Integrate Health Needs Checklist
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Section 1 - Service User Details:









Height_______
Weight_______



Allergies (List any if known): ________________________________________

· Does not drink alcohol



· Drinks Alcohol – How much and what type?_________________

(
Does not smoke






(
Smokes – How many per day? ______

Section 2 - Communication of Health Problems

	( Can tell someone verbally if in pain



	( Could follow most health advice

	( Can only show someone by changes in behaviour if in pain


	( Would need some help to follow most health advice

	( Cannot tell others if in pain

	( Would be unable to follow most health advice


Please give examples of how the person demonstrates he/she is in pain:


Section 3 - General Lifestyle Questions: 

Please comment, where applicable on the following areas:

Section 3.1 - Diet

Does the person require a special diet? ( Yes
( No



If yes, what are the special requirements?

Would you describe the person’s appetite as:  ( Poor  ( Average
( Very good

Please specify how often the person eats per day?______________________________

How many portions of fruit and vegetables does the person eat per day? ____________

How many times per week does the person eat fried food?________________________

How many times per week eat ready prepared microwavable food?_________________

How many times per week eat processed food? ________________________________

(e.g. chicken nuggets, pizza, pies, burgers etc)

Does the person use:
 ( butter
 ( low fat spread 
( neither

Does the person use: ( full fat milk
 ( semi skimmed milk  
( skimmed  
( none

How many times per week does the person eat  

cakes, sweets, biscuits, chocolate etc.? _______________________________________

What does the person usually eat for breakfast?_________________________________

Section 3.2 - Exercise

How much exercise does the person usually do?

( None or very little

( Light exercise (eg. light housework, gentle sports or walks which do not make person breathe heavily or sweat)

( Moderate exercise (eg. Brisk walks, gardening, activities which make person breathe more heavily or sweat and occur for less than 20 minutes at a time)

( Heavy exercise (eg. Activities which make person breathe heavily and sweat and continue for more than 20 minutes at a time)

( Don’t know

Examples of exercise:

Section 4 - Sleep

 What time does the person normally get up on a weekday? _____ weekend?_____

Is there any problem with falling asleep or waking during the night? ( yes  ( no .

If yes, please give details_____________________________________________________

_________________________________________________________________________

Does the person use  medication to aid sleep?
 ( Yes  
( No

If yes, is it felt to be effective? 
( Yes 
 ( No

Comments:


Section 5 - Medications

If the individual is prescribed any medications, please complete the chart below: (this is all prescribed medication including lotions and creams as well as tablets and injection) .

An example has been given in the first line which shows that 125 milligrams of Thyroxine is being taken daily for thyroid replacement, and that a doctor has reviewed this dosage within the last two years

	Name of Medication
	Reason
	Strength
	Frequency

(e.g once per day, twice per day)
	Route

(e.g oral, injection, external)
	Length of time on medication
	Title of reviewing Health Professional
	Last reviewed by the Prescribing Health Professional

	
	
	
	
	
	
	
	0-1 year
	1-2 years
	Over 2 years
	Never
	Don’t know

	Example: Thyroxine
	Thyroid replacement
	125mg
	Daily
	Oral
	2 years
	GP
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Does the person regularly use any non-prescribed medication? 
(Yes 

(No 

If yes, what?


Is the person prescribed any as required, or PRN medication?
(Yes 

(No

If Yes, what?


Section 6 - Health Examinations

Because people with learning disabilities often need help knowing when something is wrong, telling others about the problem, finding appropriate help and understanding the advice given (Signposts, 1998) we recommend dental checks every six months, as basic medial check up annually, as well as vision/hearing assessments every two years. Please note how long it has been since the most recent evaluations below:

	Health Evaluation

(Tick those aspects of each exam which were completed)
	Last Examination

	
	0-1 year
	1-2 years
	Over 2 years
	Never
	Don’t know

	Medical Examination
	( BP Check
	
	
	
	
	

	
	( Urine Sample
	
	
	
	
	

	
	( Pulse Rate
	
	
	
	
	

	
	( Height/ weight check
	
	
	
	
	

	
	( Listen to chest
	
	
	
	
	

	
	( Blood tests
	
	
	
	
	

	
	( Cholesterol level
	
	
	
	
	

	Dental Examination 


	( Cleaning
	
	
	
	
	

	
	( polishing
	
	
	
	
	

	
	( in-chair exam
	
	
	
	
	

	Eye Examination 
	( Look inside eye
	
	
	
	
	

	
	( Distance vision
	
	
	
	
	

	
	( Close vision
	
	
	
	
	

