






CLIENT ASSESSMENT


CLIENT DETAILS
	Client Full Name
	

	Date of Birth
	

	Country of birth:
	

	Residential address:
	

	Specific access details:
	

	Telephone & Mobile Numbers:
	


	Age:
	

	Does client live alone?
	




ASSESSMENT
	IDENTIFIED NEED AND RISK FACTORS

	Ability to self‑medicate:
	YES

	
	NO
Level of assistance required:

	Allergies:

	

	Medical History:

	

	Languages spoken:
	

	Sight/Glasses:
	YES

	
	NO
List any other difficulties:

	Hearing aids:
	YES

	
	NO
List any other difficulties:

	Mobility aids used:
	

	Mobility issues:
	

	Level of assistance required with showering:
	

	Level of assistance with dressing:
	

	Continence (note bladder and bowels problems):
	

	Continence aids worn:
	YES

	
	NO

	Other needs including behaviour needs:
(describe if known social, emotional, physical, environmental, sexual, uninhibited)
	

	Other needs including other behaviour needs that need a plan of care and management:
	

	Special diet:

	

	Level of assistance with meal preparation:

	

	Cultural Requirements & Spiritual Needs:

	

	
Medical alarm required:

	

	Monitoring of medical alarm:

	

	Transportation needs:

	

	Level of assistance required with shopping:

	

	Level of assistance required with cleaning and laundry:

	

	Needs as seen by client:

	

	Needs as seen by relative/friend/home carer:

	



	Service Commencement Date:
	

	Review Dates:
	



	Client/Carer/Representative Signature
	

	Care Manager Name:
	

	Care Manager Signature:
	

	Date:
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