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  HORSFALL HOUSE

MINCHINHAMPTON CENTRE FOR THE ELDERLY LTD
Day Centre Application Form

Name……………………………………………………………………………………………

Marital Status…………………………………………………………………………………
Address………………………………………………………………………………………..

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

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


Telephone Number…………………………………………………………………………..

Date of Birth…………………………………………………………………………………..
Referred by …………………………………………………………………………………...   

Religion………………………………………………………………………………………..
Doctor/ Surgery…………………………Tel No……………………………………..........
Next of Kin……………………………… Relationship…………………………………...  

Tel No …………………………………… Email ……………………………………………

Other Contact………………………….. Tel No……………………………………………
Relevant Medical History…………………………………………………………………...

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

…………………………………………………………………………………………………..
Medication Taken During Day …………………………………………………………….

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

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

Allergies to Medication or Substances…………………………………………………..

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

Mobility Assistance/Requirements……………………………………………………….

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

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

Zimmer:   Yes/No?    
Stick:   Yes/No?   
Wheelchair:     Yes/No?   
Stand Aid:   Yes/No?   
Hoist:  Yes/No?        
Wheelchair outside use only:    Yes/No?

Communication………………………………………………………………………………

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

Comprehension/Confusion………………………………………………………………..
………………………………………………………………………………………………….
Memory Problems:   Yes/No?                                                                                   

Hearing impaired/ hearing aid worn:      Yes/No? 

Vision Impaired/ Spectacles worn:         Yes/No?

Speech Impaired:                                      Yes/No?

Dentures worn:                                          Yes/No?

Personal Care Needs ……………………………………………………………………….
…………………………………………………………………………………………………..

Requires a Bath:     Yes/No?      Needs Help dressing/undressing:     Yes/No?

Toileting Needs ………………………………………………………………………………
…………………………………………………………………………………………………..
Needs Help to Toilet:    Yes/No?        Needs Reminding to use Toilet:     Yes/No?

Catheter Fitted:   Yes/No?     Wears Pads:  Yes/No?     Any Other Aids:  Yes/No?

Dietary Requirements……………………………………………………………………….
…………………………………………………………………………………………………..

Diabetic Yes/No?   

Soft Food Yes/No?   

Food Allergies Yes/No?

Social Interaction…………………………………………………………………………….
…………………………………………………………………………………………………..
Hobbies/Interests ……………………………………………………………………………
…………………………………………………………………………………………………..

…………………………………………………………………………………………………..
Preferred Activities ………………………………………………………………………….
…………………………………………………………………………………………………..

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

Funding:       Private   Yes/No?          Social Services    Yes/No?

Preferred Day/Days………………………………………………………………………….

…………………………………………………………………………………………………..
Do you require transport:
   Yes/No?

Do you receive a Home Care Service from Horsfall House 
or other Providers:

   Yes/No?   

Who is your Home Care Provider? ………………………………………………………
………………………………………………………………………………………………….
Would you like information about Horsfall House Home Care:       Yes/No?

Would you like information about the Horsfall House Nursing Home:    Yes/No?

Invoice Address if different from service user’s……………………………………....
…………………………………………………………………………………………………..

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

Any Other Relevant Information ………………………………………………………….
…………………………………………………………………………………………………..

I hereby give permission to share this information with other health and social care professionals.

Signed………………………………………….   Date ……………………………………...
Relationship to applicant if signed on their behalf ……………………………………
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