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NORTH SOMERSERT COMMUNITY PARTNERSHIP
APPLICATION FOR PERSONAL HEALTH BUDGET /PERSONAL BUDGET

	Section 1

	Patients Surname 
	

	Title 

	


	Patients first name 
	


	Date Of Birth 
	

	Gender 
	[bookmark: _GoBack]

	Address:- 


	

	Home Telephone :-

	Postcode 
	

	Mobile  number:- 


	E mail address :- 


	If person lacks capacity who is their advocate :- 


	Is Power of Attorney in place :-
Health & Welfare
Financial
	
Yes
	

	
No
	


	
	
Yes
	

	
No
	

	Relationship to Applicant





	

	Section 2 

	
To assist the smooth application of your personal health budget we would like to ask your permission to be able to share your information with other providers who are related to your personal health budget.

Partner2care may be managing your payroll support systems (Sage) and may be liaising with insurance specialists (such as Premier Care) and will need to share the information which is relevant to your services. Additionally, Partner2care may need to share your information about you and your personal health budget with health and social care services. The information shared will only be relevant to the need for this information.
 
This will enable our service to ensure that you have access to a full range of support in all areas of setting up your personal health budget and be able to provide you with the advice and support you need for employing a personal assistant/s.

Partner2Care may use the voluntary sector to provide services for Personal Health Budget holders and Partner2Care. 

	
I agree to my details of my personal health budget being given to payroll and/or other partner providers/volunteers to support the application for a personal health budget. 


	Signed :
	Date 
	


	Name printed :-



	Address if different from above :-




	Contact telephone number if different from above :




Guide for completion:
Detach the How We Handle Your Information NHS leaflet found at the back of this document and provide to the patient / representative.
Please tick to confirm the leaflet has been provided to the patient / representative on Page 1.
Complete Part A: Patient Details 
Complete the appropriate Part from B, C or D
Return the consent form along with other referral documents to Partner2Care as shown below:

	Partner2Care
Marina Healthcare Centre
Portishead
North Somerset
BS20 7QA

	

	

	

	

	Fax: 01275 840535



Email: patient.partnertocare@nhs.net




	NORTH SOMERSERT COMMUNITY PARTNERSHIP
CONSENT FOR PERSONAL HEALTH BUDGET
Please tick to confirm the ‘How we handle your information’ NHS leaflet has been provided to the patient / representative: 
	Part A: Patient Details ( to be completed in all cases)

	Patient Name:
	

	Date of Birth:
	

	NHS No:
	



	[bookmark: AppD_CHC_Consent]


Part B: Consent for individuals with capacity.

	I confirm I have received the NHS Leaflet How We Handle Your Information.
I consent for my information to be collected and shared by the North Somerset Community Partnership (NSCP) as set out in the NHS Leaflet How We Handle Your Information. I understand this includes, and consent to, the sharing of medical records. 
The process of the care plan in relation to Personal Health Budgets has been explained to me. I understand that any decision to have a Personal Health Budget will be subject to continuous review.
I consent to the assessment for a care plan to implement a Personal Health Budget.
I understand that should the Personal Health Budget be approved it may affect any benefits and / or allowances that I may currently be entitled to claim. I authorise for my information regarding the application and any outcome to be shared with the department of work and pensions if so requested. 

	I *do / do not wish to have my representative / advocate identified below present at my assessment / review. (*Please Delete) 
Representative Name:

	Name of Patient:

	Patient Signature:
	Date:





	

Part C: Consent on behalf of individuals who lack mental capacity but have an appointed Lasting Power of Attorney with Health and Welfare and / or a Court of Protection Deputy with Health and Welfare.

	As representative for the above I confirm I have received the NHS Leaflet How We Handle Your Information
I consent for my information to be collected and shared by the North Somerset Community Partnership (NSCP) as set out in the NHS Leaflet How We Handle Your Information. I understand this includes, and consent to, the sharing of medical records. 
The process of the care plan in relation to Personal Health Budgets has been explained to me. I understand that any decision to have a Personal Health Budget will be subject to continuous review.
I consent to the assessment for a care plan to implement a Personal Health Budget.
I understand that should the Personal Health Budget be approved it may affect any benefits and / or allowances that I may currently be entitled to claim. I authorise for my information regarding the application and any outcome to be shared with the department of work and pensions if so requested.

	Representative Name:

	Representative Signature:
	Date:



	
Part D: Consent in best interest of individuals who lack mental capacity. 

	If the person is deemed to not have capacity to consent, how was this determined? (e.g. date of best interest meeting, please enclose copy of evidence used to determine capacity) 



	As it has been determined the above named individual lacks mental capacity to consent to NHS Funded Healthcare Assessment, I confirm that it is in the individual’s best interest for the assessment to be carried out.

	Name:
	Designation:

	Signature:
	Date:
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