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CLIENT DETAILS

Name ……………………………………………………………………….DOB……………………

Others present ……………………………………………Relationship……………………………..

Address………………………………………………………………………………………………….

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

Postcode…………………………………Telephone………………………………………………..

Email…………………………………………………….Mobile…………………………….……….

EMERGENCY CONTACT / NEXT OF KIN

Name…………………………………………………Relationship…………………………………..

Address……………………………………………………………………………………………………………………………………………………………………………….Postcode………………….

Telephone……………………………………………… Mobile………………………………………

Email……………………………………………………………………………………………………

NATURE OF ACCIDENT/INJURY
TBI……………….ABI………………Other……………………………………………………………
……………………………………………………………….Date of accident/injury………………...
Details…………………………………………………………………………………………………...
……………………………………………………………………………………………………………
Hospital(s)attended…………………………………………………………………………………...
...................................................................................................................................................
Rehab unit/centre ……………………………………………………………………………………..
Current treatment …………………………………………………………………………………………………………
…………………………………………………………………………………………………………
Other disabilities ……………………………………………………………………………………..
………………………………………………………………………………………………………….
Allergies……………………………………………………………………………………………….
FUNDING REQUIREMENTS
Is funding in place? 
Yes 
No 
If yes, please provide details ………………………………………………………………………..
……………………………………………………………………………………………………………


SERVICE REQUIRED 
Activity Centre – A scheduled program of activities aimed at rehabilitation after a brain injury. At our Tunbridge Wells Centre, Mon-Wed 9:30am-3:30pm
Well being service – 1-1 Support in the community/in your home. 
Community Drop In – Every Thursday 10:30am-12:30pm in Maidstone and            Tunbridge Wells.  
	
Advice, Guidance and Family Support -
In which areas would you value advice, guidance and support
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………..
Any other information ……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
If you have any relevant documentation you can provide, please send with this form. 
PLEASE NOTE - PERSONAL CARE - Brains Matter is unable to provide domiciliary, clinical, or personal care.
I understand that the information I have given will remain confidential to Brains Matter Charity unless there is a safety/welfare issue to me or a member of my household. 
I understand that my file may be reviewed for auditing purposes.
Clients Signature__________________________________Date__________________

Equality and Diversity Monitoring

Q1. What is your Gender?	
	Male
	

	Female
	

	Prefer not to say
	







Q2. Is your Gender the same as at birth?
	Yes
	

	No
	

	Prefer not to say
	







  
Q3. What is your age?
	16-19
	

	20-25
	

	26-35
	

	36-45
	

	46-55
	

	56-65
	

	66 and above
	












Q4. What is your Ethnic Origin?

	White
	Mixed
	Asian or Asian British
	Black or Black British

	English
	
	White & Black Caribbean
	
	Indian
	
	Caribbean
	

	Scottish
	
	White & Black African
	
	Pakistani
	
	African
	

	Welsh
	
	White & Asian
	
	Bangladeshi
	
	Other
	

	Northern Irish
	
	
	
	
	
	
	

	Irish
	
	
	
	
	
	

	Other
	
	Arab
	
	Chinese
	
	Prefer not to say
	



Q5. Do you consider yourself to be disabled as set out in the Equality Act 2010?
	Yes
	

	No
	

	Prefer not to say
	








Q6. What impairment do you consider yourself to have?

	Learning disability
	

	Long standing illness or health condition 
(such as cancer, HIV/AIDS, heart disease, diabetes or epilepsy)
	

	Mental health condition
	

	Physical impairment
	

	Sensory impairment (hearing, sight or both)
	

	Other
	

	Prefer not to say
	





Q7. Do you regard yourself as belonging to any religion or belief?
	Yes
	

	No
	

	Prefer not to say
	








Q8. Which religion or belief do you identify with?

	Buddhist
	

	Christian
	

	Hindu
	

	Jewish
	

	Muslim
	

	Sikh
	

	Other
	




Q10. What is your Sexual Orientation?

	Heterosexual/Straight
	

	Gay woman/Lesbian
	

	Gay man
	

	Bi/Bisexual
	

	Other
	

	Prefer not to say
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