
Local Authority Appointee/Deputy  Referral Form

Before completing this form please check the person fits the Appointee and Deputyship Policy Criteria
Please complete the form giving as much detail as possible 
(If you are not sure whether we need a piece of information or not, please include it) 

Return it to:
The Money Management Team, 3rd Floor 6KP Bury BL9 OEL
or by email asc.moneymanagement@bury.gov.uk
       Client’s Name: _____________________________________________________

 Address: __________________________________________________________

__________________________________________________________________
 Post Code: ________________________________________________________
Date of Birth _______________________________________________________
National Insurance Number: ___________________________________________
Benefits in payment: _________________________________________________

__________________________________________________________________
Any other income: ___________________________________________________  

__________________________________________________________________

Savings and capital: __________________________________________________

__________________________________________________________________

Do they own a property: ______________________________________________
__________________________________________________________________

Are there any family members or friends who could act as Appointee? Or are involved with the person (please give details)


__________________________________________________________________

__________________________________________________________________
_________________________________________________________________________

__________________________________________________________________

Please provide a summary of  why the person needs assistance with managing their finances including any issues with debt or financial abuse
__________________________________________________________________________

___________________________________________________________________

___________________________________________________________________

______________________________________________________________________
Any other information you feel to be relevant? __________________________________________________________________________
_______________________________________________________________________________

___________________________________________________________________
_______________________________________________________________________________

----------------------------------------------------------------------------------------------------
Your Details:  
NAME: _______________________________________________________

JOB TITLE: _________________________________________________________________

DECLARATION: I DECLARE THAT, IN MY PROFESSIONAL OPINION, THE CLIENT DOES NOT HAVE MENTAL CAPACITY TO HANDLE THEIR BENEFITS AND I ATTACH THE ASSESSMENT OF MENTAL CAPACITY        (please tick)

SIGNED: _____________________________________ DATE: _______________________
WORK ADDRESS: ____________________________________________________________

__________________________________________________________________________

TELEPHONE NUMBERS: _______________________________________________________ 

EMAIL: ____________________________________________________________________

     

Someone from the Money Management Team will contact you as soon as they can about this referral










