 CONFIDENTIAL
St Johns & St Nicholas’ Hospitals, Canterbury
Application for Indwellers’ Accommodation

The Hospital of St John’s, Canterbury is an Almshouse Charity providing sheltered accommodation to persons in need who are able to look after themselves.  Applicants will normally be over 60 years of age and will have lived around the City of Canterbury or have had a close family connection within the area for at least 3 years.
The Hospital (almshouses), along with Hospital of St Nicholas Harbledown, was established by Archbishop Lanfranc in 1085 to provide sheltered accommodation for poor people who were vulnerable, frail and (especially at Harbledown) disabled.  Modern definitions of poverty and need are different from those days, but the Trustees try to ensure the original aims are still respected in the admission of people as Indwellers of the two Hospitals.  The original idea behind the foundation of the Hospitals was that each one would be a self-contained community centred around the chapel and its regular round of services.  Again, the Trustees try to ensure Indwellers respect this and are willing to share in this important aspect of the life of both Hospitals.  However, the Trustees are willing to admit as Indwellers people who are not members of the Church of England, and recognise indwellers sometimes worship in other places.  Even so, the Chapel is at the heart of the community.
St John’s Hospital is in Canterbury very close to the City Centre and the Cathedral.  It lies in stunning grounds. 

You should be aware there is often a lengthy list of applicants for the Hospitals.  When a vacancy occurs, everyone on the waiting list is considered.
Everyone admitted as an indweller is required by the Trustees to have in place a Lasting Power of Attorney at the time of becoming an in dweller of the Hospital.  On application the hospital should be appointed to be notified when the Power of Attorney has been issued. The sole purpose of this is to ensure we have details of your Attorney(s). Individuals who have the document in place need to supply a copy of the contact details of their Attorney(s).
This questionnaire will help the Trustees to assess your application, so they would be grateful for your cooperation in answering the questions as fully as possible.  It is in two parts, and Part 1 should be completed and returned to the Bursar at the Hospital straight away.  Part 2 contains information about you Trustees will ask you to complete when your application becomes due for final consideration.  
Full Name of Applicant ……………………………………………………………

Single/Married/Widowed/Divorced (delete as appropriate)

Full Name of Spouse: (Where applicable) …………………………………….

Address of Applicant ………………………………………………………………

…………………………………………………………………………………………..

Telephone Number …………………………………………………………………

National Insurance Number ………………………………………………………

Dates of residence of you or close relative in the area of the City of Canterbury …………………………………………………………………………..

Date of Birth of Applicant …………………………………………………………

Place of Birth of Applicant ………………………………………………………..

Religion ……………………………………………………………………………….

Reason for application

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Health and Social Factors
Are there any health or social factors you would wish the Trustees to consider when assessing your application?  Please state if there are specific medical reasons you wish to have considered.
…………………………………………………………………………………………..

…………………………………………………………………………………………..

Details of your present accommodation
House/Flat/Bungalow/Lodgings (Delete as applicable)
Do you own/have a lease of the accommodation?  ………………………

If so, what is the estimated market value (Please deduct any outstanding mortgage) …………………………………………………………...

Financial Information

Capital:

Amount of Capital Investments:
£



Amount of Savings


£

Income:

State Pension



£



Occupational Pension


£



Any other Pension



£



Investment Income


£



Social Security Benefits


£



Salary/wages



£









------------------



Total Yearly Income


£

Your Doctors Details

Name and initials …………………………………………………………………...

Full address including postcode …………………………………………………

…………………………………………………………………………………………..
As it is essential that almshouse residents are able to care for themselves, your doctor will be asked to communicate separately and in confidence about your general health after your interview.

Miscellaneous
Name and address of your Parish Priest/Minister……………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Name and address of your Solicitor

…………………………………………………………………………………………..
The Chapel is the centre of Community life.  It is recognised incoming residents may have a long standing commitment to attending Sunday morning services either at the Cathedral or a local parish church which they with to continue but it is hoped all residents will attend Chapel Services as often as possible.  Holy Communion is celebrated on Thursdays at 10:00 am.

Pets.  I am aware that indwellers are not allowed to keep pets at the Hospital.

I agree if I am appointed to the Almshouse, I shall occupy it as the beneficiary of the Charity as a licensee and not as a tenant.  Any weekly sum I pay will be regarded as maintenance contribution and not as rent.

I declare that the foregoing statements are true.


Signed: …………………………………………. 
Date: …………………………..

Note: It is a Charity Commission requirement to investigate the personal circumstances of applicants for almshouses.  The personal data supplied on this form and any other information relating to an almshouse appointment or your personal care management will be held on file.  Some details may be checked with relevant organisations, but none will be disclosed for inappropriate purpose.  You may have access to your personal information on request.

Next of Kin
Name …………………………………………………………………………………

Address: ………………………………………………………………………………

…………………………………………………………………………………………..

Relationship to you: ………………………………………………………………...

Would he/she assist in case of illness? ………………………………………….
Attorney(s)
Name/s
Address/s
Telephone number/s 

Email address/s

We will contact the relevant person/s should you need additional support.
If your nominated next of kin, attorney, solicitor or other nominated professional person is unable or unwilling to act for you at a time when you become unwell or incapacitated, please sign the following statement authorising the Prior to act on your behalf.
I hereby authorise the Prior of St John’s Hospital for the time being to act on my behalf in respect of any communication and decision with Social Services or other official bodies should it be deemed by the trustees that I require medical or other care which cannot be supplied by the Hospital.  I agree that this authority shall be irrevocable.
Signed: ………………………………………………………………………………..
Part 2
There is no need at this time to complete Part 2, please return it with Part 1 and when an offer of accommodation is made, Trustees will ask you to complete this following section.
Full name of Applicant …………………………………………………………….

Current Address ……………………………………………………………………..

…………………………………………………………………………………………..

Referees:

Please provide details of two referees who are willing to provide information concerning your suitability to join the community at St Johns.  They must not be family members.

1.
Title: Mr/Mrs/Miss/Other


Name and initials …………………………………………………………...


Address: ………………………………………………………………………


…………………………………………………………………………………..


Postcode: ………………………… Tele No: ………………………………

2.
 Title: Mr/Mrs/Miss/Other


Name and initials …………………………………………………………...


Address: ………………………………………………………………………


…………………………………………………………………………………..


Postcode: ………………………… Tele No: ………………………………

St John’s Hospital

Doctor’s Authorisation Certificate

I authorise my doctor to inform the Medical Advisor to St John’s Hospital of my medical history in anticipation of my possible move to the Hospital

Signature ……………………………    Date ………………………………………

To be completed by your Doctor
Doctor’s Certificate

I confirm that in my opinion Mr/Mrs/Miss ……………………………………is able to live independently in self-contained accommodation.
Signature …………………………………………  Date ………………………….

Print Name ……………………………………………………………………………
