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	Richmond Fellowship’s Application Form for Low Support  Services 

	Version Date: September 2008 
	Low Care Services  



	Please complete this form using the Guidance Notes. We hope it will be possible for all those applying to our services to answer the questions included in the application form and the Equal Opportunities monitoring form, or to receive whatever assistance they need in completing these and the other sections. Information provided in this application will be treated as confidential and will not be passed to anyone outside of Richmond Fellowship without the applicant’s permission. You may feel that some questions do not apply to you. If this is the case, please leave the question unanswered and move on to the next question.

	Personal Information

	Title:
	 FORMCHECKBOX 
 Mr      FORMCHECKBOX 
 Mrs      FORMCHECKBOX 
 Miss      FORMCHECKBOX 
 Ms      FORMCHECKBOX 
 Dr   FORMCHECKBOX 
 Other
	Gender:
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Forename:
	     
	Home tel:
	     

	Surname:
	     
	Mobile tel:
	     

	Address:
	     
	Other tel:
	     

	
	
	Postcode:
	     
	Date of Birth:
	     

	Email:
	     
	NI number:
	     

	Objectives

	Please tell us, in your own words, what services you are interested in.  You can also tick the boxes below:

     

	 FORMCHECKBOX 
  Making new friends
	 FORMCHECKBOX 
  Classes i.e. (Art, Photography)
	 FORMCHECKBOX 
  Computer/IT Training

	 FORMCHECKBOX 
  Drop In
	 FORMCHECKBOX 
  Leisure and/or sporting activities
	 FORMCHECKBOX 
  Further education

	 FORMCHECKBOX 
  Occupying myself with an activity
	 FORMCHECKBOX 
  Employment support
	 FORMCHECKBOX 
  Retaining (or Regaining) work

	 FORMCHECKBOX 
  Accessing community activities
	 FORMCHECKBOX 
  Careers advice/guidance
	 FORMCHECKBOX 
  Gaining employment

	 FORMCHECKBOX 
  Religion/Spirituality
	 FORMCHECKBOX 
  Training
	 FORMCHECKBOX 
  Work experience


	Employment

	Are you currently working?               FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If you are unemployed, how long has it been for:


	 FORMCHECKBOX 
  In paid work?
	 FORMCHECKBOX 
  Doing voluntary work?
	 FORMCHECKBOX 
  Less than 6 months
	 FORMCHECKBOX 
  6 to 12 months

	 FORMCHECKBOX 
  Engaged in further education activities
	 FORMCHECKBOX 
  1 – 2 years
	 FORMCHECKBOX 
  2 – 3 years

	
	 FORMCHECKBOX 
  3 – 5 years
	 FORMCHECKBOX 
  Over 5 years

	
	 FORMCHECKBOX 
  Never worked

	Are you currently applying for work?               FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	

	Date of Last Job      
	Date of Last Application      
	Date of Last Interview      

	Please give brief details?
	     

	     


	

	


	Qualifications

	Have you achieved any qualifications?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

: 

	Details of qualifications
	     

	


	Supporting Statement

	Please provide details of any other information which you feel may support this application: You may wish to tell us how your mental health problem affects your day to day life, whether it prevents you doing things and if it affects your relationships.

	     

	Goals and Aspirations

	Please tell us about your goals and aspirations. For example, you may want to make more friends, study, learn to use a computer or get help to find paid or voluntary work.

	     


	Other Services

	Could you tell us which other services you have used in the past or are currently using now?

	     



	
Ethnicity

	White
	Mixed
	Asian or Asian British
	Black or Black British
	Chinese or Other 

	 FORMCHECKBOX 

British
	 FORMCHECKBOX 

White & Black Caribbean
	 FORMCHECKBOX 

Indian
	 FORMCHECKBOX 

Caribbean
	 FORMCHECKBOX 

Chinese

	 FORMCHECKBOX 

Irish
	 FORMCHECKBOX 

White & Black African
	 FORMCHECKBOX 

Pakistani
	 FORMCHECKBOX 

African
	 FORMCHECKBOX 

Other

	 FORMCHECKBOX 

Other
	 FORMCHECKBOX 

White & Asian
	 FORMCHECKBOX 

Bangladeshi
	 FORMCHECKBOX 

Other
	

	
	 FORMCHECKBOX 

Other
	 FORMCHECKBOX 

Other
	
	

	Referrer Information

	Referring agency:
	     
	Referrer name:
	     

	Agency type:
	     
	Referrer job title:
	     

	Address:
	     
	Work tel:
	     

	
	     
	Mobile tel:
	     

	Postcode:
	     
	Sponsoring Agency:
	     

	

	Risk Assessment

	Is a current risk assessment available:     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If YES, please include with this referral.

	Health Information

	Approximately when did you first experience mental health problems?
	     

	Is there a social worker or other health professional involved in your care?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Brief summary of mental health problem(s):
	     

	     

	     

	

	Are you under CPA?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 
	Date of next review:
	     
	

	Please state any current restrictions, sections under the Mental Health Act, etc
	     

	

	

	Do you have any secondary problems or difficulties? (please tick all that apply)

	 FORMCHECKBOX 
  Learning disability
	 FORMCHECKBOX 
  Physical disability

	 FORMCHECKBOX 
  Drug or Alcohol problem
	 FORMCHECKBOX 
  Sensory Disability

	

	If  you have any other specific needs, or health problems we should be aware of, please detail here:
	     

	     


	

	Signatures

	I have read and understand the Richmond Fellowship’s statement of service and agree to the terms and conditions therein including the Data Protection section, and confirm we will notify Richmond Fellowship of any changes to the details provided on this form.

	Client:
	
	Date:
	     

	Referrer:
	
	Date:
	     

	
	
	
	


	For RF Use Only:

	Date Issued:
	     
	Date Rec’d:
	     
	RF Lead:
	     
	
	Reason not started:

 FORMCHECKBOX 
  DPA Refused
 FORMCHECKBOX 
  Client Relocated

 FORMCHECKBOX 
  RF Refused
 FORMCHECKBOX 
  Health Reasons 

 FORMCHECKBOX 
  Client Refused
 FORMCHECKBOX 
  No Reason

	Primary Support Start Date:
	     
	Processed by:
	     
	
	

	Initial Action Plan Date:
	     
	Initial Funding Source:
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