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	Assessment and Referral Details


	Reason For Assessment

	How has the need for carers assessment been indentified?
	 FORMCHECKBOX 
 Single Assessment of the cared for person
 FORMCHECKBOX 
 Request by carer
 FORMCHECKBOX 
 Following offer of assessment
 FORMCHECKBOX 
 Other (please specify)
     

	Is this a review of a previous assessment? (Where previous assessment is carried out in this quarter)
	 FORMCHECKBOX 
 Yes (please specify date of most recent assessment)
 FORMCHECKBOX 
 No
     


	Referral Details

	Date of referral for assessment
	     


	Contact Details of Referrer

	Name
	     

	Role
	     

	Service / team / organisation

(if applicable)
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     

	Email
	     


	Assessment Details

	Method of assessment
	 FORMCHECKBOX 
 Face to face interview
 FORMCHECKBOX 
 Other (please specify)
     

	Those present at the assessment
	     

	Has the cared for person been assessed using the Northern Ireland Single Assessment Tool?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	Carers Support and Needs Assessment


	Your Details

	Name
	     

	Preferred name / title
	     

	DOB
	     

	H&C No
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     

	Email
	     

	Gender
	     

	Ethnicity
	     

	Religion / faith
	     

	Relationship to cared for person
	     

	Length of time in caring role

(yy / mm)
	     


	Communication

	What is your language of choice?
	     

	Do you require an interpreter?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Do you have any other communication difficulties? 

(e.g. to understand or complete this assessment, difficulties with hearing or eyesight, speaking to or understanding others)
	 FORMCHECKBOX 
 Yes (please give details)
 FORMCHECKBOX 
 No

     


	About The Person You Care For

	Name
	      FORMTEXT 


	Preferred name
	     

	DOB
	     

	H&C No
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     

	Email
	     

	Gender
	     

	Ethnicity
	     

	Religion / faith
	     

	What physical and / or mental health conditions does the person have that you care for? 
	     

	Can the person you care for make choices and decisions?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (please give details)
 FORMCHECKBOX 
 To some extent (please give details)
     

	Can the person you care for participate in their own care? 
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No (please give details)
 FORMCHECKBOX 
 To some extent (please give details)
     


	Living Arrangements

	Does the person you care for live with you?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (please specify how far away they live)
     

	If the person lives with you is this arrangement? 
	 FORMCHECKBOX 
 Permanent
 FORMCHECKBOX 
 Temporary (please specify timescale and reason)
     

	Do you have any issues / concerns regarding these living arrangements?
	 FORMCHECKBOX 
 Yes (please specify)
 FORMCHECKBOX 
 No

     


	Care And Support You Give

	Please give details of the care and support you give this person
Please consider
· Emotional support
· Help with personal care

· Help with daily living tasks (e.g. cooking, shopping, cleaning, laundry)

· Help to manage equipment (e.g. aids, medical devices, catheters, oxygen)

· Help with taking / collecting medication

· Help to eat / drink

· Making sure the person is safe

· Driving / taking to appointments

· Dealing with emergencies

· Managing money / paying bills

· Company

· Other
	     

	Please outline how often you give this care and support
	     

	Please outline how long it takes to provide this care and support
	     

	Have you needed to increase the care and support you give recently? 
	 FORMCHECKBOX 
 Yes (please explain why)
 FORMCHECKBOX 
 No

     


	Your Health

	Do you have any physical or mental health problems? 
	 FORMCHECKBOX 
 Yes (please give details)
 FORMCHECKBOX 
 No

     

	Is your health affected by your caring role?

Please consider

· Existing conditions made worse

· Stress / anxiety

· Back pain

· Disturbed sleep affecting general health

· Other
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     


	How Caring Affects You

	What aspects of your caring role do you find rewarding?

Please consider

· Level of satisfaction

· Quality of relationships

· Other
	     

	What aspects of your caring role do you find difficult?

Please consider

· Difficult behaviour

· Verbal / physical abuse

· Certain personal care tasks

· Demands on time

· Unable to attend to your spiritual or cultural needs

· Unable to continue with hobbies / leisure pursuits

· Lack of personal time

· Other
	     

	Do you feel under pressure to continue in your caring role?
	 FORMCHECKBOX 
 Yes (please describe in what way)
 FORMCHECKBOX 
 No

     

	Do you feel you are able to cope with your caring role at present?
Please give further details
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 It varies
     

	Do you wish to continue in your caring role?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Yes, with support

 FORMCHECKBOX 
 No


	Support

	Please describe the support you receive to assist you in your caring role

Please consider

· Practical support (e.g. from care workers)

· Support from voluntary organisations

· Emotional and / or practical help from family / friends

· Breaks / respite (e.g. day care, sitting services)

· Other
	     

	Do you feel this support is adequate?

