	CARE PROGRAMME APPROACH - RISK ASSESSMENT AND MANAGEMENT

	Name:
	     
	Date of Completion:
	    
	Risk No: (      of      )  (Indicate No and Total)

	D.O.B.
	     
	CHI No:-
	     
	Hosp No     (if known)
	     

	Address:
	     

	Legal Status:                      (expires:             )
	CPA Level: Tier1/Tier 2 SAR (please delete)

	What is there a risk of? – Include historical risk factors.  Complete a separate sheet for each Risk.

	 

     

	Who / what is at risk?                        
	     

	Is this risk factor:
	PRESENT/ONGOING
	NO INDICATIONS CURRENTLY PRESENT
	UNPREDICTABLE/COULD OCCUR ANY TIME

	
	 FORMCHECKBOX 

	                             FORMCHECKBOX 

	
	               FORMCHECKBOX 


	Target signs, symptoms suggestive of increase in risk?  What are the warning signs?

	 

     

	What is being done to control the risk? 

	     

	What is to be done if risk increases?

	    



	
	Name
	Designation
	Signature

	Completed by:
	     
	     
	     

	Agreed with:
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     














