 
	Date Appt booked
	
	By Whom
	

	CASE no.
	
	Clinician 
	

	Visit /assessment date
	
	Referred by
	

	Discharge date
	
	GP Surgery
	



	Mr/Mrs/Ms/Rev/Dr
Please state:
	Forename:

	Surname:
	AKA :

	Address
	





	Tel home:

Tel work:

Mobile:
	

	N.I Number:
	
	Email address:
	



	Primary condition carer
	
	Primary condition cared for?
	

	DOB Carer? 
	
	DOB cared for?
	

	Support plan in situ?
	
	Undiagnosed condition?
	

	Complex/non complex
	
	RAG score
	



Carer Details:
	
	Re-Referral date:

	Re-Referral date:

	Re-Referral date:


	New Carer?
	
	
	
	

	Multiple caring role?  
	
	
	
	

	Anyone under 18 years living in house?
	
	
	
	

	Yes? are they supporting in  caring role?
	
	
	
	

	Safeguarding?
	
	
	
	

	Carers hours per week
	1-19  20-49   50+hrs
	1-19     20-49  50+hrs 
	1-19      20-49    50+hrs    

	1-19      20-49    50+hrs      


	Hours caring before?
	
	
	
	

	Hours caring after?
	
	
	
	

	Total number of hours
	
	
	
	

	Out of hours total ?
	
	
	
	

	Number of visits?
	
	
	
	

	COPE score before
	
	
	
	

	COPE score after
	
	
	
	

	Physical health before
	
	
	
	

	Physical health after
	
	
	
	

	Emotional health before
	
	
	
	

	Emotional health after
	
	
	
	

	Carer consent gained?
	
	
	
	





DEMOGRAPHIC DATA CAPTURE                (KEY :  C= CARER       CF = CARED FOR )

Gender Identity:
	
	C
	CF
	
	C
	CF

	Male
	
	
	Transgender
	
	

	Female
	
	
	Prefer not to say
	
	




Ethnic Group:
	White British
	
	
	White & Asian
	
	

	White Irish
	
	
	Any other mixed background
	
	

	White Gypsy/Irish Traveller
	
	
	Indian
	
	

	Any other White background
	
	
	Pakistani
	
	

	White & Black Caribbean
	
	
	Bangladeshi
	
	

	White and Black African
	
	
	Chinese
	
	

	Any other Asian background
	
	
	African
	
	

	Caribbean
	
	
	Any other Black
	
	

	Arab
	
	
	Any other ethnic group
	
	




Sexual Orientation:
	Heterosexual/straight
	
	
	Don’t know/unsure
	
	

	Gay or Lesbian
	
	
	Prefer not to say
	
	

	Bisexual
	
	
	Other
	
	




Housing Tenure:
	Home Owner
	
	
	Not living with Care Recipient
	
	

	Council rented
	
	
	Not stated
	
	

	Private rental
	
	
	Other
	
	

	Homeless
	
	
	
	
	




Economic Status:
	Employed Full Time
	
	
	Unemployed
	
	

	Employed Part Time
	
	
	Unable to work
	
	

	Retired
	
	
	Student
	
	

	Unpaid/Voluntary
	
	
	Full Time Parent
	
	




Religion:
	Agnostic
	
	
	Jehovah Witness
	
	

	Anglican
	
	
	Jewish
	
	

	Atheist
	
	
	Lutheran
	
	

	Baha’i
	
	
	Methodist
	
	

	Baptist
	
	
	Mormon
	
	

	Buddhist
	
	
	Muslim
	
	

	C of E
	
	
	Non-Conformist
	
	

	C of S
	
	
	Pagan
	
	

	Catholic
	
	
	Protestant
	
	

	Christadelphian
	
	
	Sikh
	
	

	Evangelical
	
	
	Spiritualist
	
	

	Greek Orthodox
	
	
	URC
	
	

	Hindu
	
	
	Other
	
	




Medical History of Carer:

	Primary condition:

	Condition 
	Yes
	No
	NA
	R
	A
	G
	Comment

	Emotional health
	
	
	
	
	
	
	

	Blood pressure
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Cardiac
	
	
	
	
	
	
	

	Cognitive
	
	
	
	
	
	
	

	Continence
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Endocrine
	
	
	
	
	
	
	

	Gastro-Intestinal
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	

	Musculoskeletal
	
	
	
