Licensed Trade Charity

APPLICATION FOR FINANCIAL ASSISTANCE WITH CONVALESCENT OR
RECUPERATIVE CARE

STRICTLY PRIVATE & CONFIDENTIAL

1. LTC Membership Number (if applicable)................... Date of Joining (if applicable)...............ccccooeii i,
2. FUll Name 0f MaIN APPIICANT ... .ueeii ittt ettt bt ettt et ettt e s ettt e eh et e ekt e et et
3. FUIN POSEAl AQATESS......cvuiueririiiseii ittt b8 40 28 e 2 h £k e e b e £kt e st £ a8t e e rtean b et benee et
A, POSICOUC. ... eeiitieietie ettt Telephone NO..........ccvvvviiiiiiennnn,

O, Marital StALUS......vueveeiirieeie et Date of Birth..........ccoovvvviiiiiinnin Age....coovrinnnn,
6. Full Name 0f SPOUSE..........covviiiiiiiiiiiie e, Date of Birth.........ccooovvieriiiinennn, Age......oooviie

7. Present income, joint with spouse/partner where applicable Please complete with MONTHLY FIGURES
(Please enclose copies of all payslips, savings accounts/statements, Pension and Income Support Books, etc.)

(a) Retirement Pension Sl SPOUSE. .. vttt et st et st st et e e e e e
(b) Earnings SElf.oniieee s SPOUSE .. v ce vt ettt ettt et
(c) Other Pensions (please give details)
Sl SPOUSE vttt et et et st s e e e e e
Sl SPOUSE vttt et st et st s e e e e e
(d) Benefits
0] Income Support Selfieiiieee e, SPOUSE.....vvviieiieree e
(ii) Pension Credit Self SPOUSE.....e e
(iii) Attendance Allowance Selfei SPOUSE.....eeiieie e
(iv)  Disability Living Allowance — Care component — Self.........cccoevmrverrsrrnrseiisrisennnnn. SPOUSE....ccvvveieerieeere e
(V) Disability Living Allowance — Mobility component Self..........c.cccoovrrrvncnnnnnnee SPOUSE.....eveiieiie e e
(vi) Jobseekers allowance Sl SPOUSE ... vt
(vil)  Other (Please State) Self.iiiee e, SPOUSE...v v i
(e) Income from Dividends, Shares or Other Charitable Organisation (details should be provided)
TOTAL MONTHLY INCOME... ... ittt ees et et e et et et et e ot e e s e et e e e e e e s e e s aee e e e aeebae e



8.

10.

Savings (Please state balances)  (Pass Books and 6 months' Bank Statements to be enclosed)

Bank Accounts - Current account.............ccccoveevveveeveenen. Savings accounts

Post Office Savings ACCOUNES  ...c.cvevvvereree e Building Society Accounts

Other Savings (Incl. shares, bonds, National Savings)

.................................................................................................................................................... Is it Freehold/Leasehold
Date of PUIChASE. ..o PUrchase PIiCe.........ccooviiniiiecees
Monthly mortgage repayment .............cccccevuee. Years outstanding...........coeeveveenae ANy arrears.........cccovevevvevnennn.

MONTHLY OUTGOINGS (enclose copy of bills not shown on your bank statements)

RENE... OR MOMgAGE. .. .o
COUNCH TAX. vt e e Water RAES. ... .cvviiiir e
EIECHICILY. ... GAS/COAL......eveieiesieie e
TelephOne.....c.cuevreecee e e House Contents INSUraNCe.............ovvvvereevinnneeans
Life INSUraNCe........ooovviiiie it House Buildings INSUrance............cccceeeeiivivinnens
Private Health Insurance/HSA.............c.ccc e Other INSUraNCE..........veviviie e,
Car TaX...ooooovvvviiiinniin, Car Insurance............ccccoevvveen PEtrol... ..o
Other Travel Costs (BUSES/TAXIS)  vvvvvvrevieirevre e e e e e e e Credit Cards/HP ...........covvvviiviiiiiieinee e,

Other Regular Monthly outgoings (Please State)

11. Details of Children (dependent or otherwise)

Name Age Occupation




12. Please state reason for convalescence. (PLEASE NOTE: All applications must be accompanied by a letter from your
Doctor or Hospital confirming the nature of your illness and stating why you need convalescence or recuperation.)

13. THE FOLLOWING INFORMATION IS REQUIRED TO MAKE SURE THAT YOUR ACCOMMODATION IS SUITED TO YOUR
NEEDS

a) DO YOU REQUIRE NURSING CARE YES/NO

b) CAN YOU WALK UNAIDED YES/NO

¢) DO YOU REQUIRE GROUND FLOOR ACCOMMODATION YES/NO

d) ISALIFT ESSENTIAL IF NO GROUND FLOOR ROOMS AVAILABLE YES/INO

e) ARE YOU IN A WHEELCHAIR YES/NO

f)  ARE YOU TAKING ANY DRUGS/HAVING INJECTIONS YES/NO

g) ARE THESE SELF-ADMINISTERED YES/NO

h) CAN YOU ATTEND TO PERSONAL NEEDS WITHOUT ASSISTANCE YES/NO

i) IF ACCOMPANIED DO YOU REQUIRE SINGLE BEDS YES/NO

J)  ARE YOU ON A SPECIAL DIET (IF YES GIVE DETAILS) YES/NO
14. Please state your preferred travelling dates: FROM ..o TO. o
15. Please State YoUr Prefermed ArBa)S. oe ettt it e e e e e e e e

16. Please use this space to provide additional information to support your application for assistance.

Under Rules 34.6 & 34.11 every applicant must first either apply to the Department of Social Security for assistance relevant to their
circumstances before the committee can entertain any application for financial help from the LTC or do so within one month. Please give
the address of the DSS/Benefits Agency office to which you have applied or from which you are currently receiving assistance and
permission to approach them direct on your behalf should the need arise:

This form when completed should be forwarded to:- Head of Welfare, LTC, Heatherley, London Road, Ascot, Berks SL5 8DR
Tel: 01344 884440 Fax: 01344 884703 e-mail:welfare@ltcharity.org.uk



