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Initial Care Plan Assessment
Completed at the start of care to understand the client’s needs, preferences and circumstances

	1.  Client Information



		Full name
	



	
		Preferred name
	






		Date of birth
	DD / MM / YYYY



	
		Phone number
	






	Address
	



	Next of kin / emergency contact
	



		Language spoken
	



	
		Marital status
	






		Household structure
	



	
		Pets
	






DNR in place:   ☐  Yes     ☐  No

	If yes — location of DNR form
	



☐  Blue Badge holder

	2.  Current Situation and Support Needs



	

	

	

	

	

	



	3.  Communication and Sensory Needs



Communication support required:   ☐  Yes     ☐  No

	Notes
	



Glasses worn:   ☐  Yes     ☐  No

	Optician name and address
	



Hearing aid used:   ☐  Yes     ☐  No

	Details
	



	Other sensory / disability support needs
	




	4.  Health Conditions



	Main diagnoses / conditions
	



Emotional and mental health overview
	

	

	



	5.  Mobility and Moving / Handling Needs



	Mobility status
	e.g. independently mobile, uses walking frame, wheelchair user



	Aids used
	e.g. walking frame, wheelchair, hoist



	Moving and handling needs
	e.g. stand-aid required, two-person assist



	6.  Medication Management



Dossett box:   ☐  Used     ☐  Not used

	Support needed with medication
	e.g. prompt only, assist with administration



	Medication collection day
	



Medication:   ☐  Delivered     ☐  Collected

	Responsible person / pharmacy
	



	7.  Health and Care Professionals



	GP name / address / phone
	



	Optician name / address / phone
	



	Consultant name / address / phone
	



	Social worker name / address / phone
	



	Other care professionals
	



	8.  Support Needs



	Personal care (dressing, washing, toileting, oral care, hair care, shaving, creams)
	☐  Support required     ☐  Not required

	

	

	



	Medication assistance
	☐  Support required     ☐  Not required

	

	

	



	Meal preparation and assistance
	☐  Support required     ☐  Not required

	

	

	



	Housework support
	☐  Support required     ☐  Not required

	

	

	



	Paperwork or financial assistance
	☐  Support required     ☐  Not required

	

	

	



	Appointments and escorting
	☐  Support required     ☐  Not required

	

	

	



	Social support and hobbies
	☐  Support required     ☐  Not required

	

	

	



	9.  Consent



I hereby consent to my self-employed care provider supporting me with the above care plan. I agree to my information being appropriately shared with relevant individuals and organisations involved in my care. I understand I can request to view or amend my personal information at any time.

	
Client signature
	
	
Carer signature

	

Date
	
	

Date
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