

	CCA v1 January 2010 - Final

	LEICESTER CITY COUNCIL ADULT SOCIAL CARE
COMMUNITY CARE ASSESSMENT

	Name: 


	 FORMTEXT 

     
	Lives alone:  
	Yes
	No

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Address: 

Postcode :

Telephone :
	 FORMTEXT 

     
 FORMTEXT 

     
 FORMTEXT 

     
 FORMTEXT 

     
 FORMTEXT 

     
	Preferred language: 
	     

	
	
	Written :
	 FORMTEXT 

     

	
	
	Spoken :
	 FORMTEXT 

     

	
	
	Is interpreter required?
	Yes 
	No

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	Other communication 

Requirements:
	 FORMTEXT 

     

	D.O.B: 
	 FORMTEXT 

     
	Next of kin: 
	 FORMTEXT 

     

	CareFirst ID:
	 FORMTEXT 

     
	Emergency contact: 
	 FORMTEXT 

     

	Gender : 
	  FORMTEXT 

     

	Date assessment started: 
	 FORMTEXT 

     

	Ethnicity: 
	 FORMTEXT 

     
	Name of assessor: 
	 FORMTEXT 

     

	Religion: 
	 FORMTEXT 

     
	Date assessment concluded: 
	 FORMTEXT 

     

	GP: 
	 FORMTEXT 

     
	Team & Team code: 
	 FORMTEXT 

     


	Sexual orientation:
	 FORMTEXT 

     
	
	


REASON FOR REFERRAL:
	


PEOPLE CONSULTED IN ASSESSMENT:

NB: KEY TO LAST COLUMN:  PR = Present at Assessment Visit

                                                   TEL = Consulted by telephone

                                                   LET = Consulted by letter/e-mail 

	
	Name


	Address
	Tel No
	Role/

Relationship
	PR

TEL

LET

	1


	
	
	
	
	

	2
	
	
	
	
	

	3
	
	

	
	
	

	4


	
	
	
	
	

	5


	
	
	
	
	


Assessment
Questionnaire

The purpose of this questionnaire is to give the Council a clear picture of your support needs.

It can be completed with help from people you trust. This might be a worker, your family, friends or people who know you well

How to complete the assessment questionnaire 
The first part of the questionnaire asks some general questions about you and how you can be supported to remain independent. The rest of the questionnaire is divided into different areas of life.
In each area you should tick the statement that best describes your needs. 
The Care Manager (e.g. Social Worker or Occupational Therapist) will also note their views on your needs in each area. Where there is a difference we would ask you to come to an agreement and write this in the box called supporting information. 

Please take time to think through each section and the area of your life it considers as it is very important that you complete the questionnaire accurately.

GENERAL INFORMATION:

	I am answering the questions all by myself 
	 FORMCHECKBOX 


	I am answering the questions with help from someone else 
	 FORMCHECKBOX 


	Someone else is mainly answering the questions   
	 FORMCHECKBOX 


	The person helping me is called:

	They are helping me because:



a) Who is completing this questionnaire?
b) What communication needs should we know about?
	



c) What cultural, religious, spiritual, of lifestyle needs should we know about? 
	



d) What health or mobility issues do you have?
	



e)    Are there any important life events that you want to tell us about?

	



f)     Who do you live with? Include any people or pets that live with you

	



g) What kind of property do you live in and who owns it?

	



 h)     What help do you currently get to meet your care/ support needs?

	



AUTONOMY

1. MAKING DECISIONS 

	Tick the box which best describes your situation if you had no support from anybody else

	My view
	Worker view
	Decision reached

	I don’t need any support with making decisions. I make all the decisions. I just need a bit of advice (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I can make all the decisions, but need occasional support and advice to make sure they are the best decisions for me.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to make most day-to-day decisions, but need some support to make important decisions about my life. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I make some decisions about my day to day life. I need support the most of the time to make more decisions and take more control.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I make only a few decisions about my day to day life. I need a high level of support to make more decisions and take more control.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other people make all the decisions in my life. I need a very high level of support to make decisions and take more control.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others.

	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Making Decisions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information – Making decisions: 

	



Office use only 

Eligibility (see Appendix 1 guidance)

	
	None
	Low
	Moderate
	Substantial
	Critical

	Autonomy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



MANAGING DAILY ROUTINES
2. SUPPORT WITH PERSONAL CARE 

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support with my personal care (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times a week) with my personal care 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) with my personal care 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (every day) with my personal care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (twice a day) with my personal care 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (more than twice a day) with my personal care 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support during the night
	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me with personal care needs?

	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Personal care needs


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information- Personal care: 
	



3. SUPPORT WITH PRACTICAL DOMESTIC TASKS 

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support with domestic tasks around my home (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times week) with domestic tasks around my home.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) with domestic tasks around my home.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (every day) with domestic tasks around my home.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (twice a day) with domestic tasks around my home.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (several times a day) domestic tasks around my home.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me with practical domestic tasks?

