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Ref No.    Date Issued    Date Returned

We need the information in this medical questionnaire to enable us to assess any
disability or medical condition that anyone in your household has.

lPlease answer the questions in your own words. Return your completed form to a  
Homefinder office. 

lWe will only award medical priority if re-housing will:
limprove or stabilise your medical condition and
limprove or help your mobility.

lWe only need one medical questionnaire per household. Please complete it for the 
person with the most serious condition. If the medical condition becomes worse, you 
can send in a further questionnaire.

You can contact us at the following addresses

Office use only

Medical

Self-Assessment

Form

Homes for Northumberland (Alnwick): 1 Greenwell Lane, Alnwick NE66 2HT (in person)

Homes for Northumberland (Alnwick): 1 Clayport Street, Alnwick NE66 1LA (by post) 

Tel: 01665 510505

Homes for Northumberland (Blyth): Dinsdale House, 75 Marine Terrace, Blyth NE24 2LN

Tel: 01670 542242

Berwick: Council Offices Wallace Green, Berwick-upon-Tweed TD15 1ED 

Tel: 01289 301833

Castle Morpeth Housing: PO Box 240, Morpeth NE61 9BU Tel: 0845 1170020

Milecastle: Beaufront Park, Anick Road, Hexham NE46 4TU Tel: 01434 611400

Tynedale: Hadrian House, Hexham, Northumberland NE46 3NH Tel: 01434 652121

Wansbeck Homes: Front Street West, Bedlington NE22 5TU Tel: 0844 800 3800



Medical questionnaire

This document will be used to assist us in carrying out a medical assessment 
of your Homefinder application. If you would like this document trandlated 
into your first language please contact us on 01670542242.

English
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Bengali

Hindi

Polish

Punjabi

Turkish

Urdu

Arabic

Chinese
(simplified)

Chinese
(traditional)

Portugese

Slovak
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Name

Address

Telephone 

Date of birth

Postcode

Email address

Tell us about the person suffering from the medical condition

Housing applicant details1

2

(If different from question one).

Name

Relationship to you

Date of birth

Address

Please tell us what your/their medical condition or disability is?3

Postcode

What makes the present home unsuitable?4

(You should only indicate items where your/their health would improve 
if you/they moved house).
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How does the present home affect your/their health?5

If the home of the person with the disability was adapted, could 
you/they remain there?

6

(If yes, please state which adaptions you require).

Details of the medical contacts7

Family doctors name

Telephone 

Surgery address

Postcode



5

Do you/they receive Disability Living Allowance or Attendance 9

*Yes             No

Do other agencies provide you/them with help?9

If other agencies, such as a care manager, community psychiatric nurse or 
occupational therapist, help you or the person with the medical condition or disability, 
then please give their name, address and telephone number below. We may contact 
them for more information.

Name

Agency

Telephone 

Address

Postcode

Name

Agency

Telephone 

Address

Postcode

Are you/they seeing any hospital consultants?8

Consultants  name

Telephone 

Hospital address

Postcode

*Yes             No        *If yes please give their details:

* If yes, at what level:

In whose name is the Disability Living Allowance or Attendance 
Allowance Paid?



Declaration10

We may need to ask your/their doctor and other professionals about the 
illness or disability. Both the applicant and the person with the medical 
condition or disability (if different) should sign below. If the person is aged 
under 18 their legal guardian should sign on their behalf.

Applicant signature

Person with medical need or 
disability signature

Print name

Print name

Date

Data protection

Northumberland Homefinder promises to treat any personal information you 
give us or we obtain (data identifying you, such as your name, address or 
email address), in accordance with the Data Protection Act 1998.

6



Notes

7
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