NORTH VIEW
Housing Association

North View is a registered Scottish charity – charity registration number SC032963

INTERNAL HOUSING APPLICATION FORM

North View Housing Association
29a Stravanan Road
Castlemilk
Glasgow G45
Tel:
0141 634 0555
Fax
0141 631 3231
E-mail: enquiries@nvha.co.uk
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A:

ABOUT YOU:

1.

The Applicant

First Name:

Last Name:

Other Names:

Title:

Date of Birth:

National Insurance No:
Postcode

Present Address:
Telephone No:

2.

Home

Work

Alternative

Do you wish any house offered to you to be in joint names? Please complete the following
for joint applications

First Name:

Last Name:

Other Names:

Title:

Date of Birth:

3.

Mobile

National Insurance No:

IMPORTANT: Please give YOUR reasons for applying for housing. In particular, give
details of any SPECIAL or URGENT circumstances or problems that your are experiencing
which could be helped by rehousing.
For example if you are a victim of domestic abuse, racial harassment/victimisation or
involved in a relationship breakdown please provide details:
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4.

Has anyone ever taken action against you, or anyone on your application, for anti-social
behaviour.
Tick
(a)
No
(b)

Yes, court action was taken

(c)

Yes, less formal action was taken (e.g. written warning)

(d)

Has an Anti Social Behaviour Order been granted against you?
or anyone included in your application?
If so, whom? …………………………………………………………….

PLEASE NOTEIF YOU HAVE RENT ARREARS OR OWE MONEY TO THE ASSOCIATION THIS CAN
AFFECT YOUR INTERNAL APPLICATION FOR HOUSING, SPEAK TO YOUR HOUSING
OFFICER.
5.

Has anyone ever taken action against you, or anyone on your application, for rent arrears
(please tick the appropriate box)
Tick
(a)
No
(b)

Yes, court action was taken. Please tell us who ………………………………

(c)

Yes, less formal action was taken (e.g. written warning)

6.

Are you or anyone on your application required to register with the police under the Sex
Offenders Act 1997? (Please circle)
Yes No
If yes, please supply full name:

7.

Please provide details of everyone who lives at your current accommodation and indicate
whether they will be moving with you.
First Name

Last Name

Relationship

Date of Birth

M/F

Moving
with
You

8. Is there anyone else moving with you that do not currently live with you?

Do they live
with you now

(Please circle )
Yes No

Please provide details:
Name
Address
Relationship
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9.

Are you or anyone who will be housed with you more than 20 weeks
pregnant? (Please circle)

Yes

No

10.

Do you want to leave your house because of a relationship?
breakdown? (Please circle)

Yes

No

Has your relationship broken down, but you still reside in
the same home as your estranged partner/husband/wife

Yes

No

Yes

No

B:

YOUR HOME: (Please circle)

1.

Has your current accommodation been adapted to
your medical needs or is it medically alarmed
If, yes please give details

2.

What level is your home on?
First/Second/Third etc

3.

How many bedrooms are there in your current accommodation?

4.

How many bedrooms are not used?

5.

Do you currently share any of the following with another family/ people who you do not
want to be rehoused with?
Tick
Yes
No

Kitchen
Toilet
Living Room
Bathroom/Shower room
Shower
D:

Medical Issues:

1.

Do you or does anyone in your family have a health problem or
disability? Please tick the box which best describes your condition.
Tick
Mental Health Problems
Physical Disability
Blind of Partially sighted
Hearing Difficulties
Learning Difficulties
Other problems
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If you have said yes to any of the above tell us if the condition is made worse by your
current housing conditions?

2.

If you are not in your home, are you unable to return due to a
health problem/disability?

Yes

No

No

If yes, please provide details

E:

Mobility: Please circle

1.

Do you or the affected member of your household have a mobility
problem?

Yes

2.

If you require the use of a wheelchair is it Indoors

Both

3.

