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Client Registration Form

This form provides basic information to the Home Help team about the person who would like to
be considered for the Home Help Service. Please print in CAPITALS

Date Who is registering for the client? (Tick one) SELF[ ] OTHER []
If other, please complete section 2 below.
Client’s Title Name Phone No.

Preferred form of address (name)

Client’s Address: (and Email address if applicable) Post Code

Client’'s Date of Birth

Brief details about the client including factors such as: living alone, sensory loss, memory difficulties,
general mobility or other health issues that would help when arranging a Home Help. Please also
state the level of urgency.

Name of Client's GP Surgery phone No.
Client’s Next of Kin (NOK) and relationship NOK Phone No.
NOK Email:

SECTION 2 If you are completing this form on behalf of the client, please provide the following
details:

Name of Referrer Phone No. Relationship to Client

Address of Referrer Post Code

Referrer’'s Email:

Who should we contact to arrange a visit?

Name Phone No.
a Data Protection: the personal information given in this form will be kept securely and
will not be shared with any other organisation.

The information will be used by Community First for the purposes of administration of
the Home Help Service.

Community First is the trading name of Communities First Wessex. Registered Charity no 1147527.
Company Registered in England and Wales 08071971. Registered Office Leigh Park Community Centre, Dunsbury Way, Havant, PO9 5BG
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