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Name: 
                                       DOB:                  NHS No

CLINICAL ASSESSMENT FOR COMMUNITY REFERRAL
	NAME:  

D.O.B:

NHS No:                                                                
	CURRENT PLACEMENT:

TEL;

	
Resident’s Home Address:

Tel:
	GP:

Consultant:



	Funding:

Private:  (
Social Services: (

	Date of Admission:

Date of Proposed Discharge:

	Date of Last Review:
	Date of This Review:



	Signature of Assessor:

Print Name:

	For office use only:

	Nursing Home       

Care Package and Providor
PHB Referral

	Validation of Assessment:

Name:

Designation:

Date of Next Review:



	Care Domains
	Clinical Nursing Needs

	Behaviour


	

	Cognition


	Please provide details of any recent cognitive assessment/MMSE

	Psychological & Emotional Needs


	

	Communication


	

	Mobility

Care Plan in Place?

Yes: (
No: (

	Please identify falls risk assessment as identified in National Service Framework for Older People.



	Nutrition

Care Plan in Place?

Yes: (
No: (
Continence:

Care Plan in Place?

Yes: (
No: (

	Please identify MUST and/or BMI

	Skin:

Care Plan in Place?

Yes: (
No: (

	Please identify Waterlow Score



	Breathing:

Care Plan in Place?

Yes: (
No: (

	

	Drug Therapies and Medication:

Care Plan in Place?

Yes: (
No: (

Altered States of Consciousness:

Care Plan in Place?

Yes: (
No: (

	LAST REVIEW DATE:
Please include specific description of seizure activity if relevant.



	Other Significant Care Needs:

Care Plan in Place?

Yes: (
No: (
	

	Summary of Needs and Recommendation:

PAST MEDICAL HISTORY:



















Please return completed form to: NHS Continuing Healthcare, 1st Floor - West Wing, New Alderley Building, Macclesfield District General Hospital, Victoria Road, SK10 3BL

Completed by: 
                                                                 Date:


