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Please return to:
Alice Jackson- Family Mentoring Coordinator

Back Up








4 Knightley Walk

London

SW18 1GZ
Email:  alice@backuptrust.org.uk
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Application to Become a Back Up Family Mentor
Please answer all questions below as fully as possible and return your completed form by post or email to the address above. Any information you provide will be treated in confidence.
	Name
	     
	Date of Birth
	     
	

	Address
	     
	
	
	

	Postcode
	     
	
	
	
	
	

	Telephone
	     
	Mobile
	     
	
	
	

	Email
	     
	
	
	

	Status: (delete as appropriate) Single / Co-habiting / Married

Children: (delete as appropriate) Yes / No




	What is your relationship to the person with spinal cord injury?

Female Partner
 FORMCHECKBOX 


Together with partner before injury? Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Male Partner

 FORMCHECKBOX 


Together with partner before injury? Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Mother  FORMCHECKBOX 
      Father  FORMCHECKBOX 
      Brother  FORMCHECKBOX 
     Sister  FORMCHECKBOX 
     Other  FORMCHECKBOX 
  (please specify):



	How did you find out about Back Up’s mentoring service?



	Would you be willing to attend a training weekend? Yes / No (delete)

Have you been on any other Back-Up course or training? Yes / No (delete)

If yes, please give details:




The more information we have about you, the better the matches we can make. Please complete the sections below as fully as possible.

DETAILS ABOUT YOUR FAMILY MEMBER’S INJURY 

	Date of Injury*
	     
	Cause of Injury
	     
	

	Injury Level
	     
	Incomplete  FORMCHECKBOX 

	Complete  FORMCHECKBOX 

	
	
	

	Able to walk unaided  FORMCHECKBOX 

	
	Able to walk with aids  FORMCHECKBOX 

	Not able to walk  FORMCHECKBOX 

	Use a ventilator  FORMCHECKBOX 

	
	

	Spinal Unit/Hospital
	     
	Date left hospital
	     
	


*Usually, people become mentors at least 3 years post-injury, but this isn’t always the case.

	
If your family member uses a wheelchair, is it:
Manual   FORMCHECKBOX 

Electric   FORMCHECKBOX 

Hand Control   FORMCHECKBOX 

Chin Control   FORMCHECKBOX 

Head Control   FORMCHECKBOX 



	
What type of support does your family member have (e.g. PA, Live-In, Full-Time, Part-Time)?




	
Please tell us how your family member’s injury affects their hands and arms:


	
Are there any topics you would feel less comfortable talking about (e.g. bladder management, bowel management, relationships)?





	Please tell us a bit about yourself, your qualities and skills, activities, interests, any relevant experience and why you would like to become a mentor.





	· Please read the mentoring scenario below, and write a few lines about what you would do.
· Choose the appropriate family member for you (partner, parent, sibling).
· How would you handle this conversation? What would you say? What questions would you ask?
Your mentee’s family member is due to be discharged from hospital. They are wondering about what will happen when he or she comes home.



	Please use the space here for any other comments, concerns or questions you may have.



	
Signed:


Date:



	Signed
	     
	Date
	     
	


Thank you. We will be in contact following receipt of your application.
The Back Up Trust

Registered Charity No. 1072216 and SCO040577

Charitable Company No 3596996

Registered in England & Wales


