	name
	     
	dob
	     
	h&c no
	     



	NISAT
	Core Assessment
	Sept 2010


	General Information


	Assessed Person’s Details (see also Contact Screening)

	Name
	     

	DOB
	     

	H&C No
	     

	Address
	     

	Postcode
	     

	Contact Tel No
	     


	Assessed Person’s Awareness

	Is the assessed person?
	· Aware of the assessment                      FORMCHECKBOX 
  Yes        FORMCHECKBOX 
 No            

· Able to participate in assessment          FORMCHECKBOX 
  Fully       FORMCHECKBOX 
  Partially     FORMCHECKBOX 
  No

  If “Partially” or “No” please give reason      



	Life History and Caring Role


	Assessed Person’s Life History

	
	Please consider    ∙ Key life events    ∙ Family background    ∙ Past employment    ∙ Caring for others   ∙ Other

	
	     



	Care You Provide

	Do you currently provide care for someone else?

If yes, please specify
· Who you care for and your relationship

· Nature of care you provide

· How you are coping and any need for help
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     


	Assessment Triggers


Where reply is “Yes” or “Don’t know” to the question below complete corresponding domain

Where reply is “No” only complete corresponding domain if needs become apparent during assessment or where there is a need for the information to inform decision-making
	 Have you noticed any change or deterioration in your

	

	
	Physical health?
	 FORMCHECKBOX 
 Yes, recently (<12 months)

 FORMCHECKBOX 
 Yes, for a long time (>12 months)

 FORMCHECKBOX 
 Yes, long term problems have deteriorated (<12 months)

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Don’t Know


	
	Mental health and emotional wellbeing?
	 FORMCHECKBOX 
 Yes, recently (<12 months)

 FORMCHECKBOX 
 Yes, for a long time (>12 months)

 FORMCHECKBOX 
 Yes, long term problems have deteriorated (<12 months)

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Don’t Know


	
	Level of awareness and decision-making skills?
	 FORMCHECKBOX 
 Yes, recently (<12 months)

 FORMCHECKBOX 
 Yes, for a long time (>12 months)

 FORMCHECKBOX 
 Yes, long term problems have deteriorated (<12 months)

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Don’t Know


	
	Ability to manage your medications?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know



	
	Communication and sensory functioning?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know


	
	Walking and movement?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know


	
	Personal care and daily tasks?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know


	
	Living arrangements and accommodation?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know


	
	Relationships?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No           
 FORMCHECKBOX 
 Don’t Know


	
	Work, finance and leisure?
	 FORMCHECKBOX 
 Yes          
 FORMCHECKBOX 
 No            
 FORMCHECKBOX 
 Don’t Know



	Domain 1 - Physical Health


	Where possible reflect the assessed person’s perspective.  Ensure all questions are considered

	How do you view your physical health?
	 FORMCHECKBOX 
 Good       FORMCHECKBOX 
 It varies       FORMCHECKBOX 
 Quite bad       FORMCHECKBOX 
 Very bad

	Do you have, or have you had, any diagnosed physical health conditions?
	 FORMCHECKBOX 
 Yes (please specify below)         FORMCHECKBOX 
 No         FORMCHECKBOX 
 Don’t Know

	Conditions (indicate if past or present and timescale)
	Treatment received (to include tests, hospital admissions, surgery, procedures)
	Date

	     

	     
	     

	Do you have any infections?
	 FORMCHECKBOX 
 Yes (please specify)         FORMCHECKBOX 
 No                    FORMCHECKBOX 
 Don’t know

     

	Do you have any allergies?
	 FORMCHECKBOX 
 Yes (please specify)         FORMCHECKBOX 
 No                    FORMCHECKBOX 
 Don’t know

     

	How would you describe your sleep pattern?

If disturbed, what helps you return to sleep?
	 FORMCHECKBOX 
 No disturbance

 FORMCHECKBOX 
 Occasional disturbance

 FORMCHECKBOX 
 Recent disturbance (<12 months)

 FORMCHECKBOX 
 Long-term disturbance (>12 months)

     

	Do you experience any pain?

If yes, please specify

· Type of pain

· When it occurs

· How long it lasts

· Location of pain

· How you manage the pain

· What affects your pain
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Have you noticed any altered sensation?