	Hearing Assessment 
	( Look inside ear  
	
	
	
	
	

	
	( Check with headphones
	
	
	
	
	

	Gender Specific Health Examinations
	
	
	
	
	
	

	Female
	( Cervical Smear
	
	
	
	
	

	
	( Breast Examination
	
	
	
	
	

	
	( Other (please specify)


	
	
	
	
	

	Male
	( Testicular
	
	
	
	
	

	
	( Other (please specify)


	
	
	
	
	


Section 7 - Further Health Questions
	Teeth

	Does the person have any dentures or other dental fittings?
	( Yes 
(No

	Can the person brush his/her  own teeth adequately without support?
	( Yes 
(No



	Does the client need support to brush teeth adequately?
	( Yes 
(No

	Does the person neglect their oral hygiene, despite prompting?
	( Yes 
(No

	Hearing

	Does the person have a hearing aid?
	( Yes 
(No

	Vision

	Does the person wear glasses or contact lenses?
	( Yes 
(No

	Epilepsy

	Has the person been diagnosed or is there a suspicion of epilepsy?
	( Yes 
(No

	
	If yes, how often are the seizures?
	

	
	What type of seizures are they?


	

	Asthma

	Does the person have asthma?
	( Yes 
(No

	
	If yes, can he/she use an inhaler effectively?
	( Yes 
(No

	
	Does the person attend an asthma clinic?
	( Yes 
(No

	Family History

	Is there any family history of serious illnesses?
	( Yes 
(No

	
	If yes, please state the illnesses or conditions involved as well as the relationship to the service user.


	


Section 8 - Specific Health Needs

 Thinking of the current situation, note whether or not the person appears to be having difficulty in any of the following areas. We need to know two things: 1. What are the issues in any area? 2. How are issues being addressed? You do not need a firm diagnosis to note problems in any area. For example, you can note difficulties under the section “autism” without a specific diagnosis of this problem.

	Specific Health Need

(any issues, ongoing or acute that needs support with the person)
	What are the issues?
	How are these issues being addressed?

	Teeth:   Any issues?

( Yes

( No


	
	

	Vision: Any issues?

( Yes

( No


	
	

	Hearing: Any issues?

( Yes

( No


	
	

	Feet: Any issues?

( Yes

( No


	
	

	Skin: Any issues?

( Yes

( No


	
	

	Mobility: Any issues?

( Yes

( No


	
	

	Epilepsy: Any issues?
( Yes

( No


	
	

	Diabetes: Any issues?
( Yes

( No


	
	

	Circulation: Any issues?

( Yes

( No


	
	

	Continence: Any issues?

( Yes

( No


	
	

	Men’s / Women’s Health

Any issues?

( Yes

( No
	
	

	Chronic Medical Conditions: 

Any issues?

( Yes

( No
	
	

	Respiratory Conditions:

Any issues?

( Yes

( No
	
	

	Skeletal Conditions:

Any issues?

( Yes

( No


	
	


Section 8.1 –Mental Health Issues

	
	What are the 

Issues/indicators?
	Is there a current mental illness diagnosis? 

(what diagnosis, who by and when?)
	How are the issues being addressed?

	Significant Mental Health Issues: (sees or hears things which aren’t there, loses touch with reality, requires medication to help maintain daily living, complicated bereavement, major depression or mania…)

Any issues? ( Yes

                 ( No
	
	
	

	Other Mental Health Issues such as: (some anxiety, recent changes in appetite or sleep, crying, withdrawn, poor esteem, phobias…)

Any issues? ( Yes

                 ( No
	
	
	

	Difficulty in Interacting with others: (autistic spectrum disorders, obsessive-compulsive behaviour, requires rigid routine, intense interest in limited subjects, rocking or other repetitive behaviour …)

Any issues? ( Yes

                 ( No
	
	
	

	Behaviours that challenge others: (verbal or physical aggression, self injury, property destruction, …)

Any issues? ( Yes

                 ( No
	
	
	


Section 9 - Other Comments

Thank you for taking the time to complete this checklist. Use the space below to make any other comments regarding this form or the person’s health status. 

Name:						( Male


Date of Birth:					( Female


Address:








Home Tel.:


GP &  


Surgery Address:





Who is the main carer at home?





(	Family


(	Paid Staff


(	Self


(	Other





Directions:    


The following questionnaire is intended to help carers identify areas where health services are needed. It is best completed by a home carer. Please see Guidance Notes before completing this form.


NB – please do not leave any entry blank – if not relevant, place N/A








Person Completing the Form  - Details





Name:





Relationship to Service User:





Date Completing Checklist:
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