Nursing Initial Assessment Form 
	Personal details:  
Name:

Address:

DOB:

GP: 

NHS no:

Religion:  

Next of kin:




	Name of person completing the form: 

Date of initial assessment:

People present /contributing in initial assessment: 




	Diagnosis of learning disability / autistic spectrum disorder – with information on date of diagnosis: 



	Reason for referral: 




	Presenting needs: (i.e. has there been any changes or additional issues from time of referral)



	Previous involvement from community learning disability team: 




	Capacity to consent: 

Does the individual have capacity to make their decisions and choices regarding the referral issue? How do you know this?  

Are further capacity assessments required? 

Who else will need to be involved in this process? 




	Are there other professionals / agencies involved? What actions have been taken? 




	Recent significant life events: 




	Living circumstances: (i.e. how much support does the individual receive? Who does the person live with? Have there been any recent changes to home environment or staff team? Are there any identified concerns to be aware of?)




	Health history: (Indicate if individuals suffer from the health conditions listed below) 

Diabetes:

Epilepsy:

Mental health:

Physical disabilities:

Vision:

Hearing:  

Any known allergies: 

Any other health needs: 




	List of current prescribed medication (Request information on how long medication has been prescribed for and by whom. Also useful to gather information on when the individual last received  a medication review): 




	Are there any changes or concerns in the following areas:

Sleep:  

Eating and drinking: 

Weight (State BMI if known)

Elimination: 

Activity level:  

Motivation levels:  




	Communication: (Indicate forms of communication that the individual uses. Has there been an assessment of their expressive and receptive language skills? How does the individual express choices?)




	Behaviour: (Are there difficulties in managing the individual’s behaviour? How frequently and for how long has the behaviour been occurring? Has a potential cause for the behaviour been identified? Is the behaviour being monitored and recorded?) 



	Any other information:  



	Further actions required: (e.g. referrals to other professionals, training /  education for staff teams or families, assessments etc). 
Please note:

· Actions identified should also be reflected in the nursing goal plan

· Identify which actions are priority and to be addressed first  

1.

2.

3.

4.

5. 

6. 

Signature and role of person completing the form:



Additional Work Identified
Note: This section is to record additional work identified after the initial nursing assessment has been completed. 
	Date 
	Further nursing actions  to be completed
	Reasons for prioritisation
	Signature on completion of work

	
	
	
	


PAGE  
6
Developed by Kate Low, Deborah Wardleworth and Emma Britton – November 2010