	
	
	
	

	Neurological
	
	
	
	
	
	
	

	Renal
	
	
	
	
	
	
	

	Respiratory
	
	
	
	
	
	
	

	Mental Health 
	
	
	
	
	
	
	

	Sleep Problems
	
	
	
	
	
	
	

	Sensory
	
	
	
	
	
	
	

	Unidentified Condition
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	

	Smoking
	
	
	
	
	
	
	

	Alcohol Intake
	
	
	
	
	
	
	

	Drug misuse
	
	
	
	
	
	
	

	Hospital in last 6/12 months
	
	
	
	
	
	
	

	DNAR
	
	
	
	
	
	
	

	Medication 
	
	
	
	
	
	
	

	Flu vac
	
	
	
	
	
	
	

	Falls
(if Yes, ask questions in box1)
	
	
	
	
	
	
	

	Manual handling guidance
(if yes, ask questions in box 2)
	
	
	
	
	
	
	

	Nutrition/weight concerns?
(if Yes, ask questions in box 3)
	
	
	
	
	
	
	



BASELINE OBS

	BP
	PULSE
	SATS
	HEIGHT
	WEIGHT
	TEMP
	OTHER

	
	
	
	


	
	
	






	Box 1 – FALLS questions
	YES
	NO
	NA
	Comments

	Have you had a fall in the last 12 months? 
	

	
	
	

	How many times have you fallen in last 12 months?
	
	
	
	

	Are you on 4 or more medications a day?
	

	
	
	

	Do you feel unsteady or have balance problems?
	
	
	
	

	Do you struggle to get up from a chair?
	

	
	
	

	Are you afraid of falling?
	

	
	
	

	Referral needed to another service?
	

	
	
	



	Box 2 – Manual handling questions
	YES
	NO
	NA
	Comments

	Are you helping the cared for to transfer?

	
	
	
	

	Do you have health issues which make Manual handling  difficult?
	
	
	
	

	Is there suitable equipment in situ?

	
	
	
	

	Referral needed to OT?

	
	
	
	

	Demonstration of techniques given?

	
	
	
	

	Information leaflet given? 

	
	
	
	



	Box 3 – Nutrition questions
	YES
	NO
	NA
	Comments

	Are you eating 3 meals a day?
	

	
	
	

	Are you drinking 8 cups of fluid a day?
	

	
	
	

	Have you lost weight recently?
If Yes, how much?
	

	
	
	

	Has your appetite decreased?
	

	
	
	

	Is your GP, other HCP aware?
	

	
	
	

	MUST assessment needed?
	

	
	
	



	Additional comments:













	Carer Assists with:
	Yes
	No
	NA
	R
	A
	G
	Comments

	Activities of daily living









	
	
	
	
	
	
	

	Medication
	
	
	
	
	
	
	

	Assistance in Night
	
	
	
	
	
	
	

	Household tasks (i.e shopping)
	
	
	
	
	
	
	

	Finances / paperwork
	
	
	
	
	
	
	

	Carer has Power of Attorney?
	
	
	
	
	
	
	

	Transport
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	




	Date score assessed:
	R
	A
	G
	Total Score

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




	COMPLEX CASE  (score:            )

5 or above indicates a complex case.
(At risk of health deterioration, Carer crisis, hospital admission)
	NON COMPLEX CASE  ( score:            )

Less than 5  indicates a non-complex case




	Other Agencies / services
(referred on/already involved)
	Yes
	No
	NA
	Comments

	Social Services
	
	
	
	

	Carer Support
	
	
	
	

	Respite
	
	
	
	

	Day Centres
	
	
	
	

	Mental health / Time to talk
	
	
	
	

	Community services (health)
	
	
	
	

	Memory Assessment Service
	
	
	
	

	Voluntary sector
	
	
	
	

	Package of care?
	
	
	
	

	Engaging with services?
	
	
	
	

	Other
	
	
	
	







	Contingency Plans
	Yes
	No
	NA
	Comments

	Lifeline in situ?
	
	
	
	

	Carers Alert Card
	
	
	
	Number: 

	Message in a Bottle
	
	
	
	

	Crossroads Care ERS in place?
	
	
	
	

	Family/Friends
	
	
	
	

	Keysafe in situ? 
	
