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	CTPLD Initial Assessment Form

	1. Information

	Client Name:
	

	Address:
	

	Phone No:
	

	Epex No:
	

	NHS No:
	

	Date Of Birth:
	

	GP 

	Name:
	

	Address:
	

	Phone No:
	

	Main Carers 

	Name:
	

	Address:
	

	Phone No:
	

	Ethnicity:
	

	Religious Status:
	

	Marital Status:
	

	Occupation:
	

	Smoking Status:
	

	Allergies/Adverse reactions to medication
	

	Who funds your care or placement? eg health or social care
	

	Names of individuals present at initial visit:
	

	Date assessment completed
	

	Who completed assessment:
	

	Date, Sign, and Print
	


	2. History

	Introduction:
This is a visit to see if we are the right service to meet your needs.
We are here to find out about you and what you want help with.
It is my duty to pass on specific details if disclosed of any serious risks of harm to yourself or other people.
If you tell me something which makes me think you might get hurt, I have to tell someone.
If you tell me something which makes me think that someone else might get hurt, I have to tell someone

	Details of any specific diagnosis, eg Down’s Syndrome and autism:

	

	Developmental History:

	

	Level of learning disability – reading and writing skills, qualifications, driving, school, work, budget management, previous IQ assessment:

	


	2.   History cont…

	History of physical/mental health needs, eg depression, diabetes, epilepsy and obesity.  Recent investigation and tests, eg blood tests, ECG etc.

	

	What other services are or have been involved in your care, eg social worker, care manager?

	

	Medication
	Reasons for taking Medication
	Dosage


	
	
	

	3.    Eligibility

	Do not make a decision on eligibility if you have not seen/interacted with the client

	
	Inappropriate – explain to client/carer that this might not be/is not the right service for them etc.  Follow team processes for inappropriate referrals or seeking further assessment from psychologist

	
	

	
	Further information/assessment required regarding eligibility

	
	Appropriate – continue with assessment


	4.   Assessment of Current Needs

	Reason for Referral:

	

	Has anything happened recently that has affected the situation?  

	Prompts:
· Why are you asking for help?
· How long has there been a problem?
· What do you think would help?
· Has anything happened recently that has affected the situation?
· What do your family or carers think?
· What have you tried?
· What seems to help?
· Are there times when things are better?
· How important or urgent is this situation?

	


	4.   Assessment of Current Needs cont…

	


	5.   Any other needs

	Is help needed for anything else, eg:
· Eating, drinking or swallowing
· Mobility and falls
· Behaviour
· Skills development/meaningful activity

	


	6.   Outcomes

	How do you want things to change?

	


	7.   Risk

	Are there any known risks?

· Environment
· Smoking
· Animals

	


	8.   “Asking The Question”

	This question is only to be asked if the person’s reason for referral relates to severe mental illness or/and severe challenging behaviour
It is my duty to pass on specific details if disclosed of any serious risks of harm to yourself or other people.
If you tell me something which makes me think you might get hurt, I have to tell someone.
If you tell me something which makes me think that someone else might get hurt, I have to tell someone

	Does the question need to be asked?
	yes
	
	no
	

	Have you experienced physical, sexual or emotional abuse at any time in your life?
	Yes
	

	
	None Stated
	

	
	Not Asked
	

	If yes record brief details:

	

	If question not asked, please state reason:

	

	Assessor’s
Signature:
	
	Date:
	


	9.   Consent

	Confidentiality discussed - leaflet given
	yes
	
	no
	

	Service user wishes to have copy of assessment/letter to GP:
	yes
	
	no
	

	I give permission for this information to be shared with other organisations. 
	yes
	
	no
	

	I also give permission for other people to be contacted to help with my assessment
	partial
	
	yes
	
	no
	

	If partial what consent/what can be shared:


	Signature:
	(Individual/parent/guardian if under 18 yrs)
	Date:
	

	The individual is unable to sign or consent.  Discussion has taken place with:

	Name:
	
	Designation:
	

	That it is in the individuals best interest to share this information on a need to know basis.  Person providing information:

	Signature:
	
	Date:
	

	Assessor’s
Signature:
	
	Date:
	

	10.     Outcome/Summary

	Is this person eligible for CTPLD services?
	yes
	
	no
	

	Eligibility assessment needed
	yes
	
	no
	

	Eligible but no service required from CTPLD at present:
	yes
	
	no
	

	DLD Assessment required 

(If Downs Syndrome + 30 years or if LD + 50 years)
	yes
	
	no
	

	HoNOS required
	yes
	
	no
	

	ICD 10 Code
	


	Summary of outcome of visit:

	

	Inter-Disciplinary Referral:

	Physiotherapy
	

	Occupational Therapy
	

	Consultant Psychiatrist
	

	Speech and Language Therapy
	

	Psychology
	

	Community Nurse
	

	Intensive Support Services
	

	Referrals Needed To Other Agencies
	Reason for Referral
	Date Referred
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