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Self Assessment Form
	First name:

[image: image3.emf]@

Surname:
	Preferred name:
	D.O.B:



	         Address:

Postcode:

Do you live alone?     

YES       FORMCHECKBOX 
      NO    FORMCHECKBOX 
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	         Phone number (including code):



	
	
	

	
	
	Doctor:

	
	
	

	
	
	           Email address:


Are you completing this form for yourself?


YES     FORMCHECKBOX 
        NO     FORMCHECKBOX 

Are you completing this form on behalf of the person?


YES     FORMCHECKBOX 

  NO     FORMCHECKBOX 

If you are completing this form on behalf of the person have they agreed for you to do so?

	Office use only

	Code:

CLCC002
	

	Date received:


	

	Facilitators name:


	

	Date person contacted:


	


YES
   FORMCHECKBOX 

  NO
   FORMCHECKBOX 

About the person or about yourself:

1. Do you have any medical or health issues that affect your lifestyle? 

Please comment:

………………………………………………………………………………………………………………………………………………

2. Do you consider yourself disabled?   
 YES     FORMCHECKBOX 
          NO      FORMCHECKBOX 

3. Do you have any problems with mobility?

YES     FORMCHECKBOX 
       NO    FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

4. Do you receive any help from any family, friends or neighbours?

YES     FORMCHECKBOX 
       NO     FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

5. Are you able to pursue leisure interests, hobbies, work and learning activities which are important to you?

YES      FORMCHECKBOX 
      NO       FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

6. What kind of support do you feel would help you most of all? 

………………………………………………………………………………………………………………………………………………

7. Do you feel lonely?

Never      FORMCHECKBOX 
     Sometimes    FORMCHECKBOX 
    Often    FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

8. Have you suffered any recent loss or bereavement?

YES      FORMCHECKBOX 
          NO      FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

9. Have you any concerns about feeling down or depressed?
YES      FORMCHECKBOX 
           NO     FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

10.  Have you any concerns about memory loss or forgetfulness?
YES       FORMCHECKBOX 
         NO      FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

Caring responsibilities:

11.  Do you provide care for anyone? e.g. spouse / partner, sibling, parent, friend, child?

 YES       FORMCHECKBOX 
           NO        FORMCHECKBOX 

If yes do you provide the care on a regular basis?       

YES     FORMCHECKBOX 
     NO     FORMCHECKBOX 

If yes does your caring responsibility impact on other areas of your life?                                           

 YES     FORMCHECKBOX 
     NO     FORMCHECKBOX 

Is the person you are caring for in receipt of a Community Care package?  

 YES    FORMCHECKBOX 
     NO      FORMCHECKBOX 
   

Falling:

12.  Have you had any falls in the last twelve months?

None      FORMCHECKBOX 
                  One         FORMCHECKBOX 
              Two or more      FORMCHECKBOX 

Please comment:

………………………………………………………………………………………………………………………………………………

Your medications:

	Do you have any problems with your medication?



	Taking medications:

YES      FORMCHECKBOX 
       NO     FORMCHECKBOX 

Please comment:


	Getting your medications:

YES     FORMCHECKBOX 
     NO    FORMCHECKBOX 

Please comment:




Your wellbeing:  

13.  Would you like to discuss any of the following with one of our advisors?

	Tick which applies  (

	Shopping services
	
	Simple aids e.g. to help you open jars, turn taps or lift kettle
	

	Making meals
	
	Blue Badge Scheme
	

	Healthy eating
	
	Transport
	

	Housework
	
	Financial allowances or benefits
	

	Taking more exercise
	
	Keeping your house warm
	

	Caring for your feet
	
	Housing advice
	

	Getting a Flu jab
	
	Property repairs / maintenance
	

	Reducing alcohol consumption
	
	Home and community safety
	

	Stopping smoking
	
	Library Services
	


	Please provide us with any additional information you may feel will be useful to help us advise you:




Thank you for completing this form

“The information provided on this form will be processed in accordance with the requirements of the Data Protection Act 1998.  It will be treated as confidential and used only for the purpose of providing care for your independence and well being.

“Under the Council’s liability to protect the public funds it administers, information provided on this form may be shared with other departments of St. Helens Council and with other relevant bodies solely for this purpose including internal and external audit or inspection. 
Please return this form to:


Self Assessment Team


Adult Social Care & Health


Access and Information Team


Unit 6/7


Waterside Court


St Helens


WA9 1UA


Tele 01744 675336

















