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Gateway Visiting Support Application

PLEASE RETURN FORM AND REFERENCE TO:
Gateway Visiting Support
65 Bonnington Road 
Edinburgh 
EH6 5JQ

Telephone: 0131 561 8910
Fax: 0131 561 8909 




	1. Personal Details

	Preferred Name:


	Date of Birth:



	Address:

Postcode:
	Telephone:




	2. Support Needs

	a) Do you already receive support 

from a recognised support agency? 

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

If yes, which one?

b) Please indicate if you think you need help with any of the following:

 FORMCHECKBOX 
General Well- Being



 FORMCHECKBOX 
 Social and Recreational Support 

 FORMCHECKBOX 
 Support with Health Issues



 FORMCHECKBOX 
 Support with Substance Misuse           
 FORMCHECKBOX 
 Financial Support


 FORMCHECKBOX 
 Housing/Tenancy Support 
 FORMCHECKBOX 
 Support with life skills

 FORMCHECKBOX 
 Support with employment and training

	Please indicate any presenting issues

 FORMCHECKBOX 
 Mental Health Issues
 FORMCHECKBOX 
 Substance Misuse Issues

 FORMCHECKBOX 
 Personality Disorder

 FORMCHECKBOX 
 Offending Behaviour

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 Physical Health Issues
 FORMCHECKBOX 
 Challenging Behaviour

 FORMCHECKBOX 
 Vulnerability Because of Age


	3. Employment 

	a) Are you working? 

No  FORMCHECKBOX 


Full time  FORMCHECKBOX 

     Part Time  FORMCHECKBOX 
           Voluntary  FORMCHECKBOX 
             Study   FORMCHECKBOX 



	4. Housing Background

	a) If you have been homeless can you please provide a brief history?  
      (Summary of dates, location, reasons)
b) Do you currently have your own tenancy? 
Yes  FORMCHECKBOX 

    No  FORMCHECKBOX 

If yes, what type of tenancy is it?

PSL   FORMCHECKBOX 
         CEC Tenancy   FORMCHECKBOX 
       Supported Accommodation   FORMCHECKBOX 

If you are about to move in to a new tenancy, what is the expected move-in date?

_________________________          

c) Are you currently looking for accommodation?     Yes  FORMCHECKBOX 

    No  FORMCHECKBOX 

If yes, what type of accommodation are you seeking?
PSL   FORMCHECKBOX 
     CEC Tenancy  FORMCHECKBOX 
     Supported Accommodation  FORMCHECKBOX 



	5. Health Issues

	a) Do you have any physical health problems? 
Yes  FORMCHECKBOX 

   No  FORMCHECKBOX 

Please give details and state if these impact upon your ability to look after yourself or your property:

b) Do you have any mental health concerns, either diagnosed or undiagnosed?                                                                             

 Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
     
If yes, please describe:



	6. Addiction Issues

	a) Do you use alcohol? 




Yes  FORMCHECKBOX 

          No  FORMCHECKBOX 

If yes, how often?

b) Do you use drugs? 




Yes  FORMCHECKBOX 
           No  FORMCHECKBOX 

If yes, how often?

c) Do you have support for drinking or drug use at the moment?  

Yes  FORMCHECKBOX 

          No  FORMCHECKBOX 



	7. Social Contacts

	a) Do you have family or friends who live near you? 
Yes  FORMCHECKBOX 

          No  FORMCHECKBOX 

b) Is this positive? 





Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 

c) Do you have any special communication needs?             Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 

                                                                                                          

	8. Legal History

	Are there any ongoing legal issues that would affect your current or future accommodation?

Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 



	9. Referral

	If you have filled in this form on behalf of a client, please fill in your details here.  If you are referring yourself, please name a professional who will be able to provide a reference for you.  
Name:                                                              Phone:
Address:



	I (name)………………………………………consent to the above person being approached for a reference in connection with my application to Gateway Visiting Support.

…...………………………………………..(signed)…………………………………….(date)

	10. Declaration

	I declare that the information I have given on this form is, to the best of my knowledge, accurate and true.
…...………………………………………..(signed)…………………………………….(date)


Equal Opportunities Monitoring Form  

Please tick the relevant box in each of the sections below
Section 1:   Gender – are you
	   Male
	 FORMCHECKBOX 

	Female
	 FORMCHECKBOX 

	Unspecified
	 FORMCHECKBOX 



Section 2:   Age – are you

	Under 16     FORMCHECKBOX 

	16 – 19     FORMCHECKBOX 

	20 – 24  FORMCHECKBOX 

	25 – 39   FORMCHECKBOX 

	40 – 49   FORMCHECKBOX 

	Over 50   FORMCHECKBOX 

	Over 65   FORMCHECKBOX 



Section 3:   Ethnic Group (background or culture) – are you: 

	White

	Scottish
	 FORMCHECKBOX 

	English
	 FORMCHECKBOX 

	Irish 
	 FORMCHECKBOX 

	Welsh
	 FORMCHECKBOX 

	Other 
	 FORMCHECKBOX 

	Please specify

_______________

	Asian, Asian Scottish, Asian English, Asian Welsh or other Asian British

	Indian
	 FORMCHECKBOX 

	Pakistani
	 FORMCHECKBOX 

	Bangladeshi
	 FORMCHECKBOX 

	Chinese
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 

	Please specify

_______________

	Black, Black Scottish, Black English, Black Welsh or other Black British

	Caribbean
	 FORMCHECKBOX 

	African
	 FORMCHECKBOX 

	Other 
	 FORMCHECKBOX 

	Please specify

___________________

	Mixed 
	 FORMCHECKBOX 

	Please specify

________________
	Other Ethnic
	 FORMCHECKBOX 

	Please specify

___________________


Section 4:   Disability – do you consider yourself to have 
Note: The disability categories used are broadly based on the definition of a disabled person in the Disability Discrimination Act 1995 as “someone with a physical or mental impairment which has a substantial or long term effect upon his/her ability to carry out normal day to day activities”.
	No disability or impairment

	 FORMCHECKBOX 

	A sensory impairment
	 FORMCHECKBOX 

	A learning disability
	 FORMCHECKBOX 


	A physical impairment
	 FORMCHECKBOX 

	A mental health condition
	 FORMCHECKBOX 

	Any other disability   or impairment
	 FORMCHECKBOX 






Name:  
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