	name
	
	dob
	
	h&c no
	



	NISAT
	Carers Support 
	Jul 2017


	Date and time carers assessment commenced
	Date
	
	Time 24 hrs
	


	1.0 Assessment Details


	1.1  Reason for Assessment

	How has the need for a carer’s assessment been identified?
	 FORMCHECKBOX 
 Assessment of the cared for person’s need  

 FORMCHECKBOX 
 Following offer of assessment                       

 FORMCHECKBOX 
 Request by Carer                                          
 FORMCHECKBOX 
 Other (please specify)                                   


	Is this a review of a previous Carers Support Assessment? 
	 FORMCHECKBOX 
    Yes      (Please specify date of most recent assessment)  
 FORMCHECKBOX 
    No                


	1.2  Assessment Details

	Method of Assessment
	 FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Face to Face                      

 FORMCHECKBOX 
 Other (please specify)                  


	Those present at the assessment
	

	Please specify location where assessment took place


	 FORMCHECKBOX 
 Client’s / relative’s home   

 FORMCHECKBOX 
 Residential / nursing home                      

 FORMCHECKBOX 
 Hospital                  
 FORMCHECKBOX 
 Trust facility                      

 FORMCHECKBOX 
 Other (please specify)



	1.3  Your Details

	Name

	
	H & C No.
	

	Preferred Name/Title


	
	Tel. No.
	

	Date of Birth


	
	Gender
	

	Address


	
	Postcode
	

	Email


	

	Ethnicity


	
	Religion/Faith
	


	1.4  Communication

	What is your language of choice?
	

	Do you require an interpreter?
	 FORMCHECKBOX 
 No               
 FORMCHECKBOX 
 Yes                 


	Do you have any other communication difficulties? (e.g. to understand or complete this assessment, difficulties with hearing or eyesight, speaking to or understanding others).

	 FORMCHECKBOX 
 No              
 FORMCHECKBOX 
 Yes             (please give details) 


	2.0  About Your Caring




	2.1  About The Person(s) You Care For 


	Name


	
	Name
	

	Preferred Name


	
	Preferred Name
	

	Date of Birth


	
	Date of Birth
	

	Address


	
	Address
	

	Postcode


	
	Postcode
	

	H & C No.


	
	H & C No.
	

	Gender


	
	Gender
	

	Ethnicity


	
	Ethnicity
	

	Tel. No.


	
	Tel. No.
	

	Religion/Faith


	
	Religion/Faith
	

	Email


	
	Email
	

	Relationship to cared-for person
	
	Relationship to cared-for person
	

	Can the person you care for make choices and decisions?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
To some Extent (Please give details)
 FORMCHECKBOX 
No (Please give details)


	Can the person you care for make choices and decisions?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
To some Extent (Please give details)

 FORMCHECKBOX 
No (Please give details)

	If the person lives with you, is this arrangement: 
	 FORMCHECKBOX 
Permanent

 FORMCHECKBOX 
Temporary (please specify timescale and reason)


	If the person lives with you, is this arrangement: 
	 FORMCHECKBOX 
Permanent

 FORMCHECKBOX 
Temporary (please specify timescale and reason)

	Has the cared for person been assessed using the Northern Ireland Single Assessment Tool?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No  

	Has the cared for person been assessed using the Northern Ireland Single Assessment Tool?             
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No  
                


	2.2  Your Current Caring        (Please give details of the care and support you give).

	

	How long have you been giving this care and support?
 
	

	When do you provide this care?  
	 FORMCHECKBOX 
Daily (everyday)               FORMCHECKBOX 
Weekly  
 FORMCHECKBOX 
Week Days Only           FORMCHECKBOX 
Weekend
 FORMCHECKBOX 
As Required       



	How many hours of care do you give? 
	1-19 hours   FORMCHECKBOX 
      20+ hours   FORMCHECKBOX 
         50+ hours  FORMCHECKBOX 



	Has the commitment:
	 FORMCHECKBOX 
 Increased?                        

 FORMCHECKBOX 
 Decreased?                     

 FORMCHECKBOX 
 Stayed the same?            



	Do you help with their financial affairs?

	 FORMCHECKBOX 
 Yes     (please specify what help you give)                
 FORMCHECKBOX 
 No  


	Do you have legal authority?


	 FORMCHECKBOX 
 Yes     (please specify what form this takes)               

 FORMCHECKBOX 
 No     


	Have there been times when you were unable to fulfil your caring? 

If yes, please specify

      √ What happened

      √ When was last time

      √ How often did it happen
	 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No 


	Does anyone else in the family share the caring with you? 
If yes, please specify 
      √What support do they give?
      √How important to you is what they do?
	 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No                                          


	Is it necessary to make contingency arrangements?
	 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No               

 (If yes, please include in Carer’s Support Action & Contingency Plan)


	2.3  Finances

	Have your finances been affected by your caring role?
	 FORMCHECKBOX 
 Yes    (comment if required)           FORMCHECKBOX 
 No             


	Are you in receipt of carers’ allowance?


	 FORMCHECKBOX 
 Yes    (please specify amount)        FORMCHECKBOX 
 No                


	If not, would you like advice on Carers Allowance?
	 FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No               


	Would you like advice on benefits?
	 FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No               



	2.4  Your Health

	Do you have any physical difficulties?
	 FORMCHECKBOX 
 Yes     (please give details)               
 FORMCHECKBOX 
 No


	Do you have any emotional or mental wellbeing difficulties?