Please consider

· Numbness

· Pins and needles

· Sensitivity to hot and cold

· other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have difficulties when you breathe?
	 FORMCHECKBOX 
 Yes (please specify when this occurs, below)     FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Occasionally         FORMCHECKBOX 
 When walking

 FORMCHECKBOX 
 At night                 FORMCHECKBOX 
 During the day

 FORMCHECKBOX 
 Day and night       FORMCHECKBOX 
 On exertion

 FORMCHECKBOX 
 At other times (please specify)

     

	Is there anything that helps you breathe more easily?

Please consider

· Your position

· Medication

· Oxygen

· Open window

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have any skin problems?
	 FORMCHECKBOX 
 Yes (please select the appropriate option(s) below)     FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Pressure sores / breaks            FORMCHECKBOX 
 Discolouration

 FORMCHECKBOX 
 Bruising                                    FORMCHECKBOX 
 Other (please specify)

     

	Do you have oedema in your limbs and / or ankles?
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	Have you noticed any changes in your weight recently?
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	What affects your ability to eat and drink?

Please consider

· Illness

· Stress / worry

· Painful mouth / gums

· Dentures

· Appetite

· Likes / dislikes / choice

· Other
	     

	Are you happy with your food and drink?

Please consider

· Type

· Quality

· Amount

· Choice

· Impact of illness

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have any concerns about the condition of your feet?

Please consider

· Poor circulation

· Ability to attend to hygiene

· Pain

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Have you had any falls?

If yes, please specify

· Number of falls

· Circumstance of fall(s)

· Location of fall(s)

· Date of last fall
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have a fear of falling?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Are you able to control your bladder?


	 FORMCHECKBOX 
 Yes, at all times                           FORMCHECKBOX 
 No, occasionally incontinent

 FORMCHECKBOX 
 No, incontinent (day)                   FORMCHECKBOX 
 No, incontinent (night)

 FORMCHECKBOX 
 No, incontinent at all times          FORMCHECKBOX 
 Other (please specify)

     

	Have you noticed any change in your bladder pattern?
	 FORMCHECKBOX 
 Yes (please specify)         FORMCHECKBOX 
 No

     

	Are you able to control your bowels?
	 FORMCHECKBOX 
 Yes, at all times                           FORMCHECKBOX 
 No, occasionally incontinent

 FORMCHECKBOX 
 No, incontinent (day)                   FORMCHECKBOX 
 No, incontinent (night)

 FORMCHECKBOX 
 No, incontinent at all times          FORMCHECKBOX 
 Other (please specify)

     

	Have you noticed any change in your bowel pattern?
	 FORMCHECKBOX 
 Yes (please specify)         FORMCHECKBOX 
 No

     

	In relation to the questions, above do you have or need?

If applicable, can you manage this / these independently?
	 FORMCHECKBOX 
 Incontinence pads            FORMCHECKBOX 
 A catheter                  FORMCHECKBOX 
 An urostomy      

 FORMCHECKBOX 
 An ileostomy                     FORMCHECKBOX 
 A colostomy               FORMCHECKBOX 
 Other                                   FORMCHECKBOX 
 None of the above

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Do you smoke?
	 FORMCHECKBOX 
 Yes (please specify how many per day)     FORMCHECKBOX 
 No           

	Have you ever smoked?
	 FORMCHECKBOX 
 Yes (please specify when you stopped)     FORMCHECKBOX 
 No

     

	Do you drink alcohol?
	 FORMCHECKBOX 
 Yes (please specify units per week)            FORMCHECKBOX 
 No            

	Would you like advice on…
	 FORMCHECKBOX 
 Smoking           FORMCHECKBOX 
 Drinking               FORMCHECKBOX 
 Addiction

 FORMCHECKBOX 
 Screening         FORMCHECKBOX 
 Vaccination         FORMCHECKBOX 
 Exercise

 FORMCHECKBOX 
 Other (please specify)
     

	
	Assessor’s Perspective
     



	Domain 2 – Mental Health and Emotional Wellbeing


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	How do you view your mental health and emotional wellbeing?

