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Agreement form with patient

Date of agreement: 										

This agreement is between Cornwall and Isles of Scilly Integrated Care System and the patient: 										

Patient’s NHS number: 									

Agreement completed by (discharge coordinator or other healthcare professional):
												

We are paying you a one-off discharge enabling grant for you to cover additional costs for short-term support whilst waiting for a long-term package of care to be sourced. In addition, we will supply you with a free lifeline so that you can call for help, 24 hours a day, if required.

This grant can be used to cover the cost of support (for example, paying for someone to care for you or to buy equipment to help you manage better at home) in many ways as long as it does not bring the Cornwall and Isles of Scilly Integrated Care System into disrepute (such as, not to be used for alcohol or drugs) and it is legal. It also cannot be used to pay for everyday things like food and drinks, clothing, housing related expenses such as rent, utility bills or repairs. 

Any misuse of the payment will result in the Cornwall and Isles of Scilly Integrated Care System requesting the return of any public money that has been used inappropriately.  

If this 4-week arrangement does not work out, we may ask you to return any unused proportion of the grant. 

Disability Cornwall will issue £								

This will be via bank transfer to you within 1 working day. 

The bank details for this payment to be issued to are:

Name of account holder: 									

Bank name:		 									

Sort code:		 									

Account number:	 									

Disability Cornwall will phone you to confirm safe receipt of the grant. Please complete your contact details below.

Name: 											

Phone number: 										

Your responsibilities

I agree to only use the grant to meet my support needs as set out above. 

I agree to keep a basic record of how I spend the grant, for example receipts of hours of care received so this can be provided, if requested. 

Based on support needs discussed, the grant will be used for the following reasons (please list below how the money will be spent):

· 												

· 												 

· 												

· 												

I confirm that I understand the agreement and that I will comply with the terms and conditions.

Signed by the patient who is to receive the payment: (original ink signature required)

………………………………………………………………………………………………

Please print name: 										

Date: 												

Payment authorised by matron on behalf of Cornwall and Isles of Scilly Integrated Care System: (original ink signature required)

………………………………………………………………………………………………

Please print name: 										

Date: 												
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