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About this form

Please fill in this form by yourself, if you can. The form has seven sections, but not all sections
may be relevant to you. It may help if you read through the form before you begin completing it.

The form begins by asking you for some general information in Section 1. It then asks you a
series of questions in Sections 2 and 3 to help us get a clear picture of how your iliness or
disability affects you.

If you are only applying for Clinical Costs (extra GP visits) you will not need to complete this form.
Please ask Income Support for a Clinical Cost Only (CCO) form.

Answer each question by picking the option that most applies to you. There is space at the battorw
of the page for you to tell us about your answer in your own words. If a question does no{ apply to
you, just tick NO and move on to the next question.

There is space in Section 4 for you to tell us about anything thatlis not covered by theg, questions.
This can include details of aids and adaptations that you usesésiich as a walkingsstigk or hearing
aid).

If you need help writing, you can ask someone to write down%our answers fos'you as logg*as you
sign the declaration on page 30 in Section 5.

Section 6 is optional. You can ask a carer, suppcit wolker or angihes person whg*krigws you to
complete it. They can say what they know about yo&condition®andvhow it affectswgur daily life.

If somebody fills in the form on your behalf,¥iev#nust sign.tie ceclarationta Section 7.

If you have any questions/abiottine forn yau“can cormiatt Customer and
Local E€rvices on4:444.

ol we us¢ your data
In accordance with the DatayRrotection (Jersey) Law 204& thid controller is registered with the
Office of the Informatioly Ccinmission@r 4nd the registration number is 17756.

The informationgoushave provided”gh jthis form and*the additional information you supply with it,
will only be used 1§, agsist us wilhsnis medicanomponent claim. The information will be stored on
the secure Social Security datanase.

We may check informatioif with dther infarmiation we hold and other benefits you may have claimed
or will claim in the futcms.

Relevant informa$on may alsel beyshared with other Government of Jersey departments, GP’s,
healthcare prbyiGers and thijgd marties in order to check its accuracy.

We mawnaad further infoymation from other Government of Jersey departments or relevant third
patties to*process ‘youmincome Support medical component claim. Income Support will only
request relevant information for the purposes of processing your claim request.

We may request a separate medical report from relevant healthcare professional(s) as stated on
this form.

We will not give information to anyone outside of the department unless the law allows us to, or
failing that we will seek consent.

Calls may be recorded for training and quality purposes. Find out more about how we use data in
our Social Security privacy statement on www.gov.je or request a written copy by phoning

01534 444444, Page 2



About this form (continued)

1. Start by filling in your general information

When you are ready to complete the form, start with Section 1 on page 5. Section 1 asks you for
your personal details, as well as contact information for the health professionals who treat you.
This might be your GP, a hospital doctor, consultant or therapist. You can give us contact details
for more than one person, and you can tell us who is mainly responsible for your care. If you need
space to supply more information, you can attach a separate sheet of paper to the form or use the
space in Section 4.

Section 1 has space for you to tell us about your iliness, disability or diagnosis. You can t¢ll u:
about more than one condition and any medication or treatment that you have for thegt cynditions.
You can also tell us how often you have seen your GP, as well asiany other medicaagpeintments
you have had, in the last 12 months.

2. Complete the numbered questions that apply to you

The answers you give in Section 2 and Section 38T hexform will help sdsiget a cléar piCtiwre of
how your illness or disability affects you. Each quistionihas its owii Instrtctions ame exainples to
take you step-by-step through the form to thepend. Wse questiomioes not apply t&you, please tick
No and move on to the next question in orger.,

The questions are written in bold text aithe top of each pagey and are it parts:
» Section 2 (beginning on page &)as<s question§avoutphysical aihd gensory functions
+ Section 3 (beginning on page M, asks questions apout mentaifunctions

You should complete ever{fguestion that youthimi applies tO you. Some conditions will be covered
by just one question; bt sCxfie conditions will riave effectsittiat’are covered by more than one
question.

You do not needitosry tG do the astivities set out in‘thexorm. Tell us whether (or not) you think you
could do them. Givg£xamples ifyOu think thisill help you explain your answers.

Use the boxes underneath-each/questionto%ellius, in your own words, how your iliness or
disability affects you.

It will help if you can{tgiigus about:
* pain, tirednesas@rid breathlegsnass;
+ differenceas {n ‘he way yousee! from day-to-day; and

+  amyihingesise you think'ye might need to know.

