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	NHS Hospital Number
	

	Date this information was recorded
	

	Personal Information

	Name of Patient:
	

	Preferred Name:
	

	Date of Birth:
	

	Telephone Number:
	

	Religion/ Belief:
	

	Main spoken language:
	

	Preferred method of communication: Signing, pictures, symbols, objects of reference


	Diagnosis: Learning Disability, Autism, Schizophrenia, Bi-Polar disorder, Hearing Impairment, Visual Impairment, etc (please circle any that apply and add any others)


	Current health status: (e.g. MRSA, Heb B):



	Next of Kin / Carer Information

	Next of Kin Name:
	

	Telephone Number:
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Carers Details (if different)
	


	Medical History – Bring current MARR Sheet/Prescription if available

	Regular Medication:
	

	How does the person take their medication:
	

	Known Allergies: 
	

	Date of last Tetanus Injection: 
	

	What does the person like? (e.g. quiet environment): 


	What does the person dislike? (e.g. noise, white coats, bright lights)
Are there any potential consequences? (e.g. challenging behaviour)


	How does the person express pain: 



	Does the person suffer from any medical conditions listed below:

 FORMCHECKBOX 
 Diabetes     FORMCHECKBOX 
 Epilepsy     FORMCHECKBOX 
 Asthma      FORMCHECKBOX 
 Spina Bifida     FORMCHECKBOX 
Other (specify below)
  

	

	When is the best time to talk to the person and do they need support? 
	

	Keeping Safe – Identify any issues relating to safety (e.g. wandering, choking)

	Eating/Drinking needs:  e.g has Dysphagia,  needs Pureed food, thickener

	Special Dietary Needs:  FORMCHECKBOX 
 Diabetic      FORMCHECKBOX 
 Vegetarian      FORMCHECKBOX 
 Vegan      FORMCHECKBOX 
 specialised

	Please specify any specialist equipment for moving & handling, positioning:

	GP / Community Information

	GP/Surgery Name:
	

	Surgery Telephone Number:
	

	 FORMCHECKBOX 
 Psychiatrist      FORMCHECKBOX 
 Community Nurse      FORMCHECKBOX 
 Social Worker    If other give details

	Anaesthetic Information

	Has the person been admitted into hospital before, if so have they ever had:

 FORMCHECKBOX 
 Previous operation or hospitalizations 

 FORMCHECKBOX 
 General Anaesthetic, if so: 
 FORMCHECKBOX 
 Were there any complications with a general anaesthetic

	Additional Information

	Please tick if any of these documents are exist and make available:

	 FORMCHECKBOX 
 Health Action Plan     

 FORMCHECKBOX 
 Communication Passport    

 FORMCHECKBOX 
 Hospital Booklet 

 FORMCHECKBOX 
 Eating and Drinking Plan     
	 FORMCHECKBOX 
 MAR Sheet/ record of medication

 FORMCHECKBOX 
 End of Life Care Decision Plan    

 FORMCHECKBOX 
 Do Not Resuscitate forms     

 FORMCHECKBOX 
 Valid Advanced Directives
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