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Waltham Forest




London Borough of Waltham Forest

Social Services

Disability Referral Form

Please return this form to the address shown below.  If you need help with this form in another language, please say which language.

We have sent you this form so that you can tell us which everyday tasks are difficult for you to do.

We want to know what you need in order to see how we can help you to be safer and more independent. We may be able to provide essential equipment or home alterations, depending on your needs, or advice on how or where to obtain help.

This service is for people who are deaf or blind or who have physical disabilities, which make it impossible or very difficult to carry out everyday activities.

If you cannot complete this form or need help with it, please ask someone to help you or call at the address shown.

We will decide how urgent your need is for an assessment from what you tell us.  We may need to contact you for more information, so please remember to write in your telephone number.

	For adults who live in the south of the borough:


	First Response Team

90 Crownfield Road

Leyton  E15 2AJ



	For adults who live in the north of the borough:


	First Response Team

313 Billet Road

Walthamstow  E17 5PX



	For children:


	47 Gainsford Road

Walthamstow  E17 6QB


	
	
	
	

	
	1.
	First Name(s):
	
	

	
	
	
	

	
	
	Family Name:
	
	

	
	
	
	

	
	2.
	Address:
	
	

	
	
	
	

	
	3.
	Date of Birth:
	
	

	
	
	
	

	
	4.
	Telephone No. or Minicom:
	
	

	
	
	
	

	
	5.
	Are you able to speak to us using the telephone?
	Yes
	
	No
	
	
	

	
	
	
	

	
	
	If not, please tell us how we can contact you
	
	

	
	
	
	
	

	
	6.
	Are you deaf?
	Yes
	
	No
	
	Hard of Hearing?
	Yes
	
	No
	
	
	

	
	
	
	

	
	7.
	Are you blind?
	Yes
	
	No
	
	Partially sighted?
	Yes
	
	No
	
	
	

	
	
	
	

	
	8.
	Your doctor’s name and address
	
	

	
	
	
	

	
	9.
	Tell us about your medical condition or physical disability:
	

	
	
	
	

	
	
	
	

	
	10.
	Have you recently been in hospital?
	Yes
	
	No
	
	
	

	
	
	
	

	
	11.
	If yes, please tell us which hospital and why you were there?
	

	
	
	
	

	
	
	
	

	
	12.
	When did you leave hospital?
	
	

	
	
	
	

	
	13.
	Do you live alone?
	Yes
	
	No
	
	
	

	
	
	
	


	
	
	
	

	
	14.
	Do you have any help or services? For example:
	

	
	
	Home Care
	
	District Nurse
	
	Friend or relative
	
	
	

	
	
	

	
	
	Other
	
	(Please specify)
	
	
	

	
	
	
	
	
	
	
	

	
	
	

	
	15.
	If you have had a fall or accident in the home within the last three months then tell us about it.
	

	
	
	
	

	
	
	
	

	
	16.
	Do you walk unaided?
	Yes
	
	No
	
	
	

	
	
	
	

	
	17.
	If not, what do you use to help you?
	
	

	
	
	
	
	

	
	18.
	Tell us about the main difficulties you are experiencing and how you think we can help.
	

	
	
	
	

	
	
	
	

	
	19.
	Please tick the boxes to tell us what you need help with.  Tick the white box if you feel it is urgent.
	

	
	
	
	

	
	
	Getting to your toilet
	
	
	
	
Using your wheelchair
	
	
	
	
	

	
	
	
	

	
	
	Getting on/off your toilet
	
	
	
	
Inside steps or stairs
	
	
	
	
	

	
	
	
	

	
	
	Incontinence
	
	
	
	
Getting up from your chair
	
	
	
	
	

	
	
	
	

	
	
	Getting to your bed
	
	
	
	
Outdoor steps/stairs
	
	
	
	
	

	
	
	
	

	
	
	Getting in/out of bed
	
	
	
	
Cooking/kitchen
	
	
	
	
	

	
	
	
	

	
	
	Eating/drinking
	
	
	
	
Washing/bathing/shower
	
	
	
	
	

	
	
	
	

	
	
	General household jobs
	
	
	
	
Dressing/Undressing
	
	
	
	
	

	
	
	
	


	
	
	
	

	
	20.
	Do you need to use stairs to reach your:
	

	
	
	
Bathroom?
	Yes
	
	No
	
	
	

	
	
	
	

	
	
	
Toilet?
	Yes
	
	No
	
	
	

	
	
	
	

	
	
	
Bedroom?
	Yes
	
	No
	
	
	

	
	
	
	

	
	21.
	a)
Who owns your home?
	

	
	
	Council
	
	Privately rented
	
	
	

	
	
	
	

	
	
	Owner Occupied
	
	Housing Association
	
	
	

	
	
	
	

	
	
	b)
Are you a permanent resident?
	Yes
	
	No
	
	
	

	
	
	
	

	
	
	In order to ensure equal treatment for all groups, please would you will in the Ethnic Monitoring Information below.  This will not affect the service in any way.
	

	
	22.
	How would you describe your ethnic origin?
	
	

	
	
	
	

	
	23.
	Please tell us what religion you are?
	
	

	
	
	
	

	
	24.
	What language do you find it easiest to use?
	
	

	
	
	
	

	
	25.
	Please tell us your name if you completed this form on behalf of someone else and how you can be contacted:
	

	
	
	
	

	
	
	
	

	
	
	

	
	26.
	Signed:
	
	27.  Date:
	
	

	
	
	
	

	
	
	
	For Office Use only:
	

	
	
	
	Case ID:
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