Please consider

· Mood – depressed / elated 
· Thoughts of self harm 

· Life not worth living

· Motivation

· Anger or frustration

· Mistrust of others

· Ability to cope

· Confidence / Lack of self-worth
· Anxiety / fear / panic / tension

· Insight into condition
· Other
	 FORMCHECKBOX 
 Good       FORMCHECKBOX 
 It varies       FORMCHECKBOX 
 Quite bad       FORMCHECKBOX 
 Very bad
     

	Do you have, or have you had, any diagnosed mental health conditions?
	 FORMCHECKBOX 
 Yes (please specify below)         FORMCHECKBOX 
 No         FORMCHECKBOX 
 Don’t Know

	Conditions (indicate if past or present and timescale)
	Treatment received (to include tests, hospital admissions, surgery, procedures, name of Consultant)
	Date

	     

	     
	     

	Have any recent events affected your mental health or emotional wellbeing?

Please consider

· Recent loss or bereavement

· Illness  

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Would you like any support to meet your mental health, emotional, spiritual or cultural needs?

Please consider

· Health & Social Care Professional

· Advice

· A Faith Leader

· Befriending Service

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	
	Assessor’s Perspective
     



	Domain 3 - Awareness and Decision Making


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	Have you noticed changes in your memory and / or decision-making skills?                                    

If yes, please specify

· When you /others first noticed this

· Nature of the changes

· Frequency of episodes

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have, or have you had, any diagnosed conditions affecting your level of awareness and decision-making skills?
	 FORMCHECKBOX 
 Yes (please specify below)         FORMCHECKBOX 
 No         FORMCHECKBOX 
 Don’t Know

	Conditions (indicate if past or present and timescale)
	Treatment received (to include tests, hospital admissions, surgery, procedures)
	Date

	     

	     
	     

	How do any difficulties you have affect your day to day life?

Please consider

· Forgetting important daily tasks / appointments

· Fear / anxiety

· Ability to recognise others / surroundings / disorientation

· Ability to communicate

· Risk to self / others

· Unpredictable behaviour

· Isolation

· Loss of choice and decision-making

· Other
	     

	Do you feel able to make your own choices and decisions?

If no, please specify

· Why 

· Who helps you 

· Their relationship to you

· What decisions and choices you need help with
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you feel included in decisions and choices made on your behalf?

If no, how do you feel about this?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	
	Assessor’s Perspective
     



	Domain 4 - Medicines Management


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	How do you view your ability to manage your medication?

· Level 1 = I am able

· Level 2 = I am able with difficulty (e.g. lack of dexterity, eyesight, reduced mobility) 

· Level 3 = I am able with assistance, equipment or aids

· Level 4 = I am not able (please give reason)

	
	Level
	Details

	Removing from packaging
	     
	     

	Reading labels
	     
	     


	Taking the right dose at the right time
	     
	     

	Swallowing tablets / liquids
	     
	     


	Using equipment, aids 
(e.g. oxygen, inhalers)
	     
	     

	Storing and / or disposing of safely
	     
	     


	Ordering and collecting your medication
	     
	     

	Do you take your medicines as advised?

If no, please give reason

· Not effective

· Side-effects

· Unsure of reason

· Unable to collect / take

· Forget

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	In addition to your prescribed medication do you take / use?
· Over the counter medication

· Alternative medication / therapies 
· Medication prescribed for others

· Other
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	What pharmacy do you use?
	     

	Has your medication been changed recently?
	 FORMCHECKBOX 
 Yes (please specify by whom and why)     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Don’t Know
     

	Do you take 4 or more medications?

(Where 4 or more medications are taken, further assessment may be required by a pharmacist and / or GP)
	 FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No         FORMCHECKBOX 
 Don’t Know

	
	Assessor’s Perspective
     



	Domain 5 - Communication and Sensory Functioning


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	How do you view your ability in relation to the following?

· Level 1 = I am able

· Level 2 = I am able with difficulty (e.g. noise levels, language barriers, lack of assistance, other)

· Level 3 = I am able with assistance, equipment or aids

· Level 4 = I am not able (please give reason)

	
	Level
	Details

	Speaking
	     
	     


	Understanding others
	     
	     


	Hearing
	     
	     


	Seeing
	     
	     


	Reading
	     
	     


	Writing
	     
	     


	Taste
	     
	     


	Touch
	     
	     


	Smell
	     
	     


	
	Assessor’s Perspective
     



	Domain 6 Walking and Movement


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	How do you view your ability in relation to the following?

