[image: image1.jpg]wessexo

DriveAbility




TRANSFER ASSESSMENT APPLICATION
By completing and returning this Application Form to Wessex DriveAbility you are giving consent to undertake a Transfer Assessment.  Your consent may be withdrawn at any time. 

Client Signature:…………………………………………   Date:…………………………………..

Print Name:………………………………………………………


It may be useful for your Doctor, Consultant or Health Professional to have a copy of your report.  Please complete the details below:

Name of Doctor / Consultant / Health Professional:……………………..……………………………………..
Medical Practice Address:………………………………………………….....................................................

………………………………………………………………………………………………………………………..
1. PERSONAL DETAILS

Mr / Mrs / Ms / Miss / Other……………
Forename/s:…………………………………  Surname:………………………………..…….........

Address:……………….………………..……………………………………………….….................

Postcode:…..……………………...   Email address…………………………………………………

Contact number/s:……………………….….………….…  Date of Birth:……….…………………

Your Height:…………………………………….Your Weight
:………………….……………………
Who is paying for the assessment? (Please tick) 

	Another Charity
	
	Disability Group
	

	Client/ Family
	
	Solicitors
	

	Motability
	
	Others
	


How did you hear about us? (Please tick) 

	Attended before
	
	Solicitors
	
	Garage/Adaptor
	

	Driving Instructor
	
	Other Mobility Centres
	
	Publications/Media
	

	Motability
	
	Therapists
	
	Others
	

	Friends / Relatives
	
	Doctor
	
	
	


ETHNIC ORIGIN (These are the categories used in the National Census 2001) (please tick)
	(A): White


	
	(B): Mixed
	
	(c): Asian 

or Asian British
	
	(D): Black or Black British
	
	(E): Chinese or other ethnic group

	British
	
	White and Black Caribbean
	
	Indian
	
	Caribbean
	
	Chinese

	Irish
	
	White and Black African
	
	Pakistani
	
	African
	
	Any other

	Other White Background
	
	White and Asian
	
	Bangladeshi
	
	Any other Black background
	
	

	
	
	Any other mixed background
	
	Any other Asian background
	
	
	
	


 2. NATURE OF DISABILITY OR PROBLEM(S)

In your own words please specify your disability or problems:
……………………………………………………………………………………………………..………

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

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

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

Are you currently on any medication?
YES / NO

If YES state name…………………………………………………...………………….…………..…...

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

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

3. MOBILITY DETAILS

Are there any restrictions on how far you can walk? 



   YES / NO

   If YES, how far can you walk?
Do you require any aids when walking?

     


              YES / NO

Do you use a wheelchair?
YES / NO

   If YES, can you get in / out of your wheelchair unaided?
YES / NO
   If YES, are you able to load your wheelchair into a vehicle without difficulty?          YES / NO 
Do you receive High Rate Mobility Allowance?
YES / NO

4.  DETAILS OF AIDS AND EQUIPMENT

If you have a scooter or wheelchair that you wish to carry with you in your vehicle, please give as many details as you can such as manufacturer, make and type.

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

Please give details of any other equipment such as walking aids that you will need to take with you in your vehicle.
………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

5. TRANSFER ISSUES
Have you been assessed by a Mobility Centre before?                                       YES / NO

If YES, which assessment centre and when………………………………………………………….
If you currently have a vehicle that you travel in please can you give details such as manufacturer, make and number of doors and state what problems you are having with your transfers.

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

What do you hope to achieve from the Assessment? …………………………..………………

…………………………………………………………………………………………………………..…
 6. APPOINTMENT PREFERENCE 

We will contact you to arrange an appointment in due course if not already arranged. In order to assist us, do you have any specific days / dates or times that you are NOT available 

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

Thank you for completing the above details.  
Please return the form to:
Wessex DriveAbility

Leornain House

Kent Road, Portswood

Southampton

SO17 2LJ
Please select your payment method:

   Cheque:                      PayPal:

 (Enclosed)                     
(Cheques should be made payable to ‘Wessex DriveAbility’)

If you have any questions, please contact us on: 02380 512 222 

or email to enquiries@wessexdriveability.org.uk 
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