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 CHARITY NUMBER 1090731



    

PRIVATE & CONFIDENTIAL – Please complete below (in block capitals) – boldly

Mr/Mrs/Miss: ………………. Forenames:……………………………………… Surname:………………………………………………………

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

……………………………………………………………………………………..  Post Code: …………………………………………………….

Telephone…………………………………………………………………………..Age:………………………DOB:………………………………

Mobile Tel:…………………………………………………………………………Weight:…………………………………………………………

E-mail:……………………………………………………………………………... Passport:   YES/NO
         E111:   YES/NO






                                                                                                    (essential)

NEXT OF KIN

Mr/Mrs/Miss: ………………………...Forenames:………………………………Surname:……………………………………………………….

Address:…………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………...Post Code: ………………………………………………………

Telephone:…………………………………………………………………………Relationship:……………………………………………….……

Mobile Tel: ………………………………………………………………………..E-mail:…………………………………………………………..

DETAILS OF G.P.
Name:
………………………………………………………………………………………………………………………………………………...

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

Post Code: ………………………………………………………………………..Telephone:……………………………………………………….

LOCAL HOSPITAL

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

……………………………………………………………………………………..Telephone:………………………………………………………

MEDICAL CONDITION AND PAST OPERATIONS:
…………………………………………………………………………………………………………………………………………………………

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

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

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

Are you a diabetic   YES/NO

If yes, controlled by diet tablets/injections?……………………………………………………………………………………………………….

Are you an epileptic  YES/NO

If yes, controlled by medication and or suppositories…………………………………………………………………………………………….

Have you a pacemaker  YES/NO

Please specify other medical conditions requiring injections or special treatment …………………………………………………………….

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

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

MOBILITY





Specify aids used e.g. walking sticks, zimmer frame etc

Are you able to stand?


YES/NO

……………………………………………………………………………………

Are you able to walk?


YES/NO

……………………………………………………………………………………

Are you able to manage stairs?

YES/NO

………….…………………………………………………………………………

Are you able to transfer from bed to chair?YES/NO
……………………………………………………………………………………

Are you chairbound?


YES/NO

……………………………………………………………………………………

Are you bed bound?


YES/NO

……………………………………………………………………………………

Do you use a wheelchair?

YES/NO

……………………………………………………………………………………

Do you have your own wheelchair?
YES/NO

If yes, is it collapsible
YES/NO……………………………………………








Does it have a mould
YES/NO……………………………………………

Do you need a hoist for transferring?
YES/NO

……………………………………………………………………………………..
Do you need a board on beds?

YES/NO

…………………………………………………………………………………….
Do you need a spenco for travelling?
YES/NO

……………………………………………………………………………………..
PERSONAL HYGIENE

Are you fully independent with personal care YES/NO
……………………………………………………………………………………….
Do you need assistance with washing?
YES/NO

If yes, specify usual routine ……………………………………………………








……………………………………………………………………………………….







………………………………………………………………………………………
Do you need assistance with dressing?
YES/NO

If yes, specify dressing routine ……………………………………………….








……………………………………………………………………………………….







………………………………………………………………………………………
Continent

Incontinent


Do you use pads?



YES/NO

If yes, please bring your own ………………………………………………..

Do you have a catheter


YES/NO

If yes, date last changed and bring spare …………………………………..

Do you self-catheterise?


YES/NO

Frequency …………………………………………………………………….

BOWELS
Continent

Incontinent

How regular?
………………………………………….
Is medication needed?  If so, specify ……………………………………….

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

Do you use any of the following?

Bottle:
YES/NO


Bedpan:
   YES/NO

Commode:    YES/NO

Any current sore areas or wounds?

YES/NO

If yes, where ……………………………………………………………………..………………………………………………………………………..

Treatment given: ………………………………………………………………………….……………………………………………………………...

COMMUNICATION

Sight
Normal/Restricted/Blind/Glasses/Contact Lenses

Hearing:
Normal

Restricted
Hearing Aid

Speech:

Normal

Restricted
Specify what restriction ……………………………………………………………….

Aids used e.g. boards, cards etc …………………………………………………………………………………………………………………….
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BREATHING

Do you use inhalers?


YES/NO

If yes, please bring your own ……………………………………………….

Do you use a Neubliser?


YES/NO

If yes, please bring your own ……………………………………………….

Do you need oxygen?


YES/NO

If used frequently please bring own supply ……………………………….

NUTRITION

Please state any special diet
………………………………………………………………………………………………………………………

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

Do you need assistance with feeding:
YES/NO

……………………………………………..………………………………………..

Do you need assistance with drinking?
YES/NO

………………………………………………………………..……………………..

Are any aids or appliances used?

YES/NO

e.g. special cup, straw, rimmed plate etc …………………………………..

NIGHT TIME

Do you need any help during the night?
YES/NO

……………………………………………………………….………………………








……………………………………………………………….………………………

ALLERGIES

Any known allergies


YES/NO

…………………………………………………………………………………








…………………………………………………………………………………

Any known drug sensitivities?

YES/NO

…………………………………………………………………………………

MEDICATION

Are you self-medicating?


YES/NO

Please list ALL medication and attach Chemist’s print out








…………………………………………………………………………………

IMPORTANT – IF YES, PLEASE BRING 12 DAYS








…………………………………………………………………………………

MEDICATION AND DRESSINGS WITH YOU








…………………………………………………………………………………








…………………………………………………………………………………








…………………………………………………………………………………








…………………………………………………………………………………








…………………………………………………………………………………








…………………………………………………………………………………








…………………………………………………………………………………

I Confirm that the above information is correct and authorise JT or its representatives to seek confirmation from my Doctor if 

required.  For insurance purposes I also confirm:

i) that I am not expecting to give birth before or within eight weeks following the date of arriving home; and

ii) that I am not travelling against the advice of a medical practitioner nor  for the purpose of obtaining medical treatment abroad.

Signed …………………………………………………………………….. Date: ……………………………………………………………….

NB.
If between completing these forms and going on the Jumbulance you have any change in your condition or treatment, please notify the Group Leader at once.
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