Is your current home wheelchair adapted?

4.

How many steps do you have to climb to your front door/ in your house to get upstairs?

Outdoors

Yes

No

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

5.

How do you manage these steps (please tick)

With the use of handrails
Cannot manage at all
Need help to manage steps
Can manage with difficulty
Have no problem with steps

6.

What floor level are you requesting because of your medical needs?

7.

What facilities does your bathroom have and what would you require
At Present

____________

Requirement

Bath
Shower over bath
Separate shower unit
Wet floor area
If your current heating affects your medical condition, please provide details

8.

Do you have a garden? (please circle)

Yes

No
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If yes, how do you cope (please tick)
Tick
No problem
With difficulty
Need help
Currently get help
Cannot manage

9.

Does your illness or disability require you to have an
extra bedroom? (Please circle)

Yes

No

If yes, please provide details

10.

How do you feel re-housing will improve or alleviate your
medical condition? Please provide details

12.

How urgent is your need to move on medical grounds? Please provide details

13.

When did your condition start and how is likely to get worse in the future?

14.

If your health problem is not covered by any of the questions above, please tell us how
your housing affects your illness or disability and how you feel a move would help.

15.

What benefits, if any, do you receive to help you with your health problems or disability?
Please circle

DLA – Mobility
DLA- Care Component
Attendance Allowance

Lower
Lower

Middle Rate
Middle Rate

Higher Rate
Higher Rate

Incapacity benefit
Other
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16.

Tell us WHY you have been awarded health related benefits e.g. mobility problems etc.

17.

What is the name and address of the medical practitioner who gives you medical support?

18.

Do you get support from any other medical specialist for example a Community
Psychiatric Nurse, an organisation which provides support etc. if so please provide name
of person you deal with and why and contact number.

19.

What medication do you take for your health problems? Please tell us what the medicine
you take and why you take it.

20.

Do you have a carer? (Please circle)

Yes

No

How does your carer help you?
_____________________________________________________________________________
_____________________________________________________________________________

F:

Size of Housing you want:

1. If your have a child/children who do not live with you but you have access arrangements which
state your child/ children stay overnight with you for at least 3 nights a week you may apply for
an additional bedroom to allow access for your children?
Do you wish to be considered for a property which has an additional bedroom?
2. YES

NO

(Please circle)

G:

Additional Information:

1.

Are you, or any member of your household, related to or otherwise connected with a
member of the management Committee or Staff of a Housing Association or Co-op?
YES

NO

(Please circle)

If yes, please give details of that person
Name
Relationship to you:
Name of Association/Co-op:
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(Please note that this does not prevent you from applying in the normal way but does
require the Association/Co-op to follow certain procedures laid down in the Housing Act
2001)
2.

Are you interested in being sent information about Shared Ownership?
YES

3.

NO

(Please circle)

Do you wish future correspondence to be provided in another language/ larger print?
YES

NO

(Please circle)

If yes, which language

4.

Is there anything else you feel is relevant to your application? Please state

Declaration: Data Protection
I consent to the appropriate enquiries being made to verify the information contained in
this application.
I also agree to advise the said Landlords of any change in circumstances, which may
affect this application.
I confirm that I have made a full and true disclosure of all information sought by the
landlords.
I understand that any false or mis-leading information or have deliberately withheld any
information which may have affected my application then this may result in one of the
following:
a. My application being cancelled
b. The offer of tenancy being withdrawn
c. Where a tenancy has been granted, the Association/Co-op will seek repossession

All information contained within this application will be treated confidentially.
Signature of applicant
Signature of joint applicant

……………………………………..

Date

………………………….

…………………………….

Date

………………………….

IMPORTANT:
Where a joint application is being made BOTH applicants must sign each form that is
submitted even if they are not currently live together. If you are unable to do this please
give reasons:

______
Please complete the attached Equal Opportunities Monitoring Form and return it to us
along with this form. Thank you.
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