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Medical Needs and Disability Assessment Form

Please read this guide carefully before you apply. A copy of Medical Needs and Disability Assessment Form – Guidance for Applicants is also available from your local housing office.  

Circumstances where Medical Needs And Disability Awards will not be considered;
Medical condition  - is of  temporary nature, e.g. fracture

Insecure/homeless circumstances - applicants should request an interview with our Homeless Team who will be able to assess their situation and offer assistance and advice.

Financial circumstances - applicants should contact West Dunbartonshire Advice Service, Money Advice or Citizens Advice Bureau for assistance.
Anti-social neighbour problems - applicants should contact their Housing Officer who will be able to investigate the situation and where necessary work with ASIST and the Police to resolve the situation.

Dampness or poor condition of property - West Dunbartonshire tenants should contact the Repairs Section.  Housing Association or Private Landlord tenants should contact their own landlords. The Environmental Section can offer advice to tenants with Private Landlords.

Accommodation too large or too small - applicants should check with Allocations staff whether they are entitled to under-occupancy or over-crowding points in accordance with the current Allocation Policy.
Difficulty maintaining garden - applicants can contact Greenlight Garden Scheme who may be able to offer assistance.

Contact telephone numbers for all sections mentioned are listed on the back page of this form.

You can apply for Medical Needs and Disability points if you have a permanent or long lasting medical condition or disability that is made worse by your current accommodation.  A disability is a physical or mental health condition which has a substantial and long-term adverse affect on your normal activities of daily living.  Overall, medical priority applies mainly to medical conditions or disabilities that affect your mobility.  For example, you may find it difficult to climb the stairs in your current accommodation. 
This is not an assessment of the severity of your medical condition or disability.  It is an assessment of your need for alternative accommodation with the aim of alleviating the adverse affects of your current accommodation on your medical condition or disability. 
If more than one person in your household has a medical condition or disability which is made worse by your current accommodation, please only complete a form for the person whom your property is having the worst affect on.  However, a form should be submitted for any member of your household requiring wheelchair access regardless of whether a medical award has already been made.

The information you provide on this form will be used to assess whether you should be awarded medical needs and disability points.  It shall assist in the selection of accommodation to meet your needs and not for any other purpose.  Please note that your previously selected house types and area choices may be amended according to possible recommendations made based on the information you supply within this self-assessment form. 
If you require assistance in completing this form you may request this from your local area housing office where staff will be able to assist you.   
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Medical Needs and Disability Priority Form

This document is available in other formats such as audio tape, CD, Braille and in large print. It can also be made available in other languages on request. Please contact 01389 737625
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HOUSING, ENVIRONMENT AND ECONOMIC DEVELOPMENT

REQUEST FOR MEDICAL PRIORITY

Please provide true and accurate answers to all of the following questions and state “not applicable” to questions that are not relevant to you. 
(1)  
Main Housing Applicant’s details

	Title
	Surname
	First Name(s)
	Date of Birth

	
	
	
	


(2)  
Person Applying for Medical Priority (if different from above person)

	Title
	Surname
	First Name(s)
	Date of Birth
	Relationship to housing applicant

	
	
	
	
	


(3) 
Person Completing the Form for Medical Priority (if different from main applicant)
	Title
	Surname
	First Name(s)
	Occupation / relationship to housing applicant

	
	
	
	


(4)  
Current Address

	
	Medical Applicant’s Address

	Address
	

	Post code
	

	Daytime contact tel number
	


(5)      Medical conditions/Disability - Please list all medical conditions or disabilities and describe how
your current accommodation affects the condition/disability. (If you have any written proof of your medical condition(s) please enclose this.  You do not need to approach your Doctor for confirmation)
	Medical Condition/Disability

	Date/Year of 

Diagnosis
	How Current Accommodation Affects Medical Condition or Disability

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Continue on a separate sheet if necessary
(6)
Family Doctor

	G.P.’s Name
	

	Surgery Address:
	

	Telephone Number
	


(7)
Medication Please list all medication and what condition it is prescribed for. (Please provide a copy of your repeat prescription/medication list where applicable)
	Medical Condition
	Medication

	
	

	
	

	
	

	
	


Continue on a separate sheet if necessary

(8)
Benefits


Are you currently receiving any disability benefits?
Yes/No


If yes, please provide details below (and a copy of your most recent DLA/Attendance Allowance award letter)

Details of Disability Benefits Received:

	


(9)
Getting Around Your Home 


What is your current House Type: _________________ House Size: ______________


Bathroom
	Does your bathroom have

	(please tick)
	√

	Shower over bath
	

	Wet floor Shower
	

	Separate shower unit
	

	Bath only
	


	Do you have difficulty using any of the following:

	(please tick)
	√

	Bath
	

	Shower
	

	Toilet
	



Bedroom
	If your medical condition or disability means that you require an extra bedroom please specify why:

	For Medical Applicant        FORMCHECKBOX 
 Why?

	For Medical Equipment     FORMCHECKBOX 
 What equipment?

	For Carer:     FORMCHECKBOX 

How many nights per week will your carer stay




with you?  ___   (Please provide a letter from your carer confirming this)
Carer’s Name: ……………………………………………………………………..

