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HEALTH SCREENING TOOL
	Name
	NHS Number



	Date of Birth
	Name of GP


	Name of Community Nurse

	Name of Care Co-ordinator

	Date of Assessment

	Date of Review

	Address



	Cause of Learning Disability



	Diagnosis of Physical Conditions



	Any Known Allergies ie Latex



Current Medications
	Drug
	Use
	Dosage
	Date of last Review

	
	
	
	


	Is client/carer aware of potential side effects?

If no, give appropriate information

Confirm this information given (√)


	YES
	NO

	Name
	NHS Number




Circulation/Respiratory System
	Temperature
	Blood Pressure



	Pulse
	Respiration



	Height
	Weight




	Is there evidence of Chest Pain?
	Yes
	No


	Is there evidence of breathlessness?

	Yes
	No

	Is there visual evidence of oedema?


	Yes
	No

	Is there visual evidence of Cyanosis?
	Yes
	No



	Is there visual evidence of cardio pulmonary disorder or fingers
	Yes
	No

	Is there visual evidence of a troublesome cough?


	Yes
	No

	Is there visual evidence of asthma?


	Yes
	No

	Is there a family history of heart disease?
	Yes
	No



	Is there a family history of stroke?
	Yes
	No



	Is there a need for cholesterol test?
	Yes
	No



	Comments




	Name
	NHS Number




Excretory System
	Urinalysis
	Colour
	Odour




	Following urinalysis is a pathology test needed?
	Yes
	No


	Is the client continent during the day?
	Yes
	No


	Is the client continent during the night?
	Yes
	No


	Does the client have urine retention?
	Yes
	No


	Does the client have pain on urinating?
	Yes
	No


	Does the client have any other problems with

Urinating?

If yes, please list


	Yes
	No

	Is there evidence of constipation?


	Yes
	No

	Is there evidence of loose stools?
	Yes
	No



	Comments

	
	


Skin

	Is there evidence of rashes?
	Yes
	No



	Is there evidence of moles (note size, colour, bleeds)?
	Yes
	No



	Is there evidence of pressure sores/broken skin?
	Yes
	No



	Is there a water low score?
	Yes
	No



	Is there susceptibility to sunburn?
	Yes
	No



	Comments



	Name
	NHS Number




Endocrine System

	Is there evidence of under-active thyroid?
	Yes
	No



	Is there evidence of over-active thyroid?
	Yes
	No



	Is there evidence of diabetes?
	Yes
	No



	Are there problems with personal hygiene?
	Yes
	No



	Condition of hair/scalp (consider effects of medication




Epilepsy

	Does the client have epilepsy?
	Yes
	No



	Type (describe with client’s and medical terminology)



	Is an adequate record of seizure activity maintained?

If no – offer record chart
	Yes
	No



	Anticonvulsant serum levels tested
	Date
	Next Due


	Has the pattern of seizures changed?


	Yes
	No

	Comments




Digestive System
	Does the client have a special diet?


	Yes
	No

	Comment




	Name
	NHS Number




Digestive System (cont)
	Are adequate fluids (2L) maintained?
	Yes
	No



	Is there evidence of any eating disorders?

	Yes
	No


	Has an eating/swallowing assessment taken place?
	Yes
	No


	Is there evidence of any other eating problems?


	Yes
	No

	Comments




Physique and Mobility

	Is there any physical disability

	Yes
	No

	Is there any fine/gross motor impairment?
	Yes
	No


	Are any mobility aids required?
	Yes
	No


	Is there evidence of any joint deformity?
	Yes
	No


	Is there evidence of any muscle wasting?
	Yes
	No


	Are there any recommendations from Physiotherapy?
	Yes
	No


	Comments




Foot Care

	Is there evidence of hard skin/pressure/athlete’s foot/circulatory problems/pain?
	Yes
	No

	Does the client receive Chiropody care?
	Yes
	No

	Comments



	Name
	NHS Number




Dental/Oral Hygiene

	Does the client have own teeth?
	Yes
	No



	If no, does the client have well fitting dentures?
	Yes
	No



	Does the client receive regular six monthly dental checks?
	Yes
	No

	Does the client have any problems with teeth or gums?
	Yes
	No



	Does the client have any recurring mouth ulcers?
	Yes
	No



	Does the client have any difficulty in chewing?
	Yes
	No



	Is oral hygiene maintained?

If no, consider tooth brushing charts
	Yes
	No



	Is halitosis a problem?


