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Medical Assessment Form 

 

 

You should complete all sections, providing as much information as you can. 
Please demonstrate how the medical condition would be improved by a move. 
 

We will then determine how your medical needs are affected by your housing 
situation 

This process normally takes approximately four weeks. 
 

 

 

Section B 
 

Details of Your Household 

 

Name Date of 
Birth 

Gender Relationship to 
applicant 

Will move 
with you 
Y/N 

 
 

    

 
 

    

 
 

    

 
 

    

Section A 
 

Person Applying for Medical Priority 

First Name: 
 

Family Name: 
 
 

Telephone No.: 
 
 

Date of birth: 
                 /                / 

Full Address: 
 
 
 
 

When did you move to your present address: 
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Section C 
 

 
Details of your Present Accommodation 

 
 

In what type of property do you currently live?  (please circle one) 
 
Bedsit         Flat          Maisonette             House          Bungalow      Caravan 
 
Hostel        Other (please give details) _______________________________ 
 

How many bedrooms do you have in your property? 
 

 

How many steps do you have to climb inside your property? 
 

 

How many steps do you have to climb outside your property? 
 

 

Do you have difficulty climbing stairs or steps? 
 

Yes or No 

If Yes, how many steps could you easily manage? 
 

 

What toilet facilities do you have in your present property?  
 
Circle all that apply:- 
 
Downstairs toilet?         Upstairs toilet?        Level access shower / Wet room ? 
 

What bathing facilities do you have in your present property? 
 
Circle all that apply:- 
 
              Bath?                  Shower over bath?          Separate shower unit? 
 

Do you have difficulty using the toilet, bath or shower? Yes or No 
 

If Yes please describe: 
 
 
 

Do you need a separate/extra bedroom because of your 
medical condition? 

Yes or No 
 

If Yes, please tell us why? 
 
 
 

Do you have adequate heating in your present property? Yes or No 

If No, please give details 
 
 



Revised 16.09.2010 3 

 

Section D 
 

What is the Medical Condition(s) Affecting you? 
 

 

Describe your medical condition(s): 
 
 
 
 
 
 

Has your medical condition changed since your last house  move: 
 
                                                                                          YES         NO 
 

How (if at all) does this condition(s) make living in your current accommodation 
difficult? 
 
 
 
 
 
 
 
 
_______________________________________________________________ 
How (if at all) does the current accommodation make your condition(s) worse? 
 
 
 
 
 
 
 
 

Section E 
 

Your Medication and Your Benefits 
 

List all the medications that you take: 
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Do you receive any benefits for your ill health and/or disability?  Yes or No 
 
If yes, please state which benefits you receive: 
 
 
 
 
 
 
 
 
 

Section F Type of Accommodation You require 

Describe the accommodation that you think would best suit your needs:- 
 
 
 
 
 

Is ground floor accommodation required? 
 

Yes or No 

Is sheltered housing required? 
 

Yes or No 

Is your present property adapted to meet any of your 
needs?  If Yes, please give details of the adaptation:- 
(grab rails or chair lift, etc..) 
 
 
 
 
 

Yes or No 

Do you need to be closer to local amenities? Yes or No 
 

If yes, please give some details: 
 
 
 
 

 

 

Section G 

 
Your doctor 

 

Doctor’s 
name 

 

 

 

Doctor’s 
Address 
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Section H 

 
Declaration 

 

 
I give permission for the above information to be passed to an independent 
medical advisor, and for further information to be obtained from my doctor or 
other relevant agency if necessary.  I authorise the disclosure of such 
information to Shropshire HomePoint and any other social landlord who is a 
member of the scheme or who advertises their properties through HomePoint. 
 
I confirm that all the information in this application is correct. 
 
I agree to advise Shropshire HomePoint of any changes in my medical 
condition that may affect my application 
 
 
 
Your Signature______________________    Date_____________________ 
 
 
 

Official use only: 
 
For completion by the independent medical advisor 
 

Comments 
 

 

 

 

 

 

Banding awarded:             

 

 

                                  

 

 

 

 

 

 

 

 
 
 
 
IMA Signature:___________________              Date:__________________ 
 
 

IMA award Recommendation HomePoint 
equivalent 

HomePoint 
system 

Exceptional  Priority High 

High  Gold Medium 

Standard  Silver Low 

None  
Bronze 
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This Form should be returned to: 
 
 

Shropshire Homepoint 
The Gateway 
Auction Yard 
Craven Arms 
Shropshire 
SY7 9BW 

 
 

www.shropshirehomepoint.co.uk 
Tel: 01588 676246 

Email:homepoint@ss-ha.org.uk 

http://www.shropshirehomepoint.co.uk/