3. Supply any further information

There is space in Section 4 for you to tell us about anything that is not covered by the questions.
If you use aids or adaptations (such as a walking stick or hearing aid) you can tell us about these
on page 29. A carer, support worker or another person who knows you can complete the optional
Section 6.

If you think it will help explain your condition(s), please attach any relevant
supporting medical evidence you are able to provide.
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About this form (continued)

4. When you have completed the relevant parts

Please check, sign and return the form. Mark it for the attention of Income Support at Customer
and Local Services.

Please check the form ensuring that the correct signatures are in place. Section 5 (page 30).
If somebody else has filled in the form for you, they must sign and date Section 7 (page 33).

Please note:

» Parents/guardians/agents/delegates should sign for people who are unable to sign orgae
their consent (this also includes young persons aged 12 to 13).

* Young people aged 13 to15 may give their own consent howelver this is not magdaiory:

* Young people aged 16 and over should give their consenti&thby are able to dgse

You may be asked to attend an examination with one of @urdocters or ottie#nealthcare
professional. If this is needed, we will telephone or wrigato %ol 'in order to affédnge a coavenient
time and date.

It is important that you give us up-to-date contact Getaiis (includingsa telephone rigmber) and give
us details in Section 1 of any special requifements you maygiayes You can bhiing somebody with
you to the examination, and if you cannot gefto/lustomeraind Llocal Servicas because of your
medical condition we will arrange to visiyyou At home.

Page 4



Section 1 — About you

Surname

Forenames

Date of birth

Daytime telephone
number

Mobile number

| wish to apply for: (tick every box that applies)
Personal care element
(to meet the cost of help withwaveryday tasks)

Mobility element
(help towards the cost @f getiing around ottdoors)

Clinical Cost elefnent
(help towards coats of extra GP visits

form. Please ask Income Support for 2 Clinical CestOniy (CCO) form:

If you are applying for Clinical C@et eleinent as wgiigs a Personaicaig element and/or Mobility
element please also use Sectian 4¥%0 1cll us howgyaursiness affgCtayel and the reasons why you need
to see the doctor.

If you are applying for, a7 maarial care elen et and/oflMobilityyelement due to a physical or sensory
illness or disability, #omplele Section I (pages 8—20)

If you are applying fora/”ersonal cisé @and/or Moktity element due to a mental illness, learning disability,
brain injury or organic brain disgrdey complete Seetici 3 (pages 21-27).

T Rediments tabend an xamination

You may be asked to.gc¢io/an examinatioriwith one of our doctors. If asked to go to an examination
please use the spacaovlow to telldis about any special requirements you have.

Tell us if you wouid Jike to have'someone with you because:
» of yousmadidal conditigag or
* younged\a translates ¢r sémebody to help you communicate.

Also, piaase tell us if you cannot go to an examination because of your medical condition(s).

Please give any dates in the next three months when you cannot go to an examination. This could be
because you have holidays or hospital appointments, or because you cannot arrange to have
somebody with you on these dates.
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Section 1 — About you (continued)

About your iliness or disability and the treatment and help you receive

Tell us who is most responsible for your medical treatment (e.g. GP, hospital consultant or
other health professional)

Please tell us about your illness, disability or diagnosis in the table below

Name of How long
iliness, have you had | have you been prescribed for

disability or this disability |this illness or disability
diagnosis or illness

e.g. Stroke e.g. 6 months e.g. Aspirin 75mg; physiotherapy org. Qaily ‘'medicinesairnd
| Tay Hospital ancs a week

Please tell usfycur GP’s namesand the name of the practice

How many times (approximately) have you seen your GP in the last 12 months?

Does your GP provide treatment for your condition(s)? This might include medication or
regular tests
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Section 1 — About you (continued)

2. Treatment through a hospital in Jersey or the UK

Doctor 1 Doctor 2
Name of doctor, consultant or therapist Name of doctor, consultant or therapist
Name of hospital Name of hospital A
Department Department A
lliness or disability lliness“ar disability o N\
How often do you see them I H_O\A_often do ?,u_‘l—v:e them ____ o/
When was your last appointment “""| When w_a.s—',our Iastir}ﬁntment

N NN

3. Treatment/suppo ~>‘ omeo mt‘. or hospital consultant

If you are having treat neri/supportfr¢ m someone ethur than a GP or hospital

consultant please,give uweir details |
Ferson 1 Person 2
Name of the persci’who treats wo'i Name of the person who treats you

5

What treatment/sujroit do they (jive,you? What treatment/support do they give you?

