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Version 5
PLEASE COMPLETE ALL SECTIONS AND RETURN THIS FORM TO:

E-mail:  stroudearlyhelp@gloucestershire.gov.uk  or by post: The Administrator, Stroud Families First, Redwood House, Ground Floor, Room G22, Beeches Green, Stroud GL5 4AE   Tel: 01452 328130
	Have you registered a My Plan/My Plan +?  A notification template form can be found here                    

(If no, the  Free Hospital Trust Fund application cannot be processed) 
	Yes
	No



	Child’s Full Name:
	
	Date of Birth:
	

	Address:
	

	Occupation of Father/Mother/Guardian:
	

	Lead Practitioner Name:
	

	Lead Practitioner Contact Details (Address and phone number); 
	

	Lead Practitioner Email Address: 
	

	Other children or young people within the family home who should be considered for this grant (even if they do not have a current EHA):
0-4 years - £60.00

5-10 years -  £75.00

11-18 years - £110.00
	Full Name:
	Age:

	
	
	

	Total Grant Requested for all children Clothes/Shoes
	£

	Bedding grant for a child who has incontinence problems (only for that child and not siblings)

£40 per child (towards the purchase of mattress protectors)


	£

	Total for Grant for clothes/shoes & bedding
	£

	Health Details: 

Please indicate any health issues of the parents/children. This could include; physical, emotional and social issues. 

	

	Other Relevant Details to Support Application in Relation to Family Needs/Circumstances: 
(Copy this exactly from the EHA) 

	Need: 


	Outcome: 


	Finance Details: Please indicate below by placing a cross in the relevant boxes which reflects the family’s current situation.

	Parent/Carer Earnings
	
	Disability Living Allowance
	
	Owner occupier
	

	Working Tax Credits
	
	Incapacity Benefit
	
	Privately rented
	

	Income support
	
	Carer’s Allowance
	
	Social Housing 
	

	Child Tax Credits
	
	Housing Benefit
	
	Financial Difficulties
	

	Council Tax Benefits 
	
	Statutory Sick Pay
	
	Debt Advice given
	

	Single Parent Household
	
	Other: Please state
	
	
	

	If total of income and expenditure not available, please state why:  

	Total Income
	£
	Total Expenditure
	£


Please note:  It is the responsibility of the Lead Practitioner to ensure they get a copy of all receipts for goods / services / support provided and maintain the original receipts on the child’s file for audit purposes. 

Once the goods are purchased please ensure that a ‘copy’ of the receipt is forwarded to:  The Administrator, Gloucester Families First, Shire Hall, Westgate Street, Gloucester, GL1 2TG
Where possible use your own in-house processes to make payment and then the Fund Administrator will reimburse. 
Where possible all payments to suppliers will be made by BACs
	PAYMENT DETAILS BOX:
Please tell us exactly how you want the payment to be made by choosing from the payment methods below.

You should allow up to 28 days for all payments to be processed.  Where possible use your own in-house processes to make payment and then the Fund Administrator – Gloucestershire County Council will reimburse.  


	INVOICE - this would be the preferred method of payment wherever possible.  Invoices must be made out to Gloucestershire County Council and sent to the Lead Practitioner who is then responsible for forwarding the invoice and the FHTF application form to Gloucestershire County Council, FAO Kelly Chisholm, Gloucester Families First, Shire Hall, Westgate Street, Gloucester, GL1 2TG for payment.  In the box below, be sure to state what company the invoice is coming from.
All payments to suppliers will be made by BACS

BACS (formerly cheque request) – If an invoice cannot be issued by the supplier i.e. shop, a BACS payment will be made direct to the supplier/school setting.   The Lead Practitioner will be informed by email when this has been processed.

CASH – Cash requests can be processed at Stroud Families First, Redwood House, Ground Floor, Room G22, Beeches Green, Stroud GL5 4AE with a cash limit of £50.00 per request. You will be contacted when the cash is ready for collection.



	Will this payment be made direct to the family? 
( If yes, please ensure that you obtain a signed receipt of the monies)
	YES/ NO


	Signature of Lead Practitioner:
	
	Date:
	


	Signature of Early Help Co-ordinator:
	
	Date:
	


If you are sending this form by e-mail, YOU MUST type your name into the signature box and send it from YOUR e-mail address.

FREE HOSPITAL TRUST FUND


APPLICATION FOR EHA APPLICANTS


(STROUD LOCALITY)














AMOUNT REQUESTED:  £





Name of Company: 





Frequency of  Invoice – One-off / Monthly / Other please state


(Delete as appropriate)








AMOUNT REQUESTED:  £





Name of Company:





Company address:





Lead Practitioner email address:








AMOUNT REQUESTED: £