	 FORMCHECKBOX 
 Yes     (please give details)               
 FORMCHECKBOX 
 No


	What health problems do you have which may have been the result of, or have been aggravated by, your caring?

	

	Which of your caring responsibilities are now more difficult because of illness?


	


	2.5 Emergency Contact Details for You

	
	Emergency Contact 1
	Emergency Contact 2

	Name

	
	

	Relationship to you


	
	

	Address


	
	

	Postcode


	
	

	Contact Telephone/Mobile Number


	
	


	3.0  Your Caring Role

	

	How would you view the care you are giving?

Please consider:

· What aspects of caring do you consider positive?

· What aspects of caring are difficult?

· How do you feel about your caring?

· Have you concerns about providing care in the future?

	


	4.0  Assessor Analysis and Summary 

	


	5.0 Risk Identification


	Please specify any risk identified


	
	Description of Risk, include Category :

   - Emotional               - Medical
    - Physical                  - Lifestyles

    - Environmental        - Psychological  

    - Resource                - Social
	Type of Risk
	Identified by
	Consequences if Risk not addressed
	Carer’s understanding

of Risk
	Carer’s acceptance of Risk

	
	
	· control over daily life

· occupation 

· social participation and involvement

· personal safety

· self care

· time and space to be yourself 

· feeling supported and encouraged

	· Professional 

· Carer

· Other
	
	
	

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

	
	
	
	
	
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No
	      FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No


	6.0 Carer Support Action and Contingency Plan                           


In Questions 1-4 below, for “Type of Help Agreed” please consider:

Sign-posting to other organisations and provision of information/advice, equipment/aids/alarms/detectors, training, care package, short breaks, provision of carers grants/financial assistance etc..

	6.1  What would help you to care?


For areas where help is needed please consider:

Access to more information, help to talk openly with family, friends, at work, with the person I care for, physical and practical aspects of caring, more help from family, request for emotional support, arranging self- directed support/ direct payments, mediation etc..

Include contingency if required

	Date Area of Help Identified
	Areas Where Help is Needed


	Goals
	Type of Help Agreed
	Planned Start Date
	Provider(s)
	Review Date
	Level of Achievement (achieved, partially achieved, not achieved, unmet need)
	Reason not Achieved

	
	
	
	
	[Date started & Proposed end date]
	
	
	[ Level &Date achieved]
	


	6.2  What could make caring easier for you?


For areas where help is needed please consider: 

More private time for me, more time with family/friends, to have a social life/hobbies/work, to get a good night’s sleep, to have a short break or a holiday

to be able to relax, not worry, to be appreciated, etc..

Include contingency if required

	Date Area of Help Identified
	Areas Where Help is Needed


	Goals
	Type of Help Agreed
	Planned Start Date
	Provider(s)
	Review Date
	Level of Achievement (achieved, partially achieved, not achieved, unmet need)
	Reason not Achieved

	
	
	
	
	
	
	
	
	


	6.3  What alternative support for the person(s) you care for would also be beneficial to you?


For areas where help is needed please consider: 

More contact with family/friends, to feel valued as a person, to feel free from pain/discomfort, to remain living at home, to have someone understanding to talk to, etc..

Include contingency if required

	Date Area of Help Identified
	Areas Where Help is Needed


	Goals
	Type of Help Agreed
	Planned Start Date
	Provider(s)
	Review Date
	Level of Achievement (achieved, partially achieved, not achieved, unmet need)
	Reason not Achieved

	
	
	
	
	
	
	
	
	


	6.4  What would be important to you about any support/help you may receive?


For areas where help is needed please consider:

Treating me with dignity and respect, treating the person I care for with dignity and respect, valuing my knowledge and skills, getting to know the person I care for – treating that person as an individual, it is agreed following discussion with me and the person I care for where possible, reliability, safety and quality of services, etc..

Include contingency if required

	Date Area of Help Identified
	Areas Where Help is Needed


	Goals
	Type of Help Agreed
	Planned Start Date
	Provider(s)
	Review Date
	Level of Achievement (achieved, partially achieved, not achieved, unmet need)
	Reason not Achieved

	
	
	
	
	
	
	
	
	


	6.5 Carer’s Comments and/or Feedback

	


	6.6 Summary of Assessor’s Carer’s Support Identified

	


	Have the identified needs of the carer been met as a direct result of assessment?
(e.g. assessment has formally recognised the carer’s role and no additional support/action is required)

	 FORMCHECKBOX 
 Yes               
 FORMCHECKBOX 
 No                




	Is there an eligible need identified which cannot be met appropriately?


	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No               
If Yes : 

 FORMCHECKBOX 
 No such service exists in the local area/regionally
 FORMCHECKBOX 
 Existing service does not fully meet the specific needs identified
 FORMCHECKBOX 
 Limited or no capacity in the service identified
 FORMCHECKBOX 
 Other :  (please specify)          




	Assessment and Action Plan Completed By:

	Name
	

	Role


	

	Service/Team


	

	Address


	

	Postcode


	

	Contact Telephone Number


	

	Copy of Assessment given to Carer?


	 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No   (please give reason)


	Authorising Signature (if required)

	Name


	

	Designation


	

	Contact Telephone Number


	

	Signature


	

	Date
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