	UNIFIED ASSESSMENT:  Care Plan (1)

	NHS Number:
     
	Hospital/Agency Number:
     
	Name:
     

	Overall objectives for the care plan:

     

	Monitoring arrangements for the care plan:

     

	Contingency arrangements in the event of problems occurring with the implementation of the care plan

     

	Other contact names and numbers:
     

	Level of Registered Nursing Care for people admitted to care homes with nursing

     

	Ineligible needs: any action to be taken and by whom
     

	Carer’s Assessment

Carer’s Assessment offered
Y
 FORMCHECKBOX 

N
 FORMCHECKBOX 

Carer’s Assessment completed
Y
 FORMCHECKBOX 

N
 FORMCHECKBOX 


	Has Direct payment been Offered
Y
 FORMCHECKBOX 

N
 FORMCHECKBOX 

If No Please state reason

     
Has Direct Payment been accepted
Y
 FORMCHECKBOX 

N
 FORMCHECKBOX 



	UNIFIED ASSESSMENT:  Care Plan (1)

	Has the Service User received information re-charging policy?                                Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 

Has the person been offered a compliments / Complaints leaflet?                                  Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 

If the person does not agree with the care plan then please state why this is the case.
     

	Service User Statement

 I agree to accept this care plan and I understand and accept the services that are being offered.

	Financial Assessment Statement:
I understand that I may be charged for certain social care services and agree to a financial assessment and will not dispose of any property or assets in the meantime.

	Consent to Share Information Statement (Please read carefully)
I give consent for the information contained within this care planning document to be shared with Health and Social Care agencies as necessary.

I confirm that I have read, understood and agree with the indemnity, financial assessment and consent to share information statements

Signed (Service User / Advocate):

PRINT NAME:


     

Date:  
     

If the Service User is unable to sign, please state the reason below:


	Name of Assessor:

     

	Signature of the Assessor:
Date:


     

	Job Title of the Assessor:

     

	Telephone Number of the Assessor:
     

	Telephone Number of the Assessor:
     
Signature of Supervisor or Manager

(if appropriate)
Date:


     


	Unified Assessment Care Plan 

	NHS Number

     
	Agency number

     
	Client name

     

	Need

Number
	Identified Need
	CHC
	Eligibility

Criteria
	Way in which service user would like the need to be met.

If there are any issues of dispute state the nature and action taken to resolve. 
	Describe how the needs will be met.

Include whether carers services or others will undertake tasks.

Include Direct Payments if appropriate (frequency).
	Outcome required


	Outcome

Type

Change

Process

Maintenance        
	Review 

Date
	Met

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 



Open new sheet where there are more needs. Each sheet needs to have service user name and number recorded   

Sheet Number
     

Name of Assessor
     







