
	Date Review Form Sent to Client:
	     

	Date Form to Be Returned to Office:
	     



	Title
	[bookmark: Check10][bookmark: Check11]Mr  |_| 	Mrs  |_| 	Miss  |_|          Ms   |_|	      Dr   |_|         Other   |_| 

	First Name:
	[bookmark: Text1]     
	Last Name:
	[bookmark: Text2]     

	Other given name/s:
	[bookmark: Text3]     
	Preferred Name:
	[bookmark: Text4]     

	Postal Address:
	[bookmark: Text5]     

	Home Phone:
	[bookmark: Text6]     
	Mobile Phone:
	[bookmark: Text7]     

	Date of Birth:
	[bookmark: Text8]     
	Do you live alone?
	Yes  |_|         No  |_|

	

	Disability:
	[bookmark: Check12][bookmark: Check13]Physical & Sensory  |_|	Intellectual Disability     |_| 	 Both     |_|  

	Please provide details:
	     





	

	Question 1
	
	
	

	Have you experienced any of the following changes? 

	Change of name or address
	|_|
	Change of contact person details
	|_|

	Change in type of accommodation applicant is living in
	|_|
	

	Change to guardianship arrangements
	|_|
	

	Change in the people the applicant is living with
	
	

	If you ticked yes to any of the above questions, please give details:
     





	

	Question 2
	
	
	

	Is anyone in receipt of the Carers Allowance for you?
	[bookmark: Check15][bookmark: Check16]Yes   |_|          No   |_| 

	If you ticked yes, is this person a family member / relative other, please give details:
     



	Question 3
	
	
	

	Please list the services that are currently involved in your care including respite, vocational training, recreation activities and education if applicable and the duties carried out (see examples below):

1. Home Help Service provide 2 hours of support per week on a Monday and Thursday; duties carried out are assisting me with getting up and dressed in the morning and assisting with personal care tasks.
2. Centre for Independent Living provide 2 hours of support per week Monday, Wednesday and Friday to help prepare lunch and assist with physiotherapy programme.

[bookmark: Text11]     
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	Question 4
	

	Have you experienced any change in the service that has been provided to you?
	[bookmark: Check37]Yes  |_|        No  |_|

	Please give details if you answered yes:
[bookmark: Text12]     





	

	Question 5
	

	Have you experienced an increased risk of long term hospitalisation or entering a nursing home or long term care facility?

	Please give details if you answered yes:
[bookmark: Text13]     





	

	Question 6
	

	Have you experienced any of the following changes:

	Change in carers capacity to keep providing care to your support needs
	|_|

	Change in the amount and type of formal / informal supports
	|_|  

	Please give details if you answered yes:
     





	

	Question 7
	

	Is this review form being completed by you?
	Yes   |_|                    No   |_|  

	If this form is not being completed by you please give details below of the person completing the review form and their relationship to you:

	Name:
	     

	Address:
	     

	Relationship to Applicant:
	     

	Telephone No.:
	     





	Confirmation and consent

This Application for Support must be signed and dated to enable the HSE to meet its statutory and regulatory obligations. The confirmation acts as a declaration that to the best of the applicant or their representative’s knowledge, the information contained within this application form is true at the time of completion. This consent acts as an approval for the HSE to provide personal information to agencies and practitioners, and as consent for those agencies and practitioners to provide personal information to the HSE for the purpose of planning and linking you to supports, if appropriate.


	Please tick this box to confirm that the information contained in this application is, to the best of your knowledge, true at the time of completion and that you understand non-identifiable information may be released for statistical purposed.      |_|


	

	Name
	     
	Signature
	

	

	Date signed
	     
	

	

	The consent provided in this form is valid until withdrawn and may be withdrawn at any time by notice in writing to Disability Service, Health Centre, Arden Road, Tullamore, Co. Offaly, from the consenting person.

	

	Please tick   the relevant box below to indicate what level of consent is provided for release of information

	

	If you do not consent to sharing information, the application form will still be processed, but it may limit the types of support and assistance that can be offered.  The HSE will not release information without the consent of the applicant or their appropriate decision-maker.  Consent to release information cannot be given by any person other than the applicant or their decision-maker.

	

	|_|
	I do not give consent

	

	|_|
	I am not authorised to give consent

	

	|_|
	I give consent for the HSE to contact the relevant agencies such as government agencies, community agencies, medical practitioners and for them to share information in order to assess this application in planning and linking me to supports if appropriate.

	





	The Community Support Forum must be informed of change of living circumstances or change in situations of the client within one month.  Please contact Disability Services, Health Centre, Arden Road, Tullamore, Co. Offaly on 057 93-59915 if your situation should change.  
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