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RESTRICTED – when completed
	For HIW use only

	Reference number:
	


RESTRICTED when completed


Incident Form NE7a: Deprivation of Liberty
Independent Health Care (Wales) Regulations 2011 
Guidance on completing and submitting statutory notifications forms is available on our website 
Part 1:  The establishment or agency
	Establishment name


	

	Registration number

(taken from certificate of registration)
	


Part 2:  The patient

	Unique Identifier

(Do not use name)
	Date of Birth

(dd/mm/yyyy)
	Gender

(male/ female)
	Date of admission 

(dd/mm/yyyy)
	Hospital ward



	
	
	
	
	


Part 3:  The request/ application
Please tick whether related to:

	a) A request for a standard authorisation to a Supervisory Body (under the Mental Capacity Act 2005) 
	

	b) An application made to a Court in relation to depriving a patient of their liberty


	


	Name of Supervisory Body/Court
	

	Date of submission of request/ application  (dd/mm/yyyy)
	

	Details of the proposed request/ application

	


Part 4:  The response to the request/ application (if known)
	Date of response to the request/ application  (dd/mm/yyyy)
	

	Response to the request/ application

	

	Specific conditions conferred 
(if applicable)


	

	Reasons for request being declined (if applicable)

	


Part 5:  Others informed (where applicable)
	Organisation / Individual
	Date informed (dd/mm/yyyy)

	Relative / Carer


	

	Patient’s advocate


	

	Local Health Board

	

	Patient’s Local Social Services authority

	

	Professional organisation (e.g. GMC / NMC)

	


Part 6:  Form completed by
	Name
	Email address
	Job title
	Date (dd/mm/yyyy)

	
	
	
	


Please return completed forms via the NWIS Secure File Sharing Portal or recorded delivery

