

61 Northfield Street, Bolton, BL3 5JH

Tel: 01204 651123 Fax: 01204 651019

E-mail: email@aercbolton.co.uk
PRIVATE AND CONFIDENTIAL
MEMBERSHIP FORM
Carers Name: _______________________________________________________________
Carers Address: _____________________________________________________________ ___________________________________________________________________________ _____________________________________________Postcode: _____________________ 
Telephone Number: __________________________________________________________ 

Email: _____________________________________________________________________
Carers Date of Birth: _____ / _____ / _____
	Gender of Carer:
	· Male

	
	· Female


National Insurance Number: ___________________________________________________ 
Religion: ___________________________________________________________________ 
Language: _________________________________________________________________
Carers’ Next of Kin and Emergency Contact Number
Carers’ Next of Kin: __________________________________________________________ 

Next of Kin D. O. B: _____ / _____ / _____

Next of Kin Address: _________________________________________________________ 

___________________________________________________________________________ _____________________________________________Postcode: _____________________
Next of Kin Contact Number: __________________________________________________ 

Relationship to you: _________________________________________________________ 

Section 1:- Carer - About You
1. How long have you been caring for this person?
2. Do you have any health problems which may have been caused or made worse         by your caring responsibilities, or which make caring more difficult?
· YES

· NO


If Yes, please specify below:

___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 
3. Do you have any other caring responsibilities? 
· YES

· NO


If Yes, please specify below:

___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 

4. Your Work as a Carer 
Please describe your work as a carer

	· Shopping

	· Emptying Commode

	· Cooking

	· Bathing

	· Feeding

	· Getting Dressed

	· Cleaning
	· Giving Medication

	· Laundry

	· Helping at Night

	· Toileting

	· Any Other Nursing Task

	· Dealing with Incontinence
	· Help with Benefits and Finances


Personal and Emotional Support
· Accompanying to a Doctor or other appointments

· Keeping Company
· Dealing with difficult behaviour 
· Emotional Support
· Ensuring Safety

5. Are you receiving all the benefits you may be eligible to? 
· Income Support

· Income Support Carer Premium 

· Council Tax Benefit


· Housing Benefit

· Invalid Care Allowance
· Disability Living Allowance
6. Are you in paid employment? 
· YES

· NO


If Yes please specify below:

___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 

7. Doctors Name and Address

Name: _____________________________________________________________________ 
Address: ___________________________________________________________________ 

___________________________________________________________________________ _____________________________________________Postcode: _____________________ 
Contact Number: ____________________________________________________________ 
8. Medication you take
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 
Section 2:- Cared For - About the person you care for

Name of Cared For: __________________________________________________________ 
Address of Cared For: ________________________________________________________ 
___________________________________________________________________________ _____________________________________________Postcode: _____________________ 
D. O .B of Cared For: _________________________________________________________ 

	Gender of Cared For:
	· Male

	
	· Female


Relationship to you: _________________________________________________________ 

Do you live at the same address as the person you care for? 
· YES

· NO


If No, how often do you see each other?

___________________________________________________________________________ ___________________________________________________________________________ 

9. Which of the following descriptions best fits the person you care for? 
Please tick all that apply, if more than one.

· Frail Elderly 
· Confused Elderly (Dementia, Alzheimer’s)
· Short/long term illness (e.g. cancer, HIV/AIDS)
· Chest Problems (e.g. Heart & Lung disease, respiratory illness, asthma)
· Long Term condition (e.g. Sickle cell. Diabetes, arthritis)
· Physical disability (e.g. unable to walk, sigh or hearing impaired)

· Learning disabilities

· Chronic Disease (e.g. cystic fibrosis, muscular dystrophy)

· Neurological (e.g. MS, Stroke, Parkinson’s) 

· Mental Health (e.g. depression, schizophrenia)

· Drug / Alcohol dependency

· Other (please describe) 








10. What help do you need?

· Someone to talk to

· Advice, Information, Training

· Relaxation Therapy and Stress Management

· Practical Assistance, Equipment Adoption to the home.

· A Break from Caring
11. What Benefits does the person you care for receive? Please Specify
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________
12. Anything you would like to suggest/discuss, please specify below. Other Comments.
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________

___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 
Section Three: Carer Assessment

A carer assessment usually involves someone from Social Services coming to talk about the health and care needs of the person you care for. It may also include discussion about your role as a carer. In addition carers can also have a separate carer’s assessment about the impact of their caring role.  Assessments should also involve regular reviews/ re-assessments if things have changed.

13. Does the person you care for have a Social Worker?

· YES

· NO


If Yes, Please provide details
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 
14. Has the person you care for had a Community Care Assessment?
· YES

· NO
· Not Sure
If you answered yes, when was the most recent assessment / review?
· Before 1996
· Between 1996 and 2006

· Since April 2006        
15. Have you ever had a Carer’s Assessment?

· YES

· NO
· Not Sure
Annual Membership Fee: - £15.00

   Date of Payment:-......../......../........

Other Information

· Please provide a passport size photo and any medical information for records.

· All information will be kept totally confidential

· All applications for membership will be vetted

· By becoming a member, I agree to abide by the rules and procedures for AERC.

· All the information provided by me is true to the best of my knowledge.  I will inform the Centre of any changes in my circumstances.

Member’s signature:  ________________________________________________

Date:  _____________________________________________________________

Centre Manager’s Signature:  _________________________________________

Date:  _____________________________________________________________

All membership forms will be reviewed by the members of the AERC Board.
Board members reserve the right to decline membership.

For Office Use Only 

1.
Membership Accepted  


2.
Membership Declined        
Name 







Position 







Signature 






      Date 