· Level 1 = I am able

· Level 2 = I am able with difficulty (e.g. pain, stiffness, other) 

· Level 3 = I am able with assistance, equipment or aids

· Level 4 = I am not able (please give reason)

	
	Level
	Details 

	Walking indoors
	     
	     


	Walking outdoors
	     
	     


	Getting up and down stairs / steps
	     
	     


	Getting in and out of bed
	     
	     


	Moving from bed to chair, chair to chair
	     
	     

	Getting up to stand or sit down
	     
	     


	Changing position (in seat, in bed)
	     
	     


	Driving a car
	     
	     


	Getting in and out of a car
	     
	     


	Using public transport
	     
	     


	Visiting shops, banks, post office, other
	     
	     

	
	Assessor’s Perspective
     



	Domain 7 - Personal Care and Daily Tasks


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	How do you view your ability in relation to the following?
· Level 1 - I am able

· Level 2 - I am able with difficulty (e.g. pain, stiffness, other)

· Level 3 - I am able with assistance, equipment or aids

· Level 4 – I am not able (please give reason)

	
	Level
	Details

	Attending to your personal hygiene
Please consider

· Access washing facilities

· Get into/ out of bath / shower

· Wash and dry body 

· Wash hair / comb hair

· Wash feet / cut toenails 

· Shave /wash face / brush teeth

· Apply make-up
	     
	     

	Managing the toilet
Please consider 
· Reach the toilet 

· Clean yourself after toilet 

· Adjust clothing
	     
	     

	Dressing yourself
Please consider
· Choose suitable clothing

· Put on / take off clothes

· Put on / take off footwear

· Manage small fastenings e.g. tie shoe-laces / do buckles  / 
use buttons / zips
	     
	     


	Preparing food and drinks
Please consider

· Make hot  / cold drinks

· Make a snack  / meal

· Turn taps on and off

· Carry a kettle, pot, cup or plate
	     
	     

	Feeding yourself
Please consider 
· Chew food 

· Swallow food 

· Swallow drinks

· Use knives, forks, spoons

· Hold a cup
	     
	     


	Carrying out household tasks
Please consider
· Clean house 

· Do laundry

· Maintain garden
	     
	     


	
	Assessor’s Perspective
     



	Domain 8 – Living Arrangements and Accommodation


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	Are your living arrangements permanent or temporary?
	 FORMCHECKBOX 
 Permanent 

 FORMCHECKBOX 
 Temporary, but I have permanent accommodation

 FORMCHECKBOX 
 Temporary 

 FORMCHECKBOX 
 Currently in hospital (answer questions  below with regard to your 
     accommodation prior to admission)    


	Permanent / Temporary accommodation arrangements

	What type of property or accommodation do you live in?
	 FORMCHECKBOX 
 Privately rented         FORMCHECKBOX 
 Publicly rented            FORMCHECKBOX 
 Privately owned   

 FORMCHECKBOX 
 Bungalow                                     FORMCHECKBOX 
 2 + storey house

 FORMCHECKBOX 
 Flat (ground)                                FORMCHECKBOX 
 Flat (other)

 FORMCHECKBOX 
 Sheltered accommodation           FORMCHECKBOX 
 Residential home       
 FORMCHECKBOX 
 Nursing home                               FORMCHECKBOX 
 No fixed abode           
 FORMCHECKBOX 
 Other (please specify)    
     

	Please specify the type, number and location of rooms in your home?

	     

	Do you live with others?

If yes, please specify

· How many others

· Their relationship to you
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Have you any issues about your living arrangements?

Please consider

· Change in circumstances / location
· Personal safety / home security

· Poor maintenance

· Access

· Safety of appliances
· Future arrangements

· Pressure to move

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Have you any issues in relation to heating your accommodation?

Please consider

· Cost of heating

· Type / age of heating system

· Regulation of heat

· Adequate ventilation
· Damp / cold
· Ability to light fire or operate the heating system

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	If temporary what is the reason for your current living arrangement?

Please consider

· Staying with family

· Respite care

· Waiting for community placement

· Rehabilitation / re-enablement

· Other
	     

	How long do you expect to stay?
	     

	
	Assessor’s Perspective
     



	Domain 9 - Relationships


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	Do you have any family, friends or others that you consider important in your life?
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	Are you happy with the relationships you have with family, friends or others?

