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Referral Information 

	Service User Details

	Full Name
	
	CareFirst Client ID 
	

	Known As


	
	Nat Ins No.
(Essential)
	

	Address


	
	Temp address (if not living at home)
	

	Postcode (ESSENTIAL)
	
	Telephone Number
	

	Date of Birth
	
	Female
	Marital status

Married / Living with partner / Widowed / Divorced / Separated / Single

	

	Preferred communication       (please tick)

	Preferred first language
	English 

	Clear speech
	
	Using text
	
	Other preferred methods (detail)
	

	Based on alphabet
	
	Using objects and symbols
	
	

	Based on sign language
	
	Based on body language and touch
	
	Not known
	

	Advocate required?       
	Yes / No
	If yes, please note date advocacy service requested
	

	Interpreter required?
	Yes / No
	BSL / Lip Speaker / Scribe


	Main contacts

	Next of kin
	Relationship
	Address
	Phone Number
	Keyholder?

	
	
	
	
	

	Main contact or carer
	Relationship
	Address
	Phone Number
	Keyholder?

	
	
	
	
	

	No Contact Requested! 
	Reason

	
	


	Professional contacts

	Designation
	Name
	Address
	Phone Number

	G.P.


	
	
	

	Community Nurse


	
	
	

	Allied Health Professional
	
	
	

	Social Worker / Care Assessor
	
	
	

	Senior Home Care Officer
	
	
	

	Other


	
	
	


	Warning indicators – please highlight any potential risks to staff 


	Directions to home address





	Current services

	Service
	
	Provided by
	Contact Tel No.

	Domestic/home care
	
	
	

	Personal care
	
	
	

	Health care
	
	
	

	Rehabilitation following illness
	
	
	

	Respite/short breaks
	
	
	

	Specialist treatment/counselling
	
	
	

	Day services
	
	
	

	Adaptations being arranged
	
	
	

	Intensive housing management
	
	
	

	Community Alarm
	
	Meals At Home
	
	
	


	Relevant Health Information

	Significant illnesses or disabilities

diabetes



	Referral details

	Source of referral

	Name
	
	Contact No.
	
	Date
	

	Relationship

(please circle as appropriate)
	Applicant / family friend / Social Work / Housing / GP / Primary Care / Secondary Care / Education / 

Police / Voluntary org / anonymous / not known / other (specify):

	Reason for referral

	

	Is individual aware of referral?           

	

	Referral details completed by:

	Name
	
	Designation
	
	Date
	

	Action to be taken by person completing Referral Information details:

	Take on lead professional role
	
	Referral passed to:



	Pass Referral Information on
	
	



Complete on receipt of Referral Information section:

	Allocated lead professional (if not person taking initial referral)

	Name
	
	Designation
	
	Date
	


Background Information

	Accommodation information

	Current accommodation type   (please tick and then circle detail)

	Mainstream housing
	
	No adaptations / with adaptations / barrier free / unspecified

	Sheltered housing
	
	Sheltered / very sheltered / extra care / integrated very sheltered 

	Special housing
	
	Amenity / wheelchair accessible / ambulant disabled / other special adaptations

	Supported accommodation
	
	Hostel / staffed group home / core & cluster / foyer / supported tenancy / supported landlady or caretaker / specialist facility / other

	Specialist rehabilitation unit
	
	Addiction rehabilitation / mental health rehabilitation / unspecified

	Registered adult care home
	
	Single status / nursing home / residential care home / unspecified

	NHS facility / hospital
	
	Long stay – learning disability / general psychiatric / old age psychiatric / geriatric medicine / unspecified

	Penal institution
	
	Prison / Young Offenders Institution / secure (forensic) psychiatric facility

	Registered childcare accomm
	
	Registered home / residential school / secure accommodation / unspecified

	Homeless
	
	Rough sleeper / other roofless / squatting / temp accomm / women’s refuge / B&B / asked to leave / unable to secure entry

