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SET SAF 1 – SAFEGUARDING ADULT CONCERN FORM 
	Service User reference/NHS No:      
(Swift/PRN/NHS) (if known)
	Date Form Completed:      


	1.Tell us if the concern is for a person or an Organisation: 

(please complete as much of this as is known – if not known put N/K)

	Name of person who you are concerned about:      


	Organisation:      


	Gender:       


	Home Address:       


	Telephone Number:       


	Age:                             

	DOB:       

	Ethnic Origin and or Nationality:       


	Does the person have any Communication Needs:       


	Are they aware of this referral
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No
	

	Have they agreed to this referral:     
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No
	If not, why not:

     


	Is the adult in receipt of any social or health care services: 
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Not Known

	If yes, please give brief details:      



	2a. – Current Situation and Details of the Incident/Concern(s) being raised

	Does the person continue to be at risk of harm?     
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	Are there other people who may be at risk of harm?   
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	If the answer to either of the above is yes, please describe the risk that remains and the names of any others potentially at risk. A referral to appropriate service should also take place if there is a child at risk in the household.
     



	2b. Details of the concern(s) being raised

	Time of incident:                                               

	Date:       

	Location of Incident:      


	Concern:  
     
What would the adult like as the outcome of the enquiry:

     


	Brief factual details of the incident:

This should include a clear factual outline of the concern being raised with details of times, dates, people and places where appropriate.

(please continue on separate sheet if required).

     


	If injuries are present please give a brief/accurate description:

     

	Has a body chart been completed?

 (If completed please attach to SET SAF 1 or forward as soon as possible.)
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	Details of any medical attention sought:

     


	Doctor Informed? 
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	Name of Doctor informed:      
Date and time of information given:      

	Actions taken to date to safeguard the individual:

     


	Are any other professionals aware in this alert? 
(in particular please specify if the police are involved)?

     


	Where Police are involved please state the crime incident number?  

     



	3. Relative/Name of Main Carer

	Name:       
Relationship to Person:       



	Is Relative/Carer aware of this referral? 
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	Contact Address:                                      

     
 

	County:         


	Postcode:                        
                         

	Telephone No:       


	Mobile No:       


	Email:       



	4. Details of Person(s) of Concern involved if abuse is suspected or in the case of Self Neglect the name of the Adult concerned (please complete as much of this as is known)

	Name:       

	Gender:       

	D.O.B. :       

	Address (if known):  

     


	Do they live with the adult? 
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	If yes, in what capacity e.g. spouse, fellow resident, carer:  

      



	Occupation/Position/Title:       


	What is the relationship between the person(s) of concern and the adult who is the subject of the concern?

     


	Does this person hold any position of trust (paid or voluntary) besides their current role that we should be made aware of?
     



	5. Please provide details of the person raising the alert 

(For professionals this information can only remain confidential in exceptional circumstances)

	Can your details be shared with third parties?

	Does the person raising the alert live with the person you are concerned about?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	I would prefer to remain anonymous? 
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No

	If yes, please give your reasons for remaining anonymous:  
      

	Date:      

	Name:       

	Job Title and/or Relationship to person referred:       

	Organisation (if applicable):       

	Contact Address:       


	County:                                                 

	Postcode:                                              

	Telephone No:       

	Mobile:       

	Email:       


	6. Details of person completing the form (add only if different to box 5)

	Name:       

	Date completed:       

	Contact Address:       


	County:                                                 

	Postcode:                                              

	Telephone No:       

	Mobile:       

	Email:       


* FOR HEALTH STAFF ONLY – HAVE YOU COMPLETED YOUR LOCAL INCIDENT FORM PRIOR TO SENDING THIS FORM
	Please tick which form of abuse you suspect:

 FORMCHECKBOX 
 Physical

 FORMCHECKBOX 
 Sexual

 FORMCHECKBOX 
 Psychological  

 FORMCHECKBOX 
 Financial or Material

 FORMCHECKBOX 
 Neglect

 FORMCHECKBOX 
 Discriminatory

 FORMCHECKBOX 
 Organisational
 FORMCHECKBOX 
 Modern Slavery

 FORMCHECKBOX 
 Self Neglect

 FORMCHECKBOX 
 Domestic Abuse
 FORMCHECKBOX 
 Not Determined    
 FORMCHECKBOX 
 Vulnerable to Radicalisation




Completed forms should be sent to your relevant Local Authority:
	Southend   

By Email: 

Secure email only:  accessteam@southend.gcsx.gov.uk
Please note you can only send emails to the secure address if you are sending from a secure email 
Non Secure email: accessteam@southend.gov.uk
By safe haven Fax to:  01702 534794
Making a referral/enquiry by telephone:  Access Team:  01702 215008 (option 1)

Out of hours Referrals:  

General Public - 0345 606 1212 or 0845 606 1212
Statutory Agencies – 0300 123 0778 

Fax - 0300 123 0779

	Essex 

By Post to: Essex Social Care Direct, Essex House, 200 The Crescent, Colchester, Essex, CO4 9YQ
Secure email only: essexsocialcare@essex.GCSX.gov.uk
Please note you can only send emails to the secure address if you are sending from a secure email address

Non Secure email:  Socialcaredirect@essex.gov.uk
By fax to: 0345 601 6230
Making a referral/enquiry by telephone: 0345 603 7630
Out of hours Referrals:  

General Public - 0845 606 1212  

Statutory Agencies – 0300 123 0778 

Fax: 0300 123 0779

	Thurrock

By Email: 

Secure email only: SafeguardingAdultsTeam@thurrock.gcsx.gov.uk 
Please note you can only send emails to the secure address if you are sending from a secure email 
Non Secure Email: SafeguardingAdults@thurrock.gov.uk 
By  safe haven Fax to:  01375 652760

Making a referral/enquiry by telephone:

Community Solutions Team: 01375 652868
Out of hours: 01375 372468   (Fax 01375 397080)


	Completion by Investigating/Receiving Team

	 FORMCHECKBOX 
 SET SAF1 Received (mandatory for all alerts)

 FORMCHECKBOX 
 SET SAF RISK (At all stages there must be an on-going and documented Risk Management Plan)
 FORMCHECKBOX 
 Proceed to  information gathering SET SAF2 
 FORMCHECKBOX 
 Proceed to Closure SET SAF4


	Key team referred to:

	Name:     

	Contact Address:                                      

     
 

	Telephone No:       

	Mobile No:       

	Email:       


	Referrer updated?
	 FORMCHECKBOX 
  Yes     
	 FORMCHECKBOX 
  No
	By Whom:      


	If not, reasons why:      

	Signed:       

	Date:      


* If this is a complaint refer to the Complaints Team
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