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MEDICAL ASSESSMENT FORM (OF3)

	Officer’s Full Name
	(Mr/Mrs/Miss/Ms/Other)
	

	
	First name:
	

	
	Surname:
	



	Date:
	



	Main Applicant’s Full Name:
	



	Housing Reference Number:
	



Medical Assessments allow the Housing Department to work out which applicants need assistance because of a medical need. If you find that you want to write something but there is not enough space, please use Section 8 at the end of the form. 

Please ensure you complete this form in full and upload it to your housing portal or email it to:
Housing.Options@bromley.gov.uk 


Section 1 – Personal Details

Details of Person to be Assessed

	Full name:
	



	Gender:
	



	Date of birth:
	



	Home address:
	

	
	

	
	
	Post Code:
	



	Do you go to work or school:
	



(If not the main applicant)
	Relationship to main applicant:
	












Section 2 – Medical Conditions and Hospital Visits

Medical Condition One

	Medical condition:
	



	Condition details:





	



	How long have you had this condition?
	



	Are you receiving medical treatment for this condition:
	



	Treatment details:





	



	Are you awaiting further investigation or hospital referral or surgery?
	



	Further details:





	



	Do you take medication for this condition?
	




	Medication Name
	Dosage
	How often taken
	Taken since

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Medical Condition Two

	Medical condition:
	



	Condition details:





	



	How long have you had this condition?
	



	Are you receiving medical treatment for this condition:
	



	Treatment details:





	



	Are you awaiting further investigation or hospital referral or surgery?
	



	Further details:





	



	
Do you take medication for this condition?
	




	Medication Name
	Dosage
	How often taken
	Taken since

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Medical Condition Three

	Medical condition:
	



	Condition details:





	



	How long have you had this condition?
	



	Are you receiving medical treatment for this condition:
	



	Treatment details:





	



	Are you awaiting further investigation or hospital referral or surgery?
	



	Further details:





	



	Do you take medication for this condition?
	



	Medication Name
	Dosage
	How often taken
	Taken since

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Hospital Visits
	How many times in the last year have you visited hospital?
	



	Further details:





	




Section 3 – Benefits 

Are you in receipt of any of the following?

☐	Disability Living Allowance
☐	Personal Independence Payment
☐	Care		
	If yes, amount per month for Care:
	£


☐	Mobility
	If yes, amount per month for Mobility:
	£


	
Employment and Support Allowance 

☐	Work Related Activity Group
	If yes, amount per month for Work Related Activity Group:
	£


☐	Support Group		
	If yes, amount per month for Support Group:
	£


☐	Incapacity Benefit			
	If yes, amount per month for Incapacity Benefit:
	£





Section 4 – Housing  
Current living situation (pick just 1)

☐	A housing association tenant
☐	In temporary accommodation
☐	A private tenant	
☐	Owner-occupier
☐	Street homeless (if you are Street Homeless go straight to section 4)
☐	Living with friends or family
☐	Other		
	If other provide details:
	



What type of property do you live in? (pick just 1)

☐	Bed-sit	
☐	Flat	
☐	Maisonette	
☐	Bungalow		
☐	House	
☐	Hostel	
☐	Other		

	If other provide details:
	



	What floor is the entrance to your home?
	



	Do you use stairs to reach the entrance?
	



	If yes provide details:
	



	Do you use a lift to reach the entrance?
	



	If yes provide details:
	



	Are there stairs within your home? 

	



	If yes provide details:
	



	How close are the following to your home and how do you get there?

	



	Nearest bus stop: 
	



	Nearest train station: 
	



	Space to park a car: 
	



	GP details: 
	



	Other locations at which you receive other medical treatment:
 
	



	(If relevant) the nearest school:
 
	



	(If relevant) the place where your work is based:
 
	



	Other locations at which you receive other medical treatment:
 
	



	The nearest shop:
 
	



	(If you live apart) where your parents and/or children live:
 
	



	Do you have central heating?
 
	



	If no, do you use other forms of heating? 
	




	
If yes provide details:
	



	Do you have your own kitchen?
	



	
If no provide details:
	



	Do you have your own bathroom?
	



	
If no provide details:
	



	Do you think your current accommodation is making it difficult for you to manage your medical condition(s)?
	



(If you have answered No, go to Section 5) 

	
If yes explain why:
	



	If you think your current accommodation is making it difficult for you to manage your medical condition(s) do you think adaptations to your property would be useful?
	



	
If yes explain why:
	



	In order to solve these problems do you think you need to move property?
	



	
If yes explain why:
	



	Has an occupational therapist assessed your property?
	



	
If yes provide details:
	





Section 5 - Daily Living  

	How far can you walk without difficulty?
	



Do you use any of the following?

☐	Walking stick
☐	Walking frame
☐	Crutches
☐	Wheelchair

Can you carry out these everyday tasks independently and without difficulty? (please circle the one that applies to you)

Use a bath: Yes / No				Use a toilet: Yes / No	

Wash (self): Yes / No				Wash (clothing): Yes / No		
Shop: Yes / No					Cook: Yes / No

Cleaning/housework: Yes / No			Drive: Yes / No

Use Public Transport: Yes / No			Climb stairs: Yes / No

	If you have answered no to any of the above provide details:
	



	Does your condition affect your social life?
	




	
If yes provide details:
	



	Does your condition affect those who live with you or are close to you?
	



	
If yes provide details:
	



Section 6 – Drugs / Alcohol

	Do you consume alcohol?
	



If yes, how many units per week? 

☐ Less than 5	☐ 5-10	☐ 10-20	☐ 20-30	☐ 30-40	☐ More than 40

	Do you use drugs or solvents?
	



	
If yes provide details:
	




Section 7 – Contact Details
GP Doctor

	Name of GP / Family Doctor:
	



	Surgery Address:
	



	Telephone Number:
	



	Date of last visit:
	



Hospital Consultant

	Hospital Consultant name, title, and department:
	



	Hospital Name:
	



	Hospital Address:
	



	Date of last visit:
	



Other relevant authority (including Care Coordinator / CPN, Physiotherapist or other Health Professional, Social Worker, BDAS Support Worker or Carer)

Other Relevant Authority 1

	Job Title:
	



	Full Name:
	



	Full Address:
	



	Telephone Number:
	




Other Relevant Authority 2

	Job Title:
	



	Full Name:
	



	Full Address:
	



	Telephone Number:
	


 


Section 8 – Further Details 

	In your own words, how are you affected by your condition(s)?

	




























































Section 9 – Declaration

Before you return this form, please sign the declaration below. In all cases, the household member with the health problem must sign the declaration. If this person is under 18 years, then their parent/legal guardian must sign in their place.

I confirm that the information provided on this form is true, and that I will inform Bromley Council if there are any changes in my medical condition, housing needs or contact details. I give permission for my doctor / hospital consultant / other health professional / support worker to give details about my health, related to my application for rehousing to Bromley Council’s Medical Advisor. (Please note that we will not always consult your doctor).


Full Name: ____________________________________________________________________________


Signature: ____________________________________________________________________________


Full Name (If Applicable): ________________________________________________________________


Signature (If Applicable): ________________________________________________________________


Parent / Guardian of_____________________________________________________________________

(If under 18 years old) Parent / Legal Guardian Signature: 

______________________________________________________________________________________


Date: _______/_______/________________	
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