COMMUNITY SUPPORTED LIVING LTD

PROSPECTIVE SERVICE USER FORM


	Name of CSL assessor  


	Date

	Care/risk plan requested/received 

Y/N


	Name of referrer and contact details

	PSU aware of referral? Y/N



	PSU name/contact details (name/address/tel)


	Next of Kin (name/address/tel)



	D.O.B.


	N.I.no.

	Religious belief

	Nationality/ethnicity

	G.P. contact details

	Care Co-ordinator details

	Funding (Private, Direct Payments,  ILF, Other)


	Other agencies being used e.g. District nurses

Advocacy, Other care providers 



	Reason for referral

	Physical/mental health diagnosis including risk history

	Current medication

	Allergies

	Sleep in required
	 

	Assistance with medications

	Cooking/ healthy eating



	Budgeting


	Benefit/ finances



	Shopping 


	On call  



	Appointments


	Diversionary Therapy



	Emotional Listening 


	Counselling

	Taking to college/ school


	Chiropodist

	Dentist


	Opticians

	Personal hygiene


	Environmental hygiene

	Practical tasks
	Toileting/pad change (If yes who supplies pads, aprons and gloves)


	Assisting in/ out of bed
	Bathing/ Hair Washing

If yes bath/ shower or bed bath

	Personal care required
	What equipment is used i.e. Hoists

If yes who is responsible for training/ maintenance


	I agree that the above information is correct and all risk history has been discussed
Signature of referrer
	I agree that the above information is correct and all risk history has been discussed

Signature of assessor

	I agree that the above information is correct and all risk history has been discussed
Signature of PSU
	


Further Information
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