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Planning Together

Person Centred Feedback Form

Dear Managers and Planners,

Here is some information that will help you to plan and develop the right opportunities, services and support for me in the future
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My review took place on: …………………………………………………………..
The Person who helped me complete this is e.g.  my carer, key worker, Day Centre Manager, …………………………………………………………………..

When completed return this form to the Person Centred Approaches Sub group c/o Naomi Cox: Address:  86 Denmark Villas, Hove, BN3 3TY; Email: Naomi.Cox@Brighton-Hove.gov.uk
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Person Centred Feedback Form

	My name is:

…………………………

…………………………
	What things are like for me now / 

What has been achieved since last time
	What I really want to change or do is…
	Action people agreed to take at my review
	What is stopping this change happening?
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	Work or Unpaid work
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	Learning
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	Leisure 
and fun
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	Choices, control and rights
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	Feeling well and good about myself
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	Friends, family and relationships
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	Where and how I live

	
	
	
	


MOVING ON – HOW DO YOU WANT TO LIVE?

I am happy where I am and don’t want to move on at the moment.

Yes / No
I would like to know what choices I have of where I could live.


Yes / No
I want to move because I want to be more independent



Yes / No
I want to move because I need more support.




Yes / No
I want to move because I am very unhappy where I live



Yes / No
Information about the person who helped me to fill out this form.
Name (relationship to person)………………………………………...……………………….
Contact address: ………………………………………………………………………………………

Tel: …………………………………………... Email: ……………………………………………...…
Signed: ………………………………………. Date: …………………………………………………
Thank you – __________________________________________________________________________________
MAKING THINGS HAPPEN:

THIS SECTION SHOULD BE COMPLETED BY MANAGER OF THE SERVICE IF YOU USE ONE
The person supporting this plan has identified some service and support issues in the right-hand column of page 3.

( 
Have you suggested any other action that could be taken to address these blocks?
( Yes ( No
If so, what have you suggested? ……………………………………………………….
(
Are YOU personally taking any action to try to address the blocks?

( Yes ( No

If so, what are you doing?  ……………………………………………………………

(
Do you think there is anything planners/commissioners could do that would really help?

( Yes ( No
If so, what should they do? ………………………………………………………..
Name: ………………………………………………………Date………….…….
Position/Organisation……………………………………………………………



You can put your


photo here 


if you


want to








Hello, I am …………………………..


……………………………………...……


And I live at …………………………..


…………………………………………………………………………………





My message to you is…………………


……………………………………………………………………………………………………………………………………………………………………………….





You need to take into account that:





I am …… years old				My date of birth is …………………





I am 		( Female				( Male





I am		( White UK/Irish			( Africa Caribbean


		( Black UK				( Black African


( Asian UK				( Other:


		( Asian					(………………………


		


My faith is	( I have none			( Roman Catholic


		( Muslim				( Jewish


		( Hindu				( Other:


( Church of England			(………………………


	


I use a wheelchair inside (			I use a wheelchair outside (	





I can propel my wheelchair myself (I don’t need help) (





I find it very difficult or impossible to manage steps and stairs (





I am partially sighted or blind (		I have a hearing impairment (





Speech is very difficult or impossible for me (	


( I use communication equipment (		( I use sign language (





I need someone with me when I go out  (	


( The person has to be just for me (one-to-one) (


I have a Health Action Plan 	Yes (		No	(





I have long-term health problems (


What? (e.g. epilepsy, heart condition, thyroid condition, arthritis etc)


……………………………………………………………………………………………………..


I live with family carers (			My main carer is………………………..


							(relationship)


S/he is aged ……… years				His/her date of birth is ……………..….





If you are not sure please estimate:


Under 40 (   40-49 (  50-59 (  60-69 (   70-79 (   80+ (
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