Please give further details
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 Yes, to some extent

 FORMCHECKBOX 
 No

     

	What could be put in place to help you?

Please consider

· Respite / breaks

· Meals delivered

· Information on this person’s condition

· Equipment / aids

· Training

· Helplines / alarms

· Detectors

· Other
	     


	Other Commitments

	Please describe any other commitments you have

Please consider

· Care of others /family

· Paid employment

· Voluntary work

· Training

· Education

· Other
	     

	Are these commitments or relationships affected by your caring role?

Please give further details
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 Yes, to some extent

 FORMCHECKBOX 
 No

     


	Finances

	Have your finances been affected by your caring role?

Please consider

· Reduced pay

· Extra laundry / food

· Buying equipment / aids

· Other
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     

	Are you in receipt of benefits in relation to your caring role? 
	 FORMCHECKBOX 
 Yes (please specify type and amount)
 FORMCHECKBOX 
 No

     

	Would you like advice on benefits?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Do you help the person you care for with their financial affairs?
	 FORMCHECKBOX 
 Yes (please specify what help you give)

 FORMCHECKBOX 
 No

     


	Do you have a legal relationship with this person?

Please consider

· Appointee

· Enduring power of attorney

· Power of attorney

· Controller

· Other
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     

	Are you in receipt of Direct Payments?

If yes, are these for?

How much do you receive?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 You

 FORMCHECKBOX 
 The person you care for
     

	Would you like to receive information about Direct Payments?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	The Future

	Do you have any wishes, concerns or issues regarding the future?
	 FORMCHECKBOX 
 Yes (please give further details)
 FORMCHECKBOX 
 No

     


	Contingency Planning


	Contingency Planning

	Do you have any plans in place to help you if you suddenly become unable to care for this person?
(e.g. in an emergency situation) 
	 FORMCHECKBOX 
 Yes (please give details)
 FORMCHECKBOX 
 No (please specify what plans could be put in place)
     


	Emergency Contact Details 1

	Name
	     

	Relationship to you
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     


	Emergency Contact Details 2

	Name
	     

	Relationship to you
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     


	Trust / Service Contact Details

	Team / Service
	     

	Name
	     

	Role
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     

	Out of Hours Contact Tel No

(if different from above)
	     


	Consent


	Consent

	
	 FORMCHECKBOX 
 I agree that the information provided in my assessment may be shared with the person I care for.
 FORMCHECKBOX 
 I agree that the information provided in my assessment may be shared with Health and Social Care Professionals and Service Providers who can contribute to my support.
 FORMCHECKBOX 
 I understand that this information may be used for the purpose of providing a service, or care to me.
 FORMCHECKBOX 
 I understand that I may withdraw my consent to share information at any time, but that this may affect ability to provide services for me.
 FORMCHECKBOX 
 I understand that I have the right to restrict what information may be shared and with whom.


	Restrictions

	Please specify which information you do not wish to share
	     

	Please specify with whom you do not wish to share information
	     

	Consent gained?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (please specify reason)
     

	Carers signature

Date


	     
     


	Carer Needs Assessment Summary


	Areas Of Support Or Need Identified

	Please outline the areas of support or need that have been identified.

	
	Support / Need Identified
	By Whom (professional, individual, carer, other)

	
	     
	     


	Referral and Action Plan


	Proposed Referral / Action

	Timescale for referral and action key

· A = Immediate (<24 hrs)

· B = Urgent (<2 weeks)

· C = Non-urgent (>2 weeks)

NB: Where timescales differ due to trust guidelines in relation to assessment and / or onward referral, please give alternative timescale.

	
	Proposed Referral(s) / Action(s)
	Timescale

(A, B or C)
	Agreement

to referral / action

(Yes / No)
	Date of referral / action

	
	     
	     
	     
	     

	Are there any issues, concerns or areas of disagreement?

	
	 FORMCHECKBOX 
 Yes (please give details, including action taken to address these)
 FORMCHECKBOX 
 No

     

	Has unmet need been identified?

	
	 FORMCHECKBOX 
 Yes (please give details and action taken to address this)
 FORMCHECKBOX 
 No

     


	Assessment, Referral and Action Plan Completed By

	Name
	     

	Role
	     

	Service / Team
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     

	Email
	     

	Copy of assessment given to carer?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No (please give reason)
     


	Authorising Signature (if required)

	Name
	     

	Designation
	     

	Tel No
	     

	Email
	     

	Signature

Date
	     
     



