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Are you looking after a relative or a friend who needs care?
A Carer is a person of any age who provides care for someone with a long-term illness, mental ill health, addiction, disability or frailty, who would not be able to care for themselves without support. A carer may live with, or apart from, the person they care for. 

​​​​​​​​​​​​________​​​​​​​​​____________________________________________________________________
Please tell us about yourself, the Carer: 

Your Name: ………………………………………………………………

Your Date of Birth: ……………………


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

Home Tel No: ……………………………………………

Mobile Tel No: …………………………………………

	Phone
	E-mail
	Text

	
	
	


Email: …………………………………………………………….   


About You:  Please tick appropriate box(es): -      
	
	(
	
	(

	I have a long term health condition
	
	Employed (Full time/Part time)
	

	I have other family responsibilities
	
	Unemployed/Retired
	

	I balance caring with a job
	
	Student (Full time/Part time)
	

	I need some help/support
	
	Unable to work due to caring responsibilities
	


____________________________________________________________________________
Please tell us about the person you care for:-

Name of Person you care for: …………………………………………………
Date of Birth:   ……………………………..…….....
Relationship to you (husband, wife, partner, child, friend etc): 
…………………………………………………………….....
Name of GP Practice where the cared-for person is registered         …………………………………………………………….....
Home address: 
         ………………………..……………………………………………………………………………………………………
BCP Council area : 
            Dorset Council area:                                   Ethnicity: …………………………………………………
What conditions do they have: Please tick box(es) and delete as appropriate:-        

  ….(




                ….(
	Physical Disability/Disease
	
	Learning Disability
	

	Dementia
	
	Substance Abuse
	

	Mental Health Problems
	
	Frail/Older Person
	

	Terminal Illness
	
	Sensory problems
	



CARER INFORMATION SERVICES

· Do you consent to your GP practice making a referral to CRISP / Carers Support Dorset on your behalf, for further support in your caring role? 
(Where we send your referral depends on where the cared for person lives).                            
YES  /  NO 
· You are entitled to a Carer’s Assessment through Adult Social Services. Do you consent to your GP Practice forwarding your details?         

YES  /  NO
_____________________________________________________________
If you are a carer and the person you are caring for lives in the Bournemouth, Christchurch and Poole (BCP) Council area:

If you are a carer over 18yrs old – BCP Carer Support 

Tel: 01202 128787
Website: www.bcpcarersupport.org
Email: carersupport@bcpcouncil.gov.uk
If you are a carer under 18yrs old - Children's First Response Hub 

Tel: 01202 735046 

Email: childrensfirstresponse@bcpcouncil.gov.uk
If you are a carer and the person you are caring for lives in the Dorset Council area:

Carer Support Dorset 
Tel: 0800 3688349

Website: www.carersupportdorset.co.uk
Email: admin@carersupportdorset.co.uk
________________________________________________________________________________________
SHARED CONTACT DETAILS & MEDICAL INFORMATION
CONSENT
To be completed by Carer:

We require your confirmation that the information entered on this form is correct. 

Signed: ………………………………………………

Dated: ……………………………


Do you consent for your cared for persons contact details to be held on your patient record?

Signed: ………………………………………………

Dated: ……………………………


Do you consent for your contact details to be held on their patient record?

(If they are registered here at this Surgery)

Signed: ………………………………………………

Dated: ……………………………

SHARED CONTACT DETAILS & MEDICAL INFORMATION
CONSENT
To be completed by Cared for

We require your confirmation that the information entered on this form is correct. 

Signed: ………………………………………………

Dated: ……………………………


Do you consent for your carers contact details to be held on your patient record?

Signed: ………………………………………………

Dated: ……………………………


Do you consent for your contact details to be held on their patient record?

(If they are registered here at this Surgery)

Signed: ………………………………………………

Dated: ……………………………


Do you consent for your Carer to have access to your medical information? 
(E.g – calling the surgery to discuss appointments.)
Signed: ………………………………………………

Dated: ……………………………

Thank you for your time.  Please return this completed form to the surgery.
Clare Troke, Carers Lead, The Harvey Practice.
Preferred Method of Communication:
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