	Mobile home
	
	Static caravan / travelling caravan / portacabin

	Other 

eg living with family
	
	Please specify:

	Unknown
	
	

	Tenure type

	Social rented
	
	Council standard / Council temporary / HA standard / HA temporary

	Owned
	
	Owned outright / mortgaged / part owned and part rented

	No tenure (If homeless)
	
	Private accommodation
	
	Tied housing
	

	Institutional living
	
	Not known
	
	

	Dwelling type

	Detached house
	
	Single storey / multi storey

	Semi-detached house
	
	Single storey / multi storey

	Terraced house
	
	Single storey / multi storey

	Flat
	
	Ground floor / first floor / other floor (specify):

	Not known
	
	

	Existing accommodation facilities

	Heating type


	Coal fire
	No of bedrooms
	

	Bedrooms
	Ground floor
	
	First floor
	
	Accessible for service user?
	Yes
	No

	Bathroom
	Ground floor
	
	First floor
	
	Accessible for service user?
	Yes
	No

	WC (if separate)
	Ground floor
	
	First floor
	
	Accessible for service user?
	Yes
	No

	Outside access
	Level access
	
	Steps
	
	Accessible for service user?
	Yes
	No

	Please note any existing adaptations to the property:



	Please note if there is a Community Alarm, or SMART technology fitted in the property:



	Please note if there is any equipment currently provided, and if so, which Service provided it:

	

	Household composition

	Other people in household

	Name


	Relationship (eg mother, sister)


	Age

	Pets (include alternative care arrangements)

	



	Unpaid support

	
	Estimated no of hours per week

	Source of care
	Less than 1 hour
	1-4 hours
	5-19 hours
	20 +hours
	Continuous
	Varies

	From person living with service user
	
	
	
	
	
	

	From person not living with service user
	
	
	
	
	
	

	Does carer wish to have an independent assessment of their own support needs? 

(Highland Carer’s Support Plan)
	YES / NO


	Employment information

	Employment status (please tick)

	Full time
	
	Unable to seek work (not by choice)
	

	Part time
	
	Retired
	

	Self employed
	
	Unemployed
	

	Looking after home / family
	
	Full time Carer (unpaid) 
	

	Full time education (pupil or student)
	
	Part time Carer (unpaid)
	

	Unknown
	
	Not applicable
	

	Other (please specify)


	
	


	Welfare benefits

	Do you get any of the following?
	YES
	NO
	Do you get any of the following?
	YES
	NO

	Retirement Pension
	
	
	Council Tax Benefit
	
	

	Widows Pension
	
	
	Housing Benefit
	
	

	War Widows Pension 
	
	
	Incapacity Benefit
	
	

	War Disablement Pension
	
	
	Severe Disablement Allowance
	
	

	Income Support
	
	
	Other (specify)
	
	

	Attendance Allowance
	Higher 

Rate  
 FORMCHECKBOX 

	
	Lower 

Rate
 FORMCHECKBOX 


	Disability Living Allowance Care Component
	Higher 

Rate  
 FORMCHECKBOX 

	Middle 

Rate  
 FORMCHECKBOX 

	Lower 

Rate
 FORMCHECKBOX 


	Disability Living Allowance Mobility Component
	Higher 

Rate  
 FORMCHECKBOX 

	
	Lower 

Rate
 FORMCHECKBOX 


	Would service user like a Welfare Benefits check?
	YES / NO
	
	


	Access to transport

	Own transport
	
	Family transport
	
	Public transport (incl. Taxi)
	

	Other
	
	If other, please describe:

	Is assistance required to use transport:




	Equal opportunities monitoring

	Ethnic origin (please tick)
	
	Religion (please tick)

	Scottish
	
	
	None
	

	Irish
	
	
	Church of Scotland
	

	Other British
	
	
	Roman Catholic
	

	Indian
	
	
	Other Christian (specify):
	

