	SHOWER SELF ASSESSMENT FORM
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	A
	PERSONAL DETAILS

	

	Name of person claiming medical priority
	

	
	

	Address
	

	
	

	
	

	
	

	B
	Qualifying Criteria

	
	Please answer all of the following questions: 

	
	

	1.
	Are you aged 65 or above?
	
	Yes
	
	No

	
	
	
	
	
	

	2.a)
	Do you receive Disability Living Allowance?
	
	Yes
	
	No 

	
	

	2.b)
	Do you receive the high rate for Mobility
	
	Yes
	
	No

	
	
	
	
	
	

	3.
	Do you receive Attendance Allowance? 
	
	Yes
	
	No

	

	4
	Are you dependant on mobility aids
	
	No
	
	Walking sticks
	
	Zimmer

	
	
	
	
	
	
	

	
	
	
	
	Crutches
	
	Wheelchair

	

	5.

6.
	Have you previously been supplied with specialist equipment? (i.e. ramp, stairlift or bath hoist)
	
	Yes
	
	No

	
	If so please give details:



	
	Are you requesting a shower above the ground floor (i.e. first floor or above)? 
	
	Yes
	
	No

	THE FOLLOWING CRITERIA WILL ALLOW A “C” PRIORITY GRADING FOR PROVISION OF FACILITIES TO STANDARD SPECIFICATION, WHERE THE REQUEST IS TO REPLACE A BATH WITH A LEVEL ACCESS SHOWER ON THE GROUND FLOOR:

1 and 2a) and 2b)

or

3 and 4

or

1 and 4 (note occasional use of a single walking stick will not qualify)

or

1 and 5

	Please note: if the shower is above the ground floor (e.g. on the first floor), more detailed investigation will take place. You will be fully involved in any discussions.  

	Date Completed
	
	Signed
	

	Please Print Name
	

	NB/ Evidence of benefits received should be submitted with this application. 
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