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Application for a 
Midland Mencap service
SUPPORTING PEOPLE SERVICE
	REFERRER DETAILS (IF APPLICABLE)

	Referral Agency
	

	Contact Name
	

	Email Address
	

	Telephone Number
	
	Fax Number
	


	PERSONAL DETAILS

	Preferred Title:
	Mr
	
	Miss
	
	Mrs
	
	Ms
	
	Other
	

	Surname:
	
	Other Name(s) Known as:
	

	First Name(s):
	
	Date of Birth:
	

	Gender:
	
	Age:
	

	Address:
	

	
	Post Code:
	

	Home Tel No:
	
	Mobile Tel No:
	

	Work Tel No:
	
	National Insurance No:
	

	Do you need information in any other format?
	


	ETHNIC ORIGIN:

	White: British
	
	White: Irish
	
	White: Other
	
	Mixed: White & Black Caribbean
	

	Mixed: White & Black African
	
	Mixed: White & Asian
	
	Mixed: Other
	
	Asian/Asian British: Indian
	

	Asian/Asian British: Pakistani
	
	Asian/Asian British: Bangladeshi
	
	Asian/Asian British: Other
	
	Black/Black British: Caribbean
	

	Black/Black British: African
	
	Black/Black British: Other
	
	Chinese/Other Ethnic Group
	
	Refuse to Say
	

	If you have listed Other: Please Specify
	


	RELIGION:

	No religion/atheist
	
	Muslim
	
	Christian (all denominations)
	
	Sikh
	

	Buddhist
	
	Hindu


	
	Jewish
	
	Prefer not to answer
	

	Any Other: Please Specify
	


	COMMUNICATION NEEDS:

	Do you need any of the following?

	Large Print


	
	Braille
	
	Audiotape
	
	Translation*
	

	Interpreter*


	· 
	Mini com
	
	Signer
	
	Other*
	

	If yes to any of the above please provide more details:
	


	NEXT OF KIN/EMERGENCY DETAILS:

	Preferred Title:
	Mr
	
	Miss
	
	Mrs
	
	Ms
	
	Other
	

	Surname:
	
	First Name(s):
	

	Address:
	

	
	Post Code:
	

	Home Tel No:
	
	Mobile Tel No:
	

	Work Tel No:
	
	Relationship to you:
	

	Emergency No (if different from Next of Kin) 
	


	MEDICAL INFORMATION


	Please give details of any disabilities and/or illness that you may have: 

	


	GP Details:

	Please give details of your GP

	GP Name:
	

	Address:
	

	Post  Code:
	
	Telephone Number:
	


	Medication:

	Please list all prescribed medication you are currently taking and why you are taking it:

	Medication
	Dosage
	Reason for taking it

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	YOUR HOUSING

	When did you move into your current address?
	

	Is your current housing status temporary or permanent?
	

	Who is your current landlord (if applicable)?
	

	Local Authority Area?
	

	Are you on a local housing register?  If so, which one?
	

	Do you have any pets?  If so, what type?
	

	Details of family living with you (if you need more room please attach a separate sheet)

	Name(s)
	Date of Birth
	Age
	Relation to you

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Where have you lived for the last three years?  (Include any hospital or prison stays)

	Address
	From
	To
	Reason for leaving

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Do you have any problems in your current accommodation?
	YES
	
	NO
	

	If yes, please give brief details:




	ABOUT YOU (This will help us make an assessment of your needs)

	Are you dependent on alcohol?
	YES
	
	NO
	

	Do you consider yourself to have a disability?
	YES
	
	NO
	

	If yes, please give details
	

	Could your disability stop you entering a building e.g., climbing stairs?
	YES
	
	NO
	

	If yes, please give details
	

	Are you experiencing, or have you in the past experienced problems with depression, anxiety, self harm or other mental health issues?
	YES
	
	NO
	

	Are you currently using any prescribed drugs?
	YES
	
	NO
	

	Do you have any convictions for arson?
	YES
	
	NO
	

	Do you have any other convictions/cautions/warnings against you?
	YES
	
	NO
	

	If yes, please give details
	

	Are you experiencing, or have you in the past had problems with being violent or aggressive towards others?
	YES
	
	NO
	

	Do you have an anti-social behaviour order (ASBO) against you?
	YES
	
	NO
	

	If yes, please give details
	

	Are you experiencing domestic abuse?
	YES
	
	NO
	

	Do you need support with legal matters not related to offending behaviour?
	YES
	
	NO
	

	Is there any other areas you would like support with
	YES
	
	NO
	

	If yes, please give details
	


	Please give details of agencies working with you, or people who help to support you?  (Eg, Doctor, Social Worker, CPN, Advocate, Family or Friends)

	Name(s)
	Job Title
	Contact Address
	Telephone Number

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	YOUR SUPPORT NEEDS

(Please tick all the boxes for things where you need support)

	Keeping your room/home safe, clean and tidy
	
	Past or present problems with neighbours
	
	Notices or evictions
	

	Arranging repairs
	
	Rent arrears
	
	Paying rent
	

	Claiming benefits
	
	Paying bills
	
	Cooking/Preparing meals
	

	Keep Fit
	
	Claiming benefits
	
	Clearing debts
	

	Budget planning
	
	Family links
	
	Friends
	

	Other social networks
	
	Isolation
	
	Domestic abuse
	

	Offending
	
	Behaviour management
	
	Training
	

	Education
	
	Employment
	
	Interests
	

	Literacy needs
	
	Help with language
	
	Accessing childcare
	

	Cultural needs
	
	Religious needs
	
	Personal preferences
	

	Getting a doctor
	
	Diet
	
	Exercise 
	

	Hygiene
	
	Getting support from other agencies
	
	Help to respond to post
	

	Other:
	
	Other:
	
	Other:
	

	Other:
	
	Other:
	
	Other:
	

	Are you pregnant?
	YES
	
	NO
	
	If yes, when is the baby due?
	


	YOUR FINANCIAL SITUATION

	Do you have any rent arrears?
	YES
	
	NO
	

	If yes, please give details
	

	Please tell us what benefit(s) you claim:

	Income Support
	
	Job Seekers Allowance
	
	Housing Benefit
	

	Disability Living Allowance
	
	Severe Disability Allowance
	
	Incapacity Benefit
	

	Other, please state
	

	Are you working?
	YES
	
	NO
	

	If yes, how many hours per week?
	

	What are your weekly earnings?
	

	Are you in education or on a training course?
	YES
	
	NO
	

	If yes, what course are you doing?
	

	What hours do you do?
	

	Do you do any voluntary work?
	YES
	
	NO
	

	If yes, what hours do you do?
	

	Do you have savings over £3,000?
	YES
	
	NO
	

	If yes, please give details?
	

	Any other information?
	


	YOUR GOALS AND INTERSTS

(Please tell us about your personal goals and interests)

	


	Full name of Client:
	

	Signature of Client:
	
	Date:
	


