary of Actions

	Summary of actions taken (times & dates. Include information sought from GP/Police, health and social work records, financial institutions and others)




CHRONOLOGY OF SIGNIFICANT EVENTS

Name of Adult:







Date of Birth:

The purpose of a Chronology is to record significant concerns, events or incidents that have had, or continue to have, a significant impact (positive or otherwise) on a person’s wellbeing.

	Date or period of event
	Significant Event
	Source
	Impact/Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


       RISK ASSESSMENT
	Current situation:



	Initial Risk Assessment (specify what the risk to the adult is, how likely it is to occur, and when and where it might take place)


	What specifically is the adult at risk of? (e.g. neglect/financial)



	Where is the risk occurring?



	When is the adult at risk?



	Specify other key risk factors



	Is the identified risk a result of unmet need or availability of services?


	Protective Factors
 in Place


	Analysis of risk (State your assessed level of risk and reasons)



	Do you assess that the adult meets the “3 point test” under the Adult Support and Protection (Scotland) Act Part 1 Section 3?



	Protective action taken to date/current risk management plan




        MENTAL WELAFRE COMMISSION
	Is this a case in which there is evidence of, or allegation made of, ill treatment, neglect or cruelty towards an individual person with mental illness, learning disability or related conditions?                                                                                                             *YES/NO  

	Has the Mental Welfare Commission been notified?                                          *YES/NO  



	If Yes, date notification made     __/__/__  


       RECOMMENDATIONS
 

	Is a case conference required?
	*YES/NO

	If no further action is required state why
	

	Action proposed to advise referrer of outcome:
	

	Other (Please specify)
	


CONFERENCE INVITEES (list)

	Name
	Designation
	Agency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Is the adult at risk to be invited
	YES/NO
	Comment


	
	
	


Managers comments if no conference recommendations
	


	CONFIDENTIALITY
The information in this document is confidential to you and must not be disclosed to any other person or agency without the written consent of the author of this report.
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