Their adaxés's Their address

Postcode Postcode
Their telephone number Their telephone number
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Section 2 — Physical and sensory functions

Do you have a physical illness or disability?

If the answer is yes, please answer questions 1 to 12 in this section.

By this we mean an iliness or disability that affects your body or senses.
For example:

e cataracts

osteoarthritis
« stroke
 diabetes

« amputation

* seizures

The assessment takes into account situations where.aperson normaliy“uses an aid
(such as walking stick or hearing aid )\gr a/prosthesis (such as a‘prosthetic leg).

If you are normally fitted with gt noriwally weai avsrosthesig;ycw'will be assessed
as if you were fitted with or Weafing that prosthesis. If you riermally wear or normally
use any aid or appliancefae cotld reasgriably be expactad to normally wear or
normally use any aid ¢i*enuiiance, yoowii’be assessed as if you were wearing or
using that aid or apgliarice.

If you do not ivave a rhiisical illness or disability, please go to
Section 3 on page2

Page 8



Section 2 — Physical and sensory functions (continued)

Q1 - Sitting in an upright chair with a back but no arms

This question looks at whether you can sit comfortably in a chair.

By sitting comfortably we mean without having to move from the chair because the amount of
discomfort makes it impossible to continue sitting.

By chair we mean an upright chair with a back but no arms.

Do you have any difficulty sitting comfortably in a chair?

No |:| Go to page 10.

Yes |:| Please tick the statement that most applies to you. Tick one box oaly;
Then, if possible, give us more information about your choice,in
the box at the bottom of the page.

a | cannot sit without severa aiscomfort.

| cannot sit without sevare siscomfort for more than 10 minutes
before having toaoye from the chain

b

| cannot sit without'wevere discomrort for mora than 30 minutes
before haxiny 1o siove froni vheChair.

| canno sivwithout severeidiscomfort for iiiore than one hour
befdra having to movefrom the chair.

HR NN

Nudie of the,above statements oppiy.

More informatic¢a
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Section 2 — Physical and sensory functions (continued)

Q2 - Standing without the support of another person

This question looks at whether you can stand without the support of another person.

By standing we mean standing by yourself using your walking stick or an artificial limb (if you
normally use one), but without the help of another person and without holding on to something.

Do you have any difficulty standing without the support of another person?

No |:| Go to page 11.

Yes |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about ybur choice in
the box at the bottom of the page.

a |:| | cannot stand at all without the support of anothe! person.

b |:| | cannot stand for moresiian .0 minutes \iZnput the swppor of
another person.

c |:| I cannot stand fa« mOre than 30 niinvtes withousthe support of
another person.

d |:| None of {ae :.bove statemintsiapply.

More information
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Section 2 — Physical and sensory functions (continued)

Q3 - Getting up from sitting in an upright chair with a back but no arms
without assistance

This question looks at whether you can get up from a chair.
By getting up we mean getting up by yourself without assistance.

By chair we mean an upright chair with a back but no arms.
Do you have any difficulty getting up from a chair?

No |:| Go to page 12.

Yes |:| Please tick the statement that most applies to ye:ut..ick one box onilv.
Then, if possible, give us more information about your choic#"in
the box at the bottom of the page.

a |:| | cannot get up from sitlingyirna chair to s'zinding withiautihz
support of another per:on.

b |:| | cannot get up fioria chair withgutthclding on/it,something.

c |:| None of the.anove statemepts.apnly.

More information
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Section 2 — Physical and sensory functions (continued)

Q4 - Walking

This question looks at how well you can walk.

By walking we mean walking on level ground, using an aid such as a walking stick or an artificial
limb (if you normally use one).

Do you have any difficulty walking?

No |:| Go to page 13.

Yes |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about yaur choice in
the box at the bottom of the page.

a | cannot walk at all.

b | cannot walk more than_a tew sweps and’6» walk up_and fiawn one
stair without having to stop or feeling 2aviare discomfort;.sven with

the support of a handra:!

I cannot walk moug thain 50 metros (1)5 yards) ¢ nalor walk up and
down a flightof 12 Jtairs withioutihaving to/srantor feeling severe
discomfost.

| cannot wialii more than 203 metres (220 yards) without having to
stop aré=eling seve e a'scomfort

| ciinnot wa'k more than 400.metres (450 yards) without having to
etsp or feeling severe diccomfor:.