	Pakistani
	
	
	Buddhist
	

	Bangladeshi
	
	
	Hindu
	

	Chinese
	
	
	Muslim
	

	Caribbean
	
	
	Sikh
	

	African
	
	
	Jewish
	

	Not known
	
	
	Not known
	

	Other (specify):


	
	
	Other (specify:)
	



	Social history / background information

	lived in property for 30 years  etc etc



	Service user’s perspective of their needs  

	


	Carer’s perspective of service user’s needs

	



	Client group monitoring

	Client group
	18-64
	65+
	Client group
	18-64
	65+

	People with sensory impairment
	
	
	Physical disability / illness
	
	

	People with dementia
	
	
	People with mental health problems
	
	

	People with learning disabilities
	
	
	People who use alcohol
	
	

	People who use drugs
	
	
	People with HIV /AIDS
	
	

	People with acquired brain injury
	
	
	Older people
	
	

	Vulnerable due to young age
	
	
	People at risk of offending/re-offending.  People leaving prison.
	
	

	Women at risk of domestic violence
	
	
	People experiencing psychological trauma
	
	

	People with poor skills/disruptive behaviour
	
	
	Refugees
	
	

	People who are homeless or sleeping rough
	
	
	Gypsy / Traveller
	
	



	Assessment screening

	Area of need

Does service user have needs relating to:
	YES

	· Personal care, eg mobility, bathing, eating and drinking
	

	· Health, eg medication, nutrition, allergies
	

	· Senses and communication, eg sight, hearing, speech & language
	

	· Mental health or general wellbeing, eg memory, general mood
	

	· Social contacts, eg contact with family, friends, getting out and about
	

	· Spiritual, religious and cultural matters, eg attending worship, associated dietary or care needs
	

	· Living independently, eg managing tenancy, domestic skills,  finances, etc
	

	· Accommodation, eg adaptations, overcrowding, homelessness
	



Does the service user wish full single shared assessment to be carried out?      Yes
            
   No

If service user does not wish full SSA, please complete Assessor’s Summary, noting reasons.

Are any of the following services appropriate?






	
	YES
	NO
	
	YES
	NO

	Community alarm
	
	
	Suoport Services (i.e. day care)
	
	

	Meals at home
	
	
	Blue Badge parking permit
	
	

	Travel Card and Companion Card
	
	
	Plus One Card
	
	

	Heating change (from coal fire)
	
	
	Level access shower
	
	


If a fast track service is required by the service user, please complete relevant sections of Supplementary Information sheet

	Background Information details completed by:

	Name
	
	Designation
	
	Date
	

	Action to be taken by person completing Background Information details:

	Take on lead professional role
	
	Background Information passed to:



	Pass Background Information on
	
	



Complete on receipt of Background Information section:

	Allocated lead professional (if not person completing Background Information)

	Name
	
	Designation
	
	Date
	



Assessment Sections
	1        Personal care and physical wellbeing

	
	
	
	
	Description of need

	1.1
	Mobility – mobility aids, exercise pattern, history of falls


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	

	1.2
	Transfers – in/out bed, chair and W.C.


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.3
	Personal hygiene, including grooming, 

washing, bathing


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.4
	Dressing (incl. Dressing appropriate to weather conditions)


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.5
	Food preparation – ability to access food, prepare and store food


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.6
	Eating and drinking –

food preparation and physical act of eating and drinking
	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.7
	Using the toilet (continence, other aspects of elimination)


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.8
	Sleeping – quality and amount of sleep


	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	Additional information




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	



	2       Health indicators

	
	
	
	
	Description of need

	2.1
	Oral Health – tooth decay, dentures


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.2
	Nutrition – 

balanced diet


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.3
	Skin care / Tissue viability
	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.4
	Foot care


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.5
	Allergies


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.6
	Breathing 


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.7


	Pain control, medication use and ability to self-medicate


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.8
	Smoking and / or alcohol misuse


