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PRIVATE & CONFIDENTIAL

SUPPORTING INFORMATION FOR

APPLICATION FOR HOUSING AND/OR SUPPORT

TO BE COMPLETED BY REFERRING AGENCY 

Name of Applicant: …………………………………………….
Date of Birth: ……………………………………………………


REFERRER INFORMATION
Name:

……………………………………………………………………….
Agency: 
……………………………………………………………………….
Position:
……………………………………………………………………….

Address:
……………………………………………………………………….
………………………………………………………………………………………..
(/FAX:

………………………………………………………………

e-mail address: 
……………………………………………………………….

ENCLOSURE CHECKLIST

Please note that referrals cannot be accepted until these are received

· Report on social, family and psychiatric/medical history, 


  Care/Support Plan,


  Risk Assessment.
All additional paperwork must display the date on which it was completed

Please return this form to: 

Head Office:  NAP Administrator; mcch society ltd, Ascension Business Park, Fleming Road, Chafford Hundred, Essex, RM16 6HH
	WHICH OF THE FOLLOWING ARE APPLICABLE?
  Learning Disability
  Mental Ill Health

  Autistic Spectrum Disorder

  Physical Disability
  Sensory Impairment           Dementia
Please note: If ticking more than one box, please circle the priority need


	FUNDING ARRANGEMENTS:

Please note: This application will not be considered unless this box is completed.

Is this a Supporting People Funded Scheme?                                                 YES     NO    

If no, please provide details:    

…………………………………………………………………………………………………………

Name of funding authority: ……………………………………………………………..……….….…

Tel. No/Fax: ………………………………..    e-mail:……………………………………………..
Contact Name: ……………………………..    Position: ………………………………………...

Has funding been agreed by the residential panel, if applicable?                    YES     NO        
*If yes, please provide details.

If no, please provide explanation*



	FINANCIAL ARRANGEMENTS. DOES THE APPLICANT…….

       

                                                                                                                              Details

have an appointee or a similar arrangement?  
           YES           NO     
require support with finances?


           YES           NO        
currently receive Housing Benefit?


YES           NO        
currently receive Income Support?

    
YES           NO        
receive any other benefits?    



YES           NO        
have any Bank/ Building Society accounts?

YES           NO        
have savings or income in excess of 
housing benefit/income support ceilings?

YES           NO      
currently pay a contribution to rent or fees?

YES           NO        


	PLEASE GIVE DETAILS OF HOUSING AND SUPPORT 

OVER THE LAST FIVE YEARS:
Address:  
………………………………………………………………………………………….

………………………………………………………………………………………………………….
Type of Support:  ….…………………………………        Dates:  ……………………………….

 

Reason for leaving:
….……………………………………………………………………………....
Address:  
………………………………………………………………………………………….
………………………………………………………………………………………………………….
Type of Support:  ….…………………………………        Dates:  ….……………………………
Reason for leaving:
….………………………………………………………………………………
Address:  
………………………………………………………………………………………….

…………………………………………………………………………………………………………
Type of Support:  ….…………………………………       Dates:  ……………………………….
Reason for leaving:
….……………………………………………………………………………..



	PLEASE GIVE THE REASONS FOR YOUR INVOLVEMENT WITH THE APPLICANT AND WHAT ONGOING SUPPORT WILL BE OFFERED BY YOU OR YOUR AGENCY:
………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….




	ARE OTHER PROFESSIONALS INVOLVED IN THE APPLICANT’S CARE & SUPPORT? (e.g. Psychiatrist/ Consultant/Social Worker/Care Manager etc) 
                                                                                                                YES          NO        
If yes, please give their names and addresses: 

1.      
Name:

……………………………………………………………………………….


Address:
……………………………………………………………………………….


……………………………………………………………………………………………….


Postcode:  ..……………………………   (      ………………………………………..
2.      
Name:

……………………………………………………………………………….


Address:
……………………………………………………………………………….


……………………………………………………………………………………………….


Postcode:  ..……………………………   (      ………………………………………..
3.      
Name:

……………………………………………………………………………….


Address:
……………………………………………………………………………….


……………………………………………………………………………………………….


Postcode:  ..……………………………   (      ………………………………………..



	TYPE OF SUPPORT



     







        NOW

    
   REQUIRED
24 Hour Support     











Sleep-ins    





 



  

Waking Nights       









Non 24 Hour Support     








On-call facility









No Support       











	Is the applicant detained under the Mental Health Act?
      

   YES    NO        

Is the applicant subject to Section 117 of the Mental Health Act 1983?
   YES    NO        


	DOES THE APPLICANT NEED SUPPORT WITH ANY OF THE FOLLOWING? 

If you answer “yes”, attach reports, risk assessments, etc.

Going Out   








YES              NO        
Maintaining tenancy  






YES              NO        
Personal Care 







YES              NO        
Household Tasks 







YES              NO               
Appointments 







YES              NO        
Communication 







YES              NO        
Religious & Cultural Needs  





YES              NO        
Special Dietary Requirements



 

YES              NO        
Does the applicant use specialist equipment?



YES              NO        
Other (please specify)






YES              NO        



	IS THE APPLICANT AT RISK FROM ANY OF THE FOLLOWING?

If yes please attach risk assessments which specify the identified risk and its management.

Attempting self harm    






YES            NO        
Attempting suicide







YES            NO        
Serious self neglect







YES            NO        
Endangering the safety of others/property    



YES            NO        
Committing acts of arson?






YES            NO        
Committing physical, sexual or verbal abuse towards others?

YES            NO        
Abusing drugs or alcohol?






YES            NO        
Lack of health & safety awareness
  



YES            NO        


	Are there any other specific behavioural problems? 

YES            NO     

What other risk assessments are in place?



Please attach



	PLEASE GIVE YOUR REASONS FOR MAKING THIS REFERRAL
………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….




	WHAT IS YOUR OPINION OF THE APPLICANT’S ABILITY TO MAKE AN INFORMED CHOICE?
…………………………………………………………………………………………………………
…………………………………………………………………………………………………………
…………………………………………………………………………………………………………



	DOES THE APPLICANT HAVE AN INDEPENDENT ADVOCATE?



If yes, please provide the following details:




  YES    NO        
Name:

………………………………………………………………………………………...

Address:
………………………………………………………………………………………..



………………………………………………………………………………………..



………….……………………………….…     Postcode:  ..………………………

(             ……………………………………………..




	Have the contents of this form been discussed with the applicant?
   YES    NO        



DECLARATION

To the best of my knowledge the information given is correct.   I understand that giving false information may affect the success of this application.
SIGNED: ………….………………………..…PRINT NAME:…………..…………………………
POSITION:  ……….………………………………………………………………………………..…
DATE:…………………..…………………………………………………………………………..…..
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