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Annual Review Checklist/Recording Sheet

for People with Learning Disability
	Patient’s Name:
	
	DOB

	Living/Support  arrangements
	
	 

	Named GP:
	


	General Health/Wellbeing (e.g. How are you feeling?  Do you have any aches or pains?  GI reflux? – (remember GI reflux is commonly unrecognised)

Do you have heartburn, burning pain in tummy area (while pointing)/reflux burp

Pain anywhere

……………….

	Communication and Behavioural Issues 

Any difficulty communicating? (Sensory Problems, Communication Systems e.g. Signing etc.)



……………..


……………..
Any recent changes in behaviour (e.g. agitation, pain, fear, Changes in mood, aggression)


……………..

.
……………..
Any recent social problems/major life events? (Family Bereavement, changes in living arrangements)

………….
………………

	Comorbidities and Medication Review (Consider comorbidities – e.g. check for chronic disease prompts on Gpass, current prescribed medication)

………………
………….......

……….
………………

	Checked
	
	Yes 
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	Do you have epilepsy or fits

	Yes 
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	If yes, please describe 
………………………………………………………………………………………………………........................................................................
……………………………………………………………………………………………………………………………………………………………

	Do you have any type of skin condition e.g. dry eczema, fungal 
	Yes
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	f yes please describe

……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………

	Do you have any problems around the time of your period?
	Yes
 FORMCHECKBOX 


	No
 FORMCHECKBOX 


	If yes please describe

…………………………………………………………………………………………………………………………………………………………....
……………………………………………………………………………………………………………………………………………………………

	Any problems with constipation (bowel motions)
	Yes
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	If yes, please describe

………………………………………………………………………………………………………................................................................................
……………………………………………………………………………………………………………………………………………………………

	Any accidents with toileting
	Yes
 FORMCHECKBOX 

	No 
 FORMCHECKBOX 


	If yes, please describe

………………………………………………………………………………………………………................................................................................
……………………………………………………………………………………………………………………………………………………………

	Do you have any problems walking?
	Yes 
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	If yes, please describe (e.g. arthritis, joint pain etc)

………………………………………………………………………………………………………...........................................................................................................................................................................................................................................................................................................................


General Health Status
	BMI


	Height


	Weight


	BP


	Activity/exercise


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Flu Vaccination*

	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 



	Sexual Health*







	 (*If applicable)
Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Do you need advice on contraception?


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Do you have a girl/boy friend?




	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Breast/cervical screening*

	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Smoking status


	Smoker  FORMCHECKBOX 
  Non Smoker  FORMCHECKBOX 


	Do you drink alcohol?


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Vision/do you wear glasses?


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Do you attend opticians?


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA  FORMCHECKBOX 



	Hearing (ear examination/wax)


	

	Do you have any problems with hearing?


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Oral/Dental Health


	

	(Adults with teeth – yearly check-up)

(Adults with no teeth – 2 yearly check up)

Teeth present/gum disease/any problems

Do you attend the dentist?

	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Do you attend Podiatrist (who cuts toe nails)
	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments



	Thyroid function yearly for patients with Downs Syndrome
	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments



	Have you participated in Bowel Screening Programme (SOT)


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments



	Short term memory


	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments



	Osteoporosis risk 

(e.g. menopause/medication)
	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments



	Any other problems

	Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 


	Comments