NN E

f FT None ¢t rievabove statemuents apply.

More information
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Section 2 — Physical and sensory functions (continued)

Q5 — Bending or kneeling from a standing position

This question looks at whether you can bend or kneel.

By bending and kneeling we mean you can do the activity either by bending or kneeling,
or by a combination of both, from a standing position, not from sitting.

Do you have any difficulties bending or kneeling?
No |:| Go to page 14.
Yes |:| Please tick the statement that most applies to you. Tick one box only.

Then, if possible, give us more information about ypur choice in
the box at the bottom of the page.

a |:| I cannot bend to touch my kneas'an straighten ur again.

b |:| | cannot either bend or JGiealor bend anc kingel or sqgua., Qs if to
pick up a piece of papur off the floor_ znd\straightensap_again.

c |:| None of the abo‘e statements appiy

More information
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Section 2 — Physical and sensory functions (continued)

Q6 — Reaching

This question looks at whether you can reach out with your arms.
When we say either arm we mean you cannot do these things with either your right or your left arm.
Do you have any difficulties reaching out with your arms?

No |:| Go to page 15.

Yes |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| | cannot raise either arm as if to put sornething in thiasoreast packat
of a coat or jacket.

b |:| | cannot raise either arri Oy head as if(te put on a iat.

c |:| | cannot raise one arm asif'to put semething in the kre: st pocket
of a coat or jacket, but | can withgdng, cther.

d |:| | cannot raise'one arm to myv keac as if to plit/cn a hat, but | can with
the otheriarn..

e |:| Nonrg of thie above statements applv.

More information
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Section 2 — Physical and sensory functions (continued)

Q7 - Lifting and transferring to a distance of 60 centimetres (2 feet) by

using your upper body and arms at tabletop level

This question is about arm strength and co-ordination. It looks at whether you can lift and transfer
objects. The ability to use your hands is looked at in question 8.

When we say either arm we mean you cannot do these things with either your right or your left arm.

By lifting we mean to pick up an object from a height that does not involve bending or reachiig.

Do you have any difficulties lifting and transferring objects with your arms?

No |:| Go to page 16.

Yes |:| Please tick the statement that most applies to you. Tick one/5ox anly.
Then, if possible, give us more informationtabaut vour choicesi
the box at the bottom of the page.

a

More information

[

NS L L L

I cannot pick up and transfer a glass fill2awith 200 miiiiitres
(about half a pint) #¥ water with eitherarn

| cannot pick up andour frorita il saucepanior kettle filled
with 1.5 litres (2.5 pints) of puavarswith either arrv.

| cannc \wick up and transferra 2.5 kilogranv(5.5 pound) bag
of pistatcew with eitbemarm.

I caravet pick up andi#ransfer a ¢laoss/filled with 200 millilitres
(aknut half a pit) of water witirahe arm, but | can with the other.

None of thie asove stateinents apply.
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Section 2 — Physical and sensory functions (continued)

Q8 — Manual dexterity

This question looks at whether you can use your hands.

When we say either hand we mean you cannot do these things with either your right hand or your
left hand.

Do you have any difficulties using your hands?
No D Go to page 17.

Yes D Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about ypur choice in
the box at the bottom of the page.

a. | cannot turn the pages of a bbonwith either haind.

b. | cannot turn a star-heafdes sink tap with 2itlier hand.

I cannot pick up an objest 2.5 centimewes’(1 inch) ir, di¢meter,
like a 2 pence cein, with either ha:x<!

| cannot use ‘o, spooit with eitkar Kand.

| cannct tinda bow in laces ¢ string.

| caret turn a star-1eaded sink tapwwiia one hand, but | can with
theathor.

L cennot pick% g=an obje¢t 2.5 centimetres (1 inch) in diameter,
like a 2 peince coin, witn,one harid, but | can with the other.

O L LI

h None.c"the above statements apply.

K<

More information
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Section 2 — Physical and sensory functions (continued)

Q9 - Vision, including visual acuity and visual fields, in normal daylight or
bright electric light

This question looks at whether you can see things in normal light, using visual aids like contact
lenses or glasses if you normally wear them.

By visual acuity and visual fields we mean clearness of vision and your ability to focus.

By normal light we mean daylight, if you are outdoors, or bright electric light, if you are indot:s.