	Yes
	No

	Comments




Communication

	Does the client have any communication difficulties?
	Yes
	No



	What is the clients preferred method of communication?



	How does the client indicate if they are in pain?




	Name
	NHS Number




Sight

	Does the client wear spectacles?
	Yes
	No


	Date of last recorded vision test


	

	Does the client have any obvious eyesight defect?
	Yes
	No


	Is there evidence of any eyelid soreness or discomfort?
	Yes
	No


	Is there any behaviour that would suggest the client has any visual difficulties?
	Yes
	No

	Comments




Hearing

	Does the client have any hearing difficulties?
	Yes
	No



	Is there any behaviour that would suggest the client has any hearing difficulties?
	Yes
	No

	Is there any evidence of ear wax?
	Yes
	No



	Does the client have any balance difficulties?
	Yes
	No



	Does the client use a hearing aid?
	Yes
	No



	Date of last hearing test (if known)
	

	Has a referral to Audiology been made?
	Yes
	No


	Comments




	Name
	NHS Number




Female Issues
	Is the client aware of breast self-examination?

(Consider informing carer of signs and symptoms of breast abnormalities)
	Yes
	No



	Has the client had a mammogram?

(Consider age and family history)
	Yes
	No

	Is there the need for a cervical examination?

(Consider support)
	Yes
	No

	Date of last smear


	Result
	Date next smear due



	Is there a need for contraceptive/sexual health advice?

(Consider Family Planning Nurse)
	Yes
	No



	Date of last menstrual period


	

	Menstrual Flow
	Heavy
	Light



	Is menstruation painful?
	Yes
	No



	Is the client menopausal?
	Yes
	No



	Comments




Male Issues
	Is the client aware of testicular self-examination?

(Consider teaching carer signs and symptoms of testicular abnormalities)
	Yes
	No

	Has anything abnormal been detected?
	Yes
	No



	Is there a need for contraceptive/sexual health advice?
	Yes
	No



	Comments



	Name
	NHS Number




Sleep/Rest

	Is an adequate sleep pattern maintained that is normal for the client?
	Yes
	No

	Comments




Mental Health

	Does the client have a diagnosed Mental Health condition?
	Yes
	No

	Are there any signs of mental ill health?
	Yes
	No



	Is there knowledge of past/present Psychological input?
	Yes
	No

	Has the client had a PAS-ADD assessment?
	Yes
	No



	Comments




Lifestyle Risks

	Frequency/type of Exercise


	Does the client drink alcohol?
	Yes 
	No



	If yes, approximately how many units per week?
	

	Does the client smoke?
	Yes
	No



	Approximately how many per day?


	

	Is there a risk of self-harm?
	Yes
	No


	Is a risk assessment needed for any of the above?
	Yes
	No


	Comments



	Name
	NHS Number




Stressors
	For the Client


	For the Carer



Activities

	Comment on Meaningful Daily Activities




Input from Other Professionals
	Nurse
	Yes
	No

	Details



	Physiotherapist
	Yes
	No

	Details



	Occupational Therapist
	Yes
	No

	Details



	Psychologist
	Yes
	No

	Details



	Dietician
	Yes
	No

	Details



	Speech and Language Therapist
	Yes
	No

	Details




	Name
	NHS Number




Input from Other Professionals
	Consultant Psychiatrist
	Yes
	No

	Details



	Assessment Officer/Social Worker
	Yes
	No

	Details



	Any Other
	Yes
	No

	Details



	Further Referrals Required?
	Yes
	No

	Details




Medical Tests

	F.B.C.
	Yes
	No

	Thyroid Functioning
	Yes
	No

	Biochemical Profile
	Yes
	No

	Inoculations – up to date 
To include tetanus, flue and hepatitis B if appropriate)
	Yes
	No

	Comments




Out-Patient Appointments

	Consultant Psychiatrist
	Yes
	No

	Follow up hospital appointments, ie Neurologist, Diabetic clinic etc
	Yes
	No

	Has client attended A&E recently?
	Yes
	No

	Comments




	Name
	NHS Number




Action from Health Screening, (ie by whom, to include referrals, investigations best interest meetings etc)
	


Need for Health Education/Promotion

	


	Name
	NHS Number




Outcomes of Referrals

	Referral To:

Outcome of Referral:



	Referral To:

Outcome of Referral:



	Referral To:

Outcome of Referral:



	Referral To:

Outcome of Referral:



	Referral To:

Outcome of Referral:
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