Please consider

· Trust

· Emotional support

· Amount of company

· Recent changes in circumstances

· Sexual relationships

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
     

	Do you ever feel lonely or isolated?

Please consider

· How you cope with this

· What you think could help you
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
     

	Are you presently, or have you been, worried or frightened by the treatment you receive from others?

Please consider

· Threats / bodily harm

· Conflict within family

· Emotional harm

· Control of money

· Racial, religious abuse

· Verbal abuse

· Stranger abuse

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Are you aware of anyone who is prevented from being in contact with you?  
If yes, please specify

· Who this is

· Why

· Action taken / to be taken
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     


	What arrangements are in place to facilitate the above?

Please consider

· An active agreement

· Exclusion order

· Other
	     

	
	Assessor’s Perspective
     



	Domain 10 - Work, Finance and Leisure


	Complete to reflect assessed person’s perspective. Ensure all questions are considered

	Do you carry out any type of work?

If yes, please specify

· Type (voluntary or paid)
· Hours undertaken
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you have any concerns regarding your employment, workplace relations or change in work patterns?
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	Are you currently undergoing any training or educational course?

If yes, please specify

· Type and hours undertaken
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Please describe any activities or hobbies you pursue or would like to pursue? (include care of pets)
	     

	Do you receive or have you applied for any benefits?

If yes, please specify

· Type and amount
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Do you receive Direct Payments?
If yes, please specify

· The amount

· Who these are for

· What you spend these on
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Would you like advice on benefits / Direct Payments?
	 FORMCHECKBOX 
 Yes(please specify)       FORMCHECKBOX 
 No

     

	Do you have any issues or concerns regarding your finances or your ability to manage money?

Please consider

· Change in circumstances

· Buying necessities

· Paying household bills

· Involvement of others

· Lack of information

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	Does anyone have control over your financial affairs? (legal or unofficial)
If yes, please specify

· Who this is

· What the arrangement is

· If you are content with these arrangements
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     

	
	Assessor’s Perspective 

     



	Quality of Life and Future


	Quality of Life and Your Future

	How do any difficulties you have affect your quality of life?

Please consider

· Maintaining relationships

· Privacy

· Managing your day to day activities

· Carrying out work or leisure activities

· Staying safe

· Asking questions regarding your condition

· Other
	     

	Do you have any goals you would like to achieve in the future?
	 FORMCHECKBOX 
 Yes (please specify)     FORMCHECKBOX 
 No

     

	Have you considered your choices, wishes or preferences for your future?

Please consider

· Wishes regarding death/ dying

· Future preferred place of care

· Making a will

· Advance directives

· Other
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

     



	Views of Carer(s) and Others 


	
	Carer(s) observation / perspective

	
	     


	
	Views of others (in addition to above)

	
	     


	Assessor Analysis and  Summary


	
	Please consider the following in terms of the assessed person’s ability to remain independent

• Autonomy and Choice   • Health and Safety    • Ability to manage Daily Routines  
• Involvement in Family and Community Life

	
	     


	Referral for Carer’s Assessment

	Has a need for Carer’s Assessment been identified?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Has a Carer’s Assessment been requested?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Has a Carer’s Assessment been offered?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Has a Carer’s Assessment been declined?
	 FORMCHECKBOX 
 Yes (please give reason)       FORMCHECKBOX 
 No

     

	Carer’s Assessment previously completed?
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No 


Where potential need for Carer’s Assessment is identified or requested please action
	Consent 

	NISAT Consent Form completed?
	 FORMCHECKBOX 
 Yes     (If No, complete NISAT Consent Form)

	Does Consent need to be updated?
	 FORMCHECKBOX 
 Yes (please complete new Consent Form)       FORMCHECKBOX 
 No


	Process Details

	Source(s) of information / contributor(s) to the assessment
	     

	Method of assessment

(via telephone, face-to-face contact, other)
	     

	Please specify location where assessment took place
	     


	Completion of Assessment Summary and Action Details


	If any risks / needs are identified or actions  required  you must complete an “Assessment Summary and Action Details” form

	Assessment Summary and Action Details form completed and attached?
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No (please give reason)

     



	Core Assessment Completed By
	Authorising Signature (if required)

	Name
	     
	Name
	     

	Designation
	     
	Designation
	     

	Tel No
	     
	Tel No
	     

	Signature
	
	Date
	     
	Signature
	
	Date
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