Do you have any difficulties seeing things in a normal light even with visual aids, 1ike
glasses or contact lenses, if you normally wear them?

No D Go to page 18.

Yes | | Please tick the statement that most appliesto Jiou/Tick one'5ox bnly.
Then, if possible, give us more informati=abaut your choice In
the box at the bottom of the page.

a D has no light perception.

b D | cannot see well enodgh to redd #epoint print at a distance of
20 cm.

This 3713 point priit

c D Has 50% or greatsr vedriction of winuel fields.

d / J I cannot segywull enoughiio reco ynise a friend at a distance of 5
metres,

e U has'25% or more.butless than 50% reduction of visual fields.

f 74 I cannotsSe well enough to recognise a friend at a distance of
at least1Sraetres.

9 \_—I Noneoiithe above statements apply.

Mose intarmation
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Section 2 — Physical and sensory functions (continued)

Q10 — Hearing

This question looks at your hearing.

Do you have any difficulties hearing sounds, even with a hearing aid if you normally wear one?
No |:| Go to page 19.

Yes |:| Please tick the statement that most applies to you. Tick one box only.

Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| | cannot hear well enough to follow a'‘elevision or radia programme
by hearing alone, even with the volumy, turned.::n:

b |:| | cannot hear well enough to undesgiand someaons talking in aloud
voice, in a quiet room, bv_heariry alone.

c I:l I cannot hear well enouah t¢ understaid “omeone tdlking in a
normal voice, in 2/quiet room, by hecriny alone.

d |:| None of the above yfatements apniy.

More information
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Section 2 — Physical and sensory functions (continued)

Q11 — Speech

This question looks at whether you can speak and be understood.

Do you have any difficulty speaking to people or making yourself understood by them,
because of any speech impediment, iliness or physical disability you have? This excludes
difficulties caused by your accent or language barrier.

No |:| Go to page 20.
Yes |:| Please tick the statement that most applies to you. Tick one box only.

Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| | cannot speak or use language 2ffectively tozemiunicate,
even with close family or frienas,

Strangers cannot understard iny speesh it 2l
Strangers have diificulty understanaing'my speech.

None of the above atatements apniy.

HiEAN

More information
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Section 2 — Physical and sensory functions (continued)

Q12 — Seizures causing loss of consciousness or altered consciousness

This question refers to a fit or seizure which causes a loss of consciousness or altered
consciousness.

It does not include dizzy spells, giddiness, vertigo or simple faints.

Do you have seizures causing loss of consciousness or altered consciousness?

No D Go to page 21.

Yes D Please tick all the statements that apply to you.
Then, where possible, provide more information to 2xplain your cheicz in
the box below.

Yoo, “No
Were you awake when the seizure commencad but ‘:/
had no useful warning of the seizure?
Are you so disorientated and con‘usec after a D L_ \

seizure, you need somebody/with yGu to preveat
injury or harm to yourself ¢r ciners?

In the last six months, aveyou had:

a D Six or moue seizures causivig loss of wonsciousness or altered
consciousness

b At jeast three ¢eizures causingloss of consciousness or altered
aarisciouspesii

c W lr Atleasitne-seizurescausing loss of consciousness or altered
consaicisness

d D 1012 of the abbve)statements apply

More informaticn
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Section 3 — Mental health functions

Do you have a mental illness or disability?
By this we mean an illness or disability that affects your mind. For example:
a. A mental illness such as:

* depression;

* schizophrenia.

b. A learning or developmental disability such as:
+ Down’s syndrome;

» autistic spectrum disorder.

c. An organic brain disorder such as:

+ the effects of a brain injury (including a stron=jach affects your learning, mesory,or
thinking;

e dementia.

If the answer is yes, please answer questioris 12to 18 in thissection.

If you do not have a menta!illness, disability or organic prain disorder,
please go to Section 4 oax'page 28.
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Section 3 — Mental health functions (continued)

Q13 — Management of personal finances

This question looks at whether you can understand the concept of money and are able to
understand the need to manage your personal finances.

Do you have any difficulties understanding the need to manage your personal finances?

No I:l Go to page 23.

Yes |:|

Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a I:l | do not understand the value of money.
b |:| | cannot budget for daily/::2ekiv rieeds.

c I:l | cannot budget for irre gulai biils.
g L

More information

None of the aboyc statements apuiy:
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Section 3 — Mental health functions (continued)

Q14 - Maintaining appearance and hygiene

This question asks whether you will keep up a reasonable appearance and standard of hygiene
without being reminded or instructed by others.