	
	
	

	Blue Badge
	
	
	
	

	GP aware of carer
	
	
	
	

	Care Plan in situ
	
	
	
	



	Benefits
	Yes
	No
	NA
	Comments

	Attendance Allowance
	
	
	
	

	Carers Allowance
	
	
	
	

	Carers Credits
	
	
	
	

	Pension Credits
	
	
	
	

	Disability Allowance
	
	
	
	

	PIP
	
	
	
	

	Council Tax reduction
	
	
	
	

	Fuel Poverty
	
	
	
	

	Direct Payment
	
	
	
	

	Personal Budget
	
	
	
	



	Environment
	Yes
	No
	NA
	Comments

	Access difficulties to house
	
	
	
	

	Others living at property
	
	
	
	

	Pets
	
	
	
	

	Suitable equipment in situ
	
	
	
	DETAILS:

	Hot & cold running water
	
	
	
	

	Spare room for sitter
	
	
	
	

	Landline/mobile signal
	
	
	
	

	Identified risks/hazards
	
	
	
	


KEY : NA  :  Not Asked Question

	Care Plan

	
















Care Recipient’s Health

	Name:
	Date of Birth:

	Address:

	Medical history:
Primary condition:




	Medication:


	Allergies (required for Crossroads ) :

	DNAR in place? (required for crossroads) 
	Relationship to Carer:





	Crossroads referral date :

	

	Emergency contact details 1

Name:
DoB:
Address:
[bookmark: _GoBack]




Tel:
Mob:
Email:

Relationship to Cared For:
	Emergency contact details 2
	
Name:
DoB:
Address:





Tel:
Mob:
Email:

Relationship to Cared For:

	GP Surgery:
GP Name:
Surgery Address:



Tel:
	Pharmacy:
Address:




Tel:








CONSENT TO REGISTER WITH CROSSROADS  

	CONSENT OF CARED FOR PERSON

	I agree that the information provided in this assessment may be shared with health and safety care professionals and service providers in order to contribute to my support.


	Name of Cared For: 
	Date:

	Signature:


	


	CONSENT TO BE SIGNED BY CARER   (if cared for does not have the capacity to sign)

	This assessment has been discussed with [person with care needs] as a result of which it has been agreed that the assessment is in the best interest of [person with care needs].


	Name of Cared for:
	Date:

	Name of Carer: 
	Signature of Carer:



	CONSENT OF CARER

	Yes
	No

	I agree that CHT can access my medical records.
	
	

	I agree that information provided in my assessment may be shared with the person I care for
	
	

	I agree that the assessment may be shared with Health & Social Care Professionals and service providers who can contribute to my support
	
	

	I understand that I may withdraw my consent to share information at any time but this may affect ability to provide services for me
	
	

	I understand I have the right to restrict what information may be shared with whom
	
	

	Restrictions- please specify

	
	

	Carer Signature:

	Date:







	This Assessment form has been bench-marked against the following: 

NICE  NG21 -  1.1.1., 1.1.2, 1.1.3, 1.3.14, 1.3.15, 1.3.17, 1.3.18, 1.3.19

CQC Statements – Person centred care, Dignity & respect, Consent


Commitment to Carers – Statement 6 and Priority 7 Commitment 32



	
Carers Health Team  Assessment Form[image: ]                      
	Name:
	
	D.O.B
	
	NHS No:
	



	Name:
	
	D.O.B
	
	NHS No:
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Record of Medication Prescribed
Name:												
Date of birth: 

	Name of Medication
	Date Prescribed
	Dosage
	Route
	Time taken – please tick
	Additional information
	In blister pack

	
	
	
	
	Am
	Noon
	Pm
	Night
	As required
	
	Yes
	No

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	
Last updated:
	
	
Signature:
	




	
	Morning

	Lunchtime
	Evening
	Night
	Additional Notes

	Monday


	
	
	
	
	

	Tuesday


	
	
	
	
	

	Wednesday


	
	
	
	
	

	Thursday


	
	
	
	
	

	Friday


	
	
	
	
	

	Saturday


	
	
	
	
	

	Sunday


	
	
	
	
	






DIARY SHEET
	DATE
	COMMENTS
	SIGN

	
	
	




	DATE
	COMMENTS
	SIGN

	
	
	


[image: ][image: Think Carer CSWS Logo][image: ]
	Name:
	
	D.O.B
	
	NHS No:
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