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	2.9
	Other substance misuse


	N
	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	Additional information




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	



	3      Senses and communication

	
	
	
	
	Description of need

	3.1
	Sight
	N
	M
	U
	

	
	
	
	
	
	

	3.2
	Hearing
	N
	M
	U
	

	
	
	
	
	
	

	3.3
	Smell / Taste
	N
	M
	U
	

	
	
	
	
	
	

	3.4
	Sensation
	N
	M
	U
	

	
	
	
	
	
	

	3.5


	Speech, language and communication
	N
	M
	U
	

	
	
	
	
	
	

	3.6
	Understanding / comprehension
	N
	M
	U
	

	
	
	
	
	
	

	Additional information




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	


	4        Mental Health and Wellbeing

	
	
	
	
	Description of need

	4.1
	Memory and orientation 
	N


	M
	U
	

	
	
	
	
	
	

	4.2
	Confusion – clarity of thought, understanding of environment
	N


	M
	U
	

	
	
	
	
	
	

	4.3
	General mood – state of mind, e.g. depressed, agitated, aggressive
	N
	M
	U
	

	
	
	
	
	
	

	4.4
	Behaviour (inc. need for prompting)
	N


	M
	U
	

	
	
	
	
	
	

	4.5
	Grief – arising from bereavement, divorce, loss of limb, loss of pet, etc
	N


	M
	U
	

	
	
	
	
	
	

	4.6
	Risk to self – potential for self-harm or neglect
	N


	M
	U
	

	
	
	
	
	
	

	4.7
	Expressing sexuality – ability to fulfil emotional and physical sexual needs and preferences
	N


	M
	U
	

	
	
	
	
	
	

	Additional information




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	



	5       Social contacts

	
	
	
	
	Description of need

	5.1
	Family contacts – nature and frequency of family contact
	N
	M
	U
	

	
	
	
	
	
	

	5 .2
	Social contacts – nature and frequency of social contacts
	N
	M
	U
	

	
	
	
	
	
	

	5.3
	Informal network of support – e.g. collection pension, papers, checking on general well-being
	N
	M
	U
	

	
	
	
	
	
	

	5.4
	Access to local facilities and services -  getting to and using local shops, G.P. surgery, etc
	N
	M
	U
	

	
	
	
	
	
	

	5.5
	Hobbies and interests, eg attendance at clubs, sports, arts, holidays and outings
	N


	M
	U
	

	
	
	
	
	
	

	Additional information




	6      Spiritual, religious, cultural matters

	
	
	
	
	Description of need

	6.1
	Requirements for worship and other religious observation
	N
	M
	U
	

	
	
	
	
	
	

	6.2
	Associated dietary needs


	N
	M
	U
	

	
	
	
	
	
	

	6.3
	Arrangements for provision of care (e.g. gender of carer)
	N
	M
	U
	

	
	
	
	
	
	

	6.4
	Cultural issues


	N
	M
	U
	

	
	
	
	
	
	

	6.5
	Dying and death – specific care arrangements


	N
	M
	U
	

	
	
	
	
	
	

	Additional information




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	



	7        Support for independent living

	
	Description of need

	7.1
	General counselling and support – befriending, advising, reminding, non-specialist counselling
	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.2
	Safety and security – assisting with access to, maintenance and security of dwelling because of needs of service user.
	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.3
	Domestic skills – using domestic appliances, arranging minor repairs & servicing, household tasks.
	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.4
	General life skills – dealing with other agencies, personal budgeting, benefit claims, errands and correspondence
	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.5
	Arranging adaptations – liaison with appropriate agencies


	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.6
	Accessing accommodation – advising or assisting with resettlement or rehousing


	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	7.7
	Socialising – arranging social events, and welfare checks, within sheltered or supported accommodation which has a warden service
	N


	M
	U
	

	
	
	
	
	
	

	
	
	
	
	
	

	Additional information (if required)




If not Lead Professional, please give assessor details below:

	Name
	
	Designation
	

	Signature
	
	Date of assessment
	



	8       Risk Indicators

	Do any of the following risk factors apply to the service user?