By hygiene we mean:

* washing <« bathing < shaving < grooming

Do you have any difficulties keeping up a reasonable appearance and standard of
hygiene?

No I:l Go to page 24.

Yes |:| Please tick the statement that most applies to you.“iick one boxwoniy:
Then, if possible, give us more information aiout your choide in
the box at the bottom of the page.

a |:| | am unable to keep up /iormal standards«0i‘arpearance anc lygiene
without another person iamisiding me/Giwaiching over mi2 each day.

b |:| | am unable to kevp‘up normal stalxdaids of appcarance and hygiene
without anotliar person remind ng ime or watenyagover me each week.

c |:| None of tinve‘above stateraents apply.

More information
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Section 3 — Mental health functions (continued)

Q15 — Management of daily routine

This question looks at whether you understand the need to get up and go to bed at an appropriate
hour. It also looks at whether you can understand the difference between night and day.

Do you have any difficulties managing your daily routine?
No |:| Go to page 25.

Yes |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| | do not get up from bed without beiiig, told and | have,ng, idea of
day and night.

| need to be told daily to mcxe=atire | get ur.and go to bezyat
appropriate times.

| need to be told dxily to vivake sure < geiup or go to he at
appropriate timet.

I need to bea.tcid from time t9 time to make Curen get up or go to
bed at agoreopriae timeg,

HE N EEE

e Nortnof the above statements apply

More information
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Section 3 — Mental health functions (continued)

Q16 — Awareness of danger and consequences of behaviour

This question looks at whether you can recognise common dangers and take appropriate action.
It also looks at any behaviours which may put you or others in danger.

Are you aware of the dangers and consequences of your behaviour?

Yes |:| Go to page 26.

No |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| | am totally unaware of common darigars or harmful things that
could happen because of my buhaviour.

n |:| | need to be told, at least eV&iy=chy, about.2common dangens r
about harmful things tk‘at chuid happen b:Cause of my,benziviour.

c |:| | generally know akout coiiimon dangersiand do not riaed to be told
about harmful thiaos that could hiippun’because’oimy behaviour, but
only when | am in a*Zmiliar stractured enviroriment.

d [ | None of {aesbove statéments ‘apply.

More information
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Section 3 — Mental health functions (continued)

Q17 - Getting around outdoors

This question looks at whether you can find your way around outdoors independently.

Any difficulties in getting around outdoors must be due to a mental iliness, mental disability or
organic brain disorder.

Do you have any difficulties finding your way around outdoors independently?

No |:| Go to page 27.

Yes |:| Please tick the statement that most applies to you. Tick one box only.
Then, if possible, give us more information about ypur choice in
the box at the bottom of the page.

|

| cannot cope with leaving thézhcusereven if I'ain @ ccompanind vy
another person.

| cannot cope with leaving tl e house uiliass”t am aceenipanied by
another person.

| cannot cope with finding my ysay,around evenin piaces | know well.

| cannot Zop:: wi‘n finding'myzway arouria iriglaces | do not know.

HEIEE

None otitie above statements apply.

More information
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Section 3 — Mental health functions (continued)

Q18 — Coping with change

This question looks at whether you can adapt to change in your routine.

Do you have difficulties with changes in your routine?

No |:| Go to page 28.
Yes |:| Please tick the statement that most applies to you. Tick one box only.

Then, if possible, give us more information about your choice in
the box at the bottom of the page.

a |:| Changes in my routine that have beel) planned for a while result in
disruptive or potentially harmful bena:iour.

b [ | Changes in my routine that are,net sianned result/n disruptive or
potentially harmful behavic.r.

c |:| None of the above stat:ments apply.

More information
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Section 4 — Other information that you wish to tell us

Please use this space to tell us anything else you think we should know about how your illness or
disability affects you.

Please give examples, and tell us about any day-to-day changes in your condition (i.e. ‘good’ and
‘bad’ days). If you need more space, you can use the blank pages at the end of the form or attach
a separate document.

If you are applying for the Clinical Cost element as well as a Personal care element and/or a
Mobility element please use this space to tell us why you may need to visit your GP more
frequently.
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Section 4 — Other information that you wish to tell us
(continued)

Please list the aids and/or adaptations that you use

For example:

* Ahoist, monkey pole or bed raiser to get out of bed.

