APPLICATION FORM
PERSONAL DETAILS

	FORENAME
	SURNAME


	ADDRESS


	DATE OF BIRTH

	
	TELEPHONE

NO
	EMAIL
ADDRESS

	NUMBER OF DEPENDANTS
	
	AGES OF DEPENDANTS
	


EMPLOYMENT DETAILS
	NAME OF PRESENT OR PREVIOUS  EMPLOYER


	

	ADDRESS OF PRESENT OR PREVIOUS  EMPLOYER


	

	
	

	OCCUPATION
DATE LAST WORKED/RETIRED
	


REFEREE (must be a health care professional, other care worker or professional) WE MAY CONTACT YOUR REFEREE TO DISCUSS YOUR APPLICATION IF WE DEEM IT NECESSARY.   YOUR REFEREE SHOULD NOT BE SOMEONE WHO WILL BE PROVIDING THE THERAPY SESSIONS, HOME HELP OR HAS AN INTEREST IN THE ACCOMMODATION WHERE A BREAK WILL BE TAKEN
	NAME
	

	FULL ADDRESS


	

	
	

	PROFESSION
	
	NO OF YEARS YOU HAVE KNOWN THE APPLICANT
	

	TELEPHONE NO


	
	EMAIL ADDRESS
	

	Please state why you are supporting this application 



	

	


PREVIOUS APPLICATIONS
	WITHIN THE LAST FOUR YEARS HAVE YOU BEEN AWARDED A FACT GRANT


	Y
	N

	HAVE YOU APPLIED FOR A GRANT FROM ANOTHER CHARITY IN RESPECT OF THIS 
	Y
	N


	WHICH ONE GRANT ARE YOU APPLYING FOR:
	Break away
	Y/N
	Therapy
	Y/N
	Home Help
	Y/N


DETAILS OF BREAK– FULL DETAILS MUST BE GIVEN TO ENABLE THE TRUSTEES TO CONSIDER YOUR APPLICATION 
	NAME AND ADDRESS OF ACCOMMODATION
	

	
	

	LENGTH OF BREAK AWAY

	DATE FROM
	DATE TO

	COST


	ACCOMMODATION


	MODE OF TRAVEL
	

	
	
	COST OF TRAVEL
	

	TOTAL AMOUNT REQUESTED

	


THERAPY DETAILS





HOME HELP
	HCPC REGISTERATION

NO AND EXPIRY DATE
	      
	TYPE OF HELP
	

	NAME OF THERAPIST

	
	HOURLY RATE
	

	TYPE OF THERAPY


	
	HOURS REQUIRED PER WEEK
	

	NUMBER OF SESSIONS AND ESTIMATED COST 

OF THERAPY


	
	NO OF WEEKS REQUIRED
	

	
	
	NAME OF HELP
	

	
	
	
	


PLEASE SIGN BELOW TO STATE THAT THE INFORMATION YOU HAVE PROVIDED IS TRUE AND CORRECT
BY SIGNING THIS FORM YOU CONSENT TO FACT CONTACTING YOUR REFEREE TO DISCUSS THIS APPLICATION IF NECESSARY
	PRINT NAME
	SIGNATURE
DATE


MEDICAL PRACTITIONER’S STATEMENT

THIS SECTION MUST BE COMPLETED BY EITHER YOUR GP, HOSPITAL CONSULTANT OR NURSE PRACTITIONER
	PLEASE CONFIRM THE APPLICANTS NAME & ADDRESS
	CONFIRMED


	Y
	N

	HOW LONG HAS THE APPLICANT BEEN A PATIENT
	

	IN YOUR OPINION WOULD THE APPLICANT BENEFIT FROM THE PERIOD OF CONVALESCENCE OR THERAPY BEING REQUESTED?  
	
	Y
	N

	PLEASE STATE WHY THE APPLICANT WOULD BENEFIT FROM A GRANT


	

	

	WHAT IS/WAS THE PATIENT SUFFERING FROM?
	


	GP/CONSULTANT/NURSE PRACTITIONER SIGNATURE

DATE
	PRACTICE STAMP

ONLY APPLICATION FORMS CONTAINING A PRACTICE STAMP WILL BE CONSIDERED FOR A GRANT


WHERE DID YOU HEAR ABOUT FACT?
	


ADDITIONAL INFORMATION – IT IS ESSENTIAL THAT THIS SECTION IS COMPLETED
	Please include any information you feel would be helpful to the Trustees, in particular give details of why the break away/home help/therapy is needed.  You may want to ask your referee or a third party to help you complete this section.


	

	

	

	

	

	

	

	

	

	

	

	


PLEASE COMPLETE:

	HAVE YOU COMPLETED EACH SECTION IN FULL?
	Y
	N

	HAVE YOU SIGNED AND DATED THE FORM?
	Y


	N



	HAS YOUR REFEREE COMPLETED AND SIGNED THEIR RELEVANT SECTION?
	Y


	N



	HAS YOUR MEDICAL PRACTITIONER COMPLETED, SIGNED AND DATED THE FORM?
	Y
	N



	HAS YOUR MEDICAL PRACTITIONER ENDORSED THE FORM WITH A STAMP SHOWING THEIR NAME AND PRACTICE DETAILS?

	Y
	N


PLEASE NOTE IF YOU HAVE ANSWERED ‘NO’ TO ANY OF THESE QUESTIONS WE WILL BE UNABLE TO DEAL WITH YOUR APPLICATION WITHOUT RETURNING YOUR FORM.  THIS WILL INEVITABLY LEAD TO A DELAY IN DEALING WITH YOUR APPLICATION

WE RECOMMEND THAT YOU KEEP A COPY OF YOUR APPLICATION FORM BEFORE RETURNING YOUR COMPLETED APPLICATION FORM TO:  FACT, PO BOX 1291, LINCOLN, LN5 5RA