	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Practical domestic tasks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information - Practical domestic tasks: 
	


4. MEALS & NUTRITION

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I do not need any support getting meals and drinks
(go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times a week) to get meals and drinks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times week) to get meals and drinks.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (every day) to get meals and drinks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (twice a day) with meals and drinks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (total support every day) with meals and drinks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me with getting meals and drinks?
	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Meals and nutrition
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information - Meals and nutrition: 

	


Office use only 

Eligibility (see Appendix 1 guidance)

	
	None
	Low
	Moderate
	Substantial
	Critical

	Managing Daily routines
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



INVOLVEMENT 

5. FRIENDS & BEING PART OF THE COMMUNITY 

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support to maintain contact with friends and people in the community (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times a week) to maintain contact with friends and people in the community. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) to maintain contact with my friends and people in the community
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (at least 5 times a week) to maintain contact with my friends and people in the community 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (every day of the week) to maintain contact with my friends and people in the community
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support  (total support every day) to maintain contact  with my friends and people in the community
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me when I go out in to the community?
	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others.
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Involvement with friends & family
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information- Friends and being part of community: 
	


6. ACCESS TO WORK, EDUCATION AND LEARNING (if applicable)

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support to access work, education or learning opportunities (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times a week) to access work, education or learning opportunities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) to access work, education or learning opportunities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (at least 5 times week) to access work, education or learning opportunities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (every day of the week) to access work, education or learning opportunities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (total support every day) to access work, education or learning opportunities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me with being able to access work, education, or learning opportunities?
	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others.
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Involvement in work, leisure or learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information - Access to work, education and learning: 
	


7. BEING A PARENT OR FAMILY CARER (if applicable)

	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support with being a parent or a carer (go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times week) with being a parent or a carer 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) with being a parent or a carer  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (at least 5 times a week) with being a parent or a carer  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (every day) with being a parent or a carer  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (several times a day) with being a parent or a carer  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need 2 carers at the same time to be able to support me with being a parent or carer?
	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sometimes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others.
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Being a parent or caring for someone else.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information - Being a parent or caring for someone else: 

	



Office use only 

Eligibility (see Appendix 1 guidance)

	
	None
	Low
	Moderate
	Substantial
	Critical

	Involvement 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



HEALTH & SAFETY

8. KEEPING MYSELF SAFE FROM HARM AND HELPING OTHERS AROUND ME TO STAY SAFE
	Tick the box which best describes your situation if you had no support from anybody else


	My view
	Worker view
	Decision reached

	I don’t need any support to stay safe from harm 

(go to next question)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need occasional support (about 1-2 times week) to stay safe from harm. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need some support (about 3-4 times a week) to stay safe from harm. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need support the most of the time (at least 5 times a week) to stay safe from harm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a high level of support (every day) to stay safe from harm. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I need a very high level of support (total support every day) to stay safe from harm.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Now tick which box applies regarding current support you get from family, friends or others.
	
	I get enough of the support I need
	I get most of the support I need
	I get some of the support I need
	I get none of the support I need

	Health and safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Supporting information- Staying safe from harm: 
	



Office use only 

Eligibility (see Appendix 1 guidance)

	
	None
	Low
	Moderate
	Substantial
	Critical

	Health & Safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Answers to these questions may help you get support from part of the Council or another agency:

9. Is there any type of equipment or item which you think would help you keep or improve your 

    independence? 
	



10. Is where you live suitable for you and does it help you keep or improve your independence?
	



11. Are you at any risk of losing your accommodation (e.g. because of rent, mortgage or other  

     money arrears?) If so give details:
	



12. Do you need any advice or assistance to find out about or be able to move into employment? 
	


13. QUALITY OF LIFE QUESTIONS

	
	Not at all
	
	                Very 


	
	1
	2
	3
	4


	5

	How independent do you feel?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	How healthy do you feel?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	How confident do you feel in being able to look after yourself & your home?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you feel able to spend time with people you like and want to be with?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you feel able to get involved in local community activities and services? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you feel in control of the important things in your life? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you feel you are treated with dignity and respect from other people?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you feel safe and secure where you live at present?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you able to manage the money that you have? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If not completed please state reasons:     



To help us to monitor the impact of any support we may be able to provide or fund for you please rate from 1 to 5 how you feel at the moment in relation to each question :
Finally what are the three most important things you want to change about your life in the next year? (Tick up to 3 answers)

	Your physical health
	 FORMCHECKBOX 

	The control you have over your life
	 FORMCHECKBOX 


	Your mental health 
	 FORMCHECKBOX 

	Relationships with your family 
	 FORMCHECKBOX 


	Support for an informal carer 
	 FORMCHECKBOX 

	Close personal relationships 
	 FORMCHECKBOX 


	What you do on weekdays 
	 FORMCHECKBOX 

	Relationships with friends 
	 FORMCHECKBOX 


	What you do in the evenings 
	 FORMCHECKBOX 

	The home you live in 
	 FORMCHECKBOX 



	What you do at weekends
	 FORMCHECKBOX 

	Who you live with 
	 FORMCHECKBOX 


	Who supports you to do things 
	 FORMCHECKBOX 

	Other (please describe below) 
	 FORMCHECKBOX 


	     