« Acommode, raised toilet seat or rails to help you with your toilet needs.

« Bath rails, shower seat or hoist to help you shower or bath.

« Stair lift, ejector chair, wheelchair or rails to help you move indoors.

« Walking stick, frame, crutches or artificial limbs for help walking/standing.
» Special cutlery or crockery to help you eat and drink.

* Hearing aid or text phone magnifier to help you communicate.

» Sensory or communication aids.

Aids/adaptations How does this hel
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Se

ction 5 — Declaration

Nam

Sign

Date

| declare that the information | have given on this form is correct and complete to the best of
my knowledge.

I understand that Customer and Local Services (Social Security) may cross-check any
information given on this form against other information that it may hold.

I understand that where there is a need to check the accuracy of information on thig form
and for any information needed to deal with:
+ this claim for benefit;

* any request for this claim to be looked at again;

« any redetermination or appeal against this claim
that Income Support may share relevant information.! have provided withi
* my GP;

« any doctor who has treated me;
* hospital, clinic or facility where | have beentraated;

* anyone else who has given me treatment (such as a giysictherapist)

» Social Worker.

If you have any questions orsaneerné regarding “wsscontacting the se third parties, please
discuss this with Income Supgart

| also understand that Ifiteme Support maytwse the infofimaten it holds now or may obtain in
the future to decide viiwather | am entitild va:
» the benefit | am Hlaiming;
* any other<sa<fit have clair'>e;
* any ofkier ber efit | may claiin,iri the futuze:

| understand iat you smaiirequest ay separate medical report from relevant healthcare
professional(s) as stated,on this form.

You must sign this foitn youréalf if ‘pgu can, even if someone else has filled it in for you. A
parent/guardiai/dgent/delega‘e maust sign on page 33 for a young person or somebody who
cannot give(tha!r Consent.

Warning
Anyperseit who knowing!ly makes any false statement or false representation for the purpose
af uhwairiing benefit ¢y themselves or for someone else commits a criminal offence for which
thiey rhay be progecuied, and may also be required to repay the amount fraudulently obtained.

e

ature
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Section 6 — Statement from someone who knows you

You do_not need to ask your GP to complete this section as Income Support will ask your doctor to
send us a different report.

Completion of this section is optional

The best person to complete this section is the person who is most involved with your treatment or
care. This would usually be somebody who sees or cares for you regularly, perhaps on a daily baxis.

Statement from your carer/healthcare professional/support worker N

Please tell us how often you see the person who this form is about and tell us abeett this elp that
you give them.

Please tell us what you ktiowsadout theirgiirigss and disabilities, and how they are affected by them.
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Section 6 — Statement from someone who knows you
(continued)

Carer/Healthcare Professional/Support Worker declaration

Thank you for your time in completing Section 6 and giving information to us. Please sign and
date this report.

* | confirm that the information | have provided in this report is correct.
* | understand that this report may be used to review the current claim.

* | understand that this report may be released to the claimant or to any Appeal Tribunal.

Warning

Any person who knowingly makes any false statement or false re oresentation for tine purpose
of obtaining benefit for themselves or for someone else commits a,criminal offancexfoswhich
they may be prosecuted, and may also be required to repéy the amount flfaudulerily obtained.

What is your job
or profession

Your full name N

Your place of
work and contact
details

Ljncwode N L
Daytime telephcie [p / J
number — _\
Signature B &\~ "’
Date N

Page 32



Section 7 — For people filling in the form for the claimant

Even though you have completed this form for the claimant, they must still sign on page 30
unless:

» they are so ill or disabled that they find it impossible to sign for themselves; or

» they are incapable of understanding the declaration on page 30.

If you are filling in the form on the claimant’s behalf, please provide your details below.

Warning

Any person who knowingly makes any false statement or false representation for the pgipose
of obtaining benefit for themselves or for someone else commits a criminal offence far which
they may be prosecuted, and may also be required to repay the emount fraudulentiy ol'tained.

Your full name

Your address =N/

Postcode
N9 __ 9 ]

Daytime telephone ~) §‘
number

Relationship A \ ~

(if any) A A X

Declaration _

I confirm that | Grrthe parent/guardian/agent/delegate for the claimant.

Signature

Déte [N\
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Section 8 — Other information

Use this page to tell us any extra information we have asked for. Show which
section of the form you are giving the extra information about.
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