	
	Risk indicator
	Yes
	Indicate likelihood and level of risk, if any

	8.1
	Living alone or nobody to call for help
	
	

	8.2
	Dependent on regular help
	
	

	8.3
	Hot meal not available some days
	
	

	8.4
	Confined to home by ill health
	
	

	8.5
	Health concerns or difficulties
	
	

	8.6
	Significant visual impairment
	
	

	8.7
	Significant hearing impairment
	
	

	8.8
	Hospitalisation during the previous 12 months
	
	

	8.9
	Difficulty in using household facilities, e.g. appliances and heating
	
	

	8.10
	Needs help with moving and handling
	
	

	8.11
	History of falls
	
	

	8.12
	Difficulty with mobility inside the home
	
	

	8.13
	Difficulty with mobility outside home / external access
	
	

	8.14
	Difficulty with personal care e.g. on/off toilet, dressing, bathing
	
	

	8.15
	Unaware of risks or danger to self and / or others
	
	

	8.16
	Abuse or exploitation
	
	

	8.17
	Self neglect
	
	

	8.18
	Self harm
	
	

	Additional information (if required)



	

	Risk Indicators for Fire Safety within Home

	Single issues which could warrant a request for Home Fire Safety Risk Assessment

	History of fires in the house
	
	Evidence of careless use of smoking materials
	

	Children prone to playing with fire
	
	Inappropriate cooking or heating
	

	Issues which individually do not warrant a Home Fire Safety Risk Assessment, but taken together could warrant assessment or could increase the priority of a single issue (listed above).

	Service user aged over 60 years
	
	Service user dependent on assistance and/or medication
	

	Service user lives alone/ is single parent 
	
	Service user has alcohol/other substance dependency
	

	House has 6 or more occupants
	
	3 or more children in family under 10 years old
	

	No smoke detection in place
	
	Please note number of smokers in household
	

	If risks are identified, does service user wish to receive a Home Fire Safety Risk Assessment, 

with advice and information, from the local Highland and Islands Fire Brigade representative?
	Yes
	No



	Assessors Summary 

	Summary of needs and action to be taken




I agree that this assessment is an accurate reflection of my needs and I agree with the actions outlined in the Assessor’s Summary.  

In signing this assessment, I DO / DO NOT (delete as appropriate) give my consent to the information contained in it to be shared with relevant professionals in NHS Highland, The Highland Council, and relevant voluntary / independent sector providers, in accordance with the Highland Information Sharing Protocol for Single Shared Assessment.

	Service User’s Signature


	
	Date
	


	Assessor’s Signature


	
	Date
	



	Summary continuation sheet (can also be used to record specialist assessment if required)

	


I agree that this assessment is an accurate reflection of my needs and I agree with the actions outlined in the Assessor’s Summary.  

In signing this assessment, I DO / DO NOT (delete as appropriate) give my consent to the information contained in it to be shared with relevant professionals in NHS Highland, The Highland Council and relevant voluntary / private sector providers, in accordance with the Highland Information Sharing Protocol for Single Shared Assessment.
	Service User’s Signature


	
	Date
	


	Assessor’s Signature


	
	Date
	


	Assessment information

	First visit/contact 

(date)
	
	Logged on CareFirst
(date)
	

	Assessment completed

(date)
	
	Loggedon CareFirst
(date)
	

	Review Date

(within six weeks of completion):
	

	Change of Lead Professional 
	Date
	

	If yes, please note name, designation and contact number for new lead professional
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Single Shared Assessment





CareFirst  No:





CareFirst No:





CareFirst No:





CareFirst No:





CareFirst No:

















CareFirst No:





CareFirst No:





CareFirst No:





CareFirst No:





CareFirst No:
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CareFirst No:
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