14. EXISTING CARER SUPPORT (if applicable)

To be completed by your main family or other unpaid carer

This part is about how your caring role impacts on your daily life. By impact we mean how it affects your physical health; emotional well-being; ability to take part in employment, training or social activities; ability to look after other relatives/ children 
Name:         
Relationship to Individual:      
	
	Carers view
	Worker view
	Decision reached

	I am currently able to manage the impact of caring
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	My caring responsibilities have only a small impact on my daily life (or resuming a greater caring role would have this effect).

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I have some difficulty and stress in carrying out my day-to-day caring role (or resuming a greater caring role would have this effect). There is some impact on my daily life.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The caring role has led to moderate levels of stress and some health problems (or resuming a greater caring role would have this effect). My caring role has had a substantial impact on my daily life. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	My caring role has led to high levels of stress and several health problems (or resuming a greater caring role would have this effect). My caring role has a high impact on my daily life.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	My caring role has a very high impact on my daily life - including a serious impact on my health and well-being or my ability to perform other roles (or resuming a greater caring role would have this effect). I am unable to continue in the role as it currently is.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If you care for someone for more than 10 hours per week or the role has a substantial impact on your daily life, you are entitled to have a carers assessment. I would like to receive a Carers assessment. 


	 FORMCHECKBOX 



Supporting information- Existing carer support

	



End of Assessment Questionnaire
For completion by Care Manager

CARERS ASSESSMENT
  Carers ID: 
  (Choose 1 option from the below)

	No eligible carer Identified


	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	Carer's assessment (separate or jointly with service user)   declined
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	Carer to receive a separate carers assessment
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	Carer's needs assessed within this CCA new carers  services to be provided.
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	Carer's needs assessed within this CCA existing carers services are to continue 
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	 Carer's needs assessed within this CCA info only provided to carer.

	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 



SUMMARY OF HEALTH CONSULTATION:  Details of other consultation carried out with other professionals or

individuals to confirm health needs
MENTAL HEALTH/ EMOTIONAL/ PSYCHOLOGICAL NEEDS: To include specific details of any challenging

behaviour and motivation or specific diagnosis. Is there a need to consider 2 stage test of capacity (S2 & S3 Mental

Capacity Act 2005)? 

ELIGIBILITY decision: (refer to the eligibility framework appendix 1 and 2).   If applicable also record any details 
of any main areas of disagreement with the individual in relation to the information in the Assessment Questionnaire. 

SUMMARY OF ELIGIBLE NEEDS: which are over and above eligibility threshold (Do not identify services here – in Support Plan only)

	FACS AREAS ELIGIBILITY SUMMARY: 

None

Low

Moderate

Substantial

Critical

Managing Daily routines

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Involvement

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Health & Safety

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Autonomy  

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

OVERALL ELIGIBILITY BAND (based on highest band from four areas) 



	None

 FORMCHECKBOX 

Low

 FORMCHECKBOX 

Moderate

 FORMCHECKBOX 

Substantial

 FORMCHECKBOX 

Critical

 FORMCHECKBOX 




ASSISTIVE TECHNOLOGY Consider use of Assistive Technology to meet need(s) and manage risk(s)

Technology to be explored:

FINANCIAL: Benefit Breakdown, Arrangements for management of finance, etc.
CONSIDERATION FOR OTHER FUNDING STREAMS: e.g. Continuing health care (decision support tools), Access to Work, or Independent Living Fund (ILF Potentially eligible if under 65 and on higher rate DLA Care component. Actual eligibility dependent on level of local authority funding. State current position if potentially eligible) 
INFORMATION GIVEN:
	Access to records
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	

	Complaints procedure
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	
	

	Individual Budgets
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	
	

	Direct Payments
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	
	

	Assistive Technology
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	
	

	Funding options

(residential/nursing care)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Not  applicable 
	 FORMCHECKBOX 


	Other (specify):  



INDIVIDUALS SIGNATURE SLIP

Assessment completed for:  FORMTEXT 

     
Name of Individual: 
CareFirst ID: 
On: (date) 
I have received a copy of my assessment, and am/am not in agreement with its contents.

And/or I wish to make the following comments:


I understand that this form or some of the information in it may be shared with other people involved in my care, and that wherever possible, staff will tell me about this.  Information may also be taken from this form and used for monitoring and planning purposes.

Signed…………………………………………….. Date:  ……………………………

Service User/Carer

 Signed……………………………………………..     Date: …………………………….

Care Manager

 Signed……………………………………………..       Date: ………………………….

Team Manager/ Senior Practitioner

PAGE  
1