Carer’s Address:……………………………………………………………………

	Do you have difficulty walking?               Yes / No / Some 

(please circle relevant answer)                                                 

	(please tick)
	√

	If yes, do you use any of the following (if yes, tick)
	

	Walking stick
	

	Walking frame
	

	Wheelchair
	

	Motorised Scooter
	


	If you use any of the above walking aids where do you use them?

	(please tick)
	√

	Indoors Only
	

	Outdoors Only
	

	Both
	


	Do you have difficulty with stairs inside or outside your home?

	(please tick)
	√
	If yes, please describe



	Yes
	
	

	No
	
	


	How many stairs are there?

	Inside your home
	

	Outside your home from the street to your front door
	


	Do you need handrails to help you climb the stairs inside or outside your home?

	(please tick)
	√

	Yes
	

	No
	

	Already have
	


	How many stairs can you easily manage?  (Please tick)

	
	None
	1-3
	4-8
	9-13
	14-20
	21-40
	40 +

	Inside your home
	
	
	
	
	
	
	

	Outside your home
	
	
	
	
	
	
	


	Do you have to go upstairs to the following?

	(please tick)
	√

	Toilet
	

	Bathroom
	

	Bedroom
	


	Would you describe the area you live in as hilly?

	(please tick)
	√
	

	Yes
	
	

	No
	
	


 (10)
Shops/ Transport

	Do you have difficulty getting to the shops and other places?

	(please tick)
	√

	Yes
	

	No
	

	If yes, please describe:




(11)
Other Health Problems

	If your health problem is not covered by any of the above questions, please describe how your current accommodation affects your medical condition or disability, and why a move would benefit your health

	


(12)
Hospital/Clinic
	Do you regularly attend a hospital or clinic?

	(please tick)
	√

	Yes
	

	No
	

	If yes, why do you attend the hospital/clinic?



	Consultant’s Name:

	Department:

	

	Address:


(13)
Other Support

If you get support from anyone else, such as a district nurse, social worker or psychiatric nurse, please provide their names and addresses.

	Name
	

	Occupation
	

	Address
	

	Tel. No. 
	


	Name
	

	Occupation
	

	Address
	

	Tel. No. 
	


(14)
Adaptations

Have you had an assessment by an Occupational Therapist?
YES/NO


If YES, have you been provided with any aids or adaptations in your current accommodation?

YES/NO


Please indicate below any adaptations or equipment  that has been provided for you in your current accommodation because of your medical condition or disability
	(please tick)
	√
	(please tick)
	√

	Wet floor shower
	
	Level access shower
	

	Over bath shower
	
	Bath aids
	

	Lowered kitchen
	
	Widened doors
	

	Stair lift
	
	Ramped access
	

	Other (please specify)


	



If you would like an Occupational Therapy assessment, you can self-refer by contacting Clydebank 0141 562 8700, or Dumbarton/Alexandria 01389 737082           
(15)
House Type


What type of housing would you consider to suit your medical needs?  Please tick relevant boxes.

	(please tick)
	√
	(please tick)
	√

	Ground Floor (access at ground level and no internal stairs)
	
	Extra Bedroom (for applicant/carer/ medical equipment)
	

	Access with few/or no external stairs 
	
	Internal Wheelchair use
	

	Not above First Floor
	
	Externally wheelchair accessible
	

	Flat with Lift
	
	Sheltered Housing
	


Have you previously applied for medical priority because of your medical condition or disability?

Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 


If yes, when did you apply   …………….. month/year

How has your situation changed? …………………………………………………………………………


……………………………………………………………………………………………………………….


……………………………………………………………………………………………………………….

DECLARATION  AND  CONSENT
	Before signing, please ensure that you have answered all questions correctly and have enclosed all required information/proof that has been rquested throughout the form.

If your circumstances change, including your address, you must let us know immediately.  Otherwise you may miss out on an offer of housing



The information I have given in this from is true and accurate.  I agree that West Dunbartonshire Council can make any enquiries they need to confirm the details I have given or to request further information where required.  

Sign in both boxes if you are the medical applicant and the housing applicant.










Housing Applicant’s Signature:

	


	Date:
	











Medical Applicant’s signature:










(if over age of 16 and not the Housing Applicant

	


	Date:
	


Contact Numbers

West Dunbartonshire Citizens Advice Bureau
Dumbarton Office

Alexandria Office

Bridgend House
77 Bank Street
179 High Street
ALEXANDRIA  
DUMBARTON
Tel: 01389 752727
Tel: 01389 744690 
Opening hours  9.30 to 3.30 Mon to Thurs

Opening hours  9.30 to 3.30 Mon to Thurs
                          9.15 to 3.15 Friday





     9.15 to 3.15 Friday

Clydebank Office

34 Alexander Street

CLYDEBANK  
Tel: 0141 435 7590

Opening hours  9.30 to 3.30 Mon to Thurs



     9.15 to 3.15 Friday

West Dunbartonshire Advice Service:

0800 980 9070

Environmental Services: 

West Dunbartonshire Council: 01389 738290
Homeless Section:

Clydebank: 0141 562 8894
Dumbarton/Alexandria:  01389 608031
Homeless Out of Hours: 0800 197 1004

Repairs (WDC tenants)
Clydebank:  0800 073 8708
Dumbarton/Alexandria:  0800 073 8707
Greenlight Garden Scheme:

All areas:  01389 721012

Estate Management:

Clydebank:  01389 738604

Dumbarton/Alexandria: 01389 608912 
