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CONFIDENTIAL

MEDICAL/SOCIAL ASSESSMENT FORM

Please complete the first part of this form and then take it to your Doctor
Name
________________________________________________________

Address______________________________________________________







          _______________________________________________________

DOB   _______________________________________________________
I, (Name) _____________________________________________________ 
give consent to my Doctor
Name________________________________________________________

Address______________________________________________________

_____________________________________________________________

to disclose information to Innisfree Housing Association to assist in my application for re-housing.

Signed ________________________________Date__________________

--------------------------------------------------------------------------------------------------------

To the Doctor - Please give brief description of medical conditions of the above-named, which may affect his/her housing needs and complete the relevant sections of this form

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________
Will alternative accommodation improve your patient/client’s health?   Yes                                           
                                                                                                                 No

Please explain why?_____________________________________________

_____________________________________________________________

_____________________________________________________________
Please tick one of the following.

Is the applicant in need of;

An urgent transfer on medical grounds………………………………

or
A non-urgent transfer on medical grounds……………………………

Are there specific housing needs or improvements which could help your patient/client e.g. central heating, adaptations, disabled access?
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

What is the maximum floor level your patient could manage and why? i.e. ground, 1st, 2nd, 3rd, 4th floor.
_____________________________________________________________

_____________________________________________________________

Has your patient been referred to an Occupational Therapist or are they likely to be referred to an Occupational Therapist in the near future?           YES/NO 

If YES why? _____________________________________________________________

_____________________________________________________________

Name of OT _____________________________________________________________

Authority_____________________________TEL NO _________________

Is your patient receiving counselling or any other form of psychotherapy? 
YES/NO
Name of Keyworker ____________________________________________________________

Organisation _____________________________TEL NO _____________
Has your patient received counselling or any other form of psychotherapy in the past?  YES/NO

If YES between what dates? _____________________________________________________________

_____________________________________________________________
In some cases it is helpful for the Association to be aware of what medication your patient/client is taking.  If you feel this information would be useful to the Association in assessing your patient/client’s housing need(s) please list your patients medication and frequency.

__________________________________      ________________________

__________________________________      ________________________

__________________________________      ________________________

Are there any behavioural problems which may affect the well-being of your patient/client or of other potential residents who would like nearby,  e.g. violence, substance misuse?                                          
YES/NO

If YES please describe___________________________________________

_____________________________________________________________

_____________________________________________________________ 
Can your patient manage stairs?       YES/NO

Will your patient require ground floor accommodation?

a)
Now

   YES/NO
   b)
    within 2 years
YES/NO
c)
within 5 years   YES/NO
   d)
    within 10 years
YES/NO 


Is your patient able to access a bath?
YES/NO

Will he/she require a shower?
YES/NO

Please supply further information which may assist the Association to assess this patient/client’s housing need(s). _____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Signed ____________________________________Date ______________

              (Doctor/Care Manager/Key Worker

Please use this box for your official stamp

Return to: 
Innisfree Housing Association



190 Iverson Road



London NW6 2HL
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