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PRIVATE & CONFIDENTIAL

SUPPORTING INFORMATION FOR APPLICATION FOR HOUSING AND/OR SUPPORT

TO BE COMPLETED BY THE APPLICANT’S DOCTOR/CONSULTANT
Name of Applicant: ………………………………………

Date of Birth: ……………………………………………




Medical Professional’s Name:…………………………………………..

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



Address: …………………………………………………………………



……………………………………………………………………………



……………………………………………………………………………


Please return the completed form to:

Referring Agency: ……………………………………..………………..

Address:………………………………………………………….………
…………………………………………………………………………...
……………………………………………………………………………
	REASON FOR THE APPLICANT BEING UNDER YOUR CARE:
…………………………………………………………….…………………….………………………

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

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

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




	DATES, DURATION AND REASONS 

FOR HOSPITAL/CLINIC ADMISSIONS:
………………………………………………………………………………………………………..…

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

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

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

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

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

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




	CURRENT MEDICATION (IF ANY):

	1. ………………………………………


2. ………………………………………


3. ………………………………………


4. ………………………………………


5. ………………………………………


6. ………………………………………


	7. ………………………………………


8. ………………………………………


9. ………………………………………


10. ……………………………………..


11. .……………………………………..


12. ………………………………………

	Is the applicant able to self medicate?                                        YES               NO        



	HOW OFTEN DO YOU SEE THE APPLICANT?
…………………………………………………………………………….…………………………….

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




	ARE YOU AWARE OF ANY RISK OF THE APPLICANT
WITH REGARDS TO:

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        
Abusing drugs or alcohol?






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

YES        NO        
Lack of health & safety awareness
  



YES        NO        
Are there any other specific behavioural problems? 


YES        NO        



	PLEASE STATE BRIEFLY YOUR ASSESSMENT OF THE APPLICANT’S SOCIAL NEEDS INCLUDING THEIR ABILITY TO WORK AND THEIR GENERAL LEVEL OF MOTIVATION:

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

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

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

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

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

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

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


	PLEASE STATE WHO WILL PROVIDING ONGOING CLINICAL SUPPORT TO THE APPLICANT WHILST S/HE IS ACCOMMODATED AND/OR SUPPORTED BY MCCH AND WHAT FORM THIS WILL TAKE:

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

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

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

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

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

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

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

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

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

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

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






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: …………………………………………….………………………..………..……………..
DATE: ……………………………………………………………………………….……..………….
PRINT NAME:  ……………………………………………………………………...……..…………
POSITION:…………………………………………………………………………………...………..

(:…………………………………………  Fax Nº:  ………………………………………………

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