	name
	     
	dob
	     
	h&c no
	     



	NISAT
	GP / Medical Practitioner Report
	Version 3
February 2011


	Re:

	Name
	     

	DOB
	     

	H&C No
	     

	Address
	     
	Postcode
	     


Note:  This information may be shared with the assessed person, carer and others involved 
            in their care.

	Medical History

	Please outline the assessed person’s:
· Relevant  medical history

· Active medical problems

· Likely progression of above
	     


	Current medication

	Please specify:
	     



	Clinics and Investigations

	Please outline:
· Current outpatient clinic attended

· Ongoing investigations

· Planned investigations
	     


	Considerations

	Has this person experienced a rapid change in function?
	 FORMCHECKBOX 
 Yes  (If Yes  please specify)     FORMCHECKBOX 
 No
     

	Has this person unexplained functional decline?
	 FORMCHECKBOX 
 Yes  (If Yes  please specify)     FORMCHECKBOX 
 No

     

	Would this person benefit from a trial of rehabilitation?
	 FORMCHECKBOX 
Yes   (If Yes  please specify)     FORMCHECKBOX 
No

     

	Have you made a referral to a Geriatrician / Other Consultant?
	 FORMCHECKBOX 
 Yes   (If Yes  please specify)    FORMCHECKBOX 
 No

Dr / Mr:                                     Date:     

	Has this person any cognitive impairment if so how significant?
	 FORMCHECKBOX 
 Yes   (If Yes please specify)     FORMCHECKBOX 
 No

     

	Have you made a referral to a Psycho geriatrician / Other Consultant?
	 FORMCHECKBOX 
 Yes   (If Yes  please specify)    FORMCHECKBOX 
 No 

Dr / Mr:                                          Date:     

	Has this person palliative or end of life care needs?
	 FORMCHECKBOX 
 Yes   (If Yes  please specify)    FORMCHECKBOX 
 No

     

	Have you made a referral for palliative or end of life care?
	 FORMCHECKBOX 
 Yes  (If Yes  please specify)     FORMCHECKBOX 
 No
                                                     Date:     

	Other (Please specify)
	     



	Carers Role

	Where the person has a carer, do you have any concerns regarding their ability to continue in their caring role?
	 FORMCHECKBOX 
 Yes   (If Yes please specify)      FORMCHECKBOX 
 No

     



	Recommendations for future care:

	Please consider:
· Care at home 

· Day Care

· Respite Care

· Permanent Placement

· Other (Specify)
	     


	Signed By

	Name
	     
	Contact Tel No
	     

	Address 
	     

	Signature
	
	Date
	     


	Return

	Form returned to:  Name
	     

	Date Returned:
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