North West Training and Development Team – Short Term Support.

 North West Training and Development Team – Short Term Support Network


HEALTH INFORMATION FOR SHORT TERM SUPPORT SERVICES

(IN THE ABSENCE OF HEALTH ACTION PLAN).

1. INTERVENTIONS

	Record of hospital admissions. Including A&E visits.


	Date admitted
	Date Discharged

	Name of Hospital
	Department/Ward

	Name of Doctor
	

	Reason for Admission



	Summary of treatment given/follow up actions to be taken:



	

	Date admitted
	Date Discharged

	Name of Hospital
	Department/Ward

	Name of Doctor
	

	Reason for Admission



	Summary of treatment given/follow up actions to be taken:



	All entries must be cross-referenced with Service User/Carer notes.


Add additional pages where necessary

	


	
	Information about my health.
	

	If you have a name for your learning disability please add it here.


	How do you express pain?
E.G.

Spoken

Certain sounds/noises

Physical signs/symptoms.


	I Have
	Yes 
	No


	?
	

	Asthma  
	(
	(
	(
	

	Diabetes  (see page 26)
	(
	(
	(
	

	Epilepsy (see page 27)
	(
	(
	(
	

	Glaucoma
	(
	(
	(
	

	Heart Disease
	(
	(
	(
	

	High Blood Pressure
	(
	(
	(
	

	Low Blood Pressure
	(
	(
	(
	

	Thyroid Problems
	(
	(
	(
	

	Breast Cancer
	(
	(
	(
	

	Cervical Cancer
	(
	(
	(
	

	Prostate Cancer
	(
	(
	(
	

	Testicular Cancer
	(
	(
	(
	

	Mental Health issues
	(
	(
	(
	

	Hepatitis
	(
	(
	(
	

	Sickle Cell
	(
	(
	(
	

	Thalassemia
	(
	(
	(
	

	Other (Please Specify)
	(
	
	
	


	RECORD OF ALLERGIES


	

	Cause of allergy if known
	Reaction 

Shade*
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	MEDICATION THAT I AM ALLERGIC TO.


	

	Medication
	Reaction 

Shade
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	* Note: If an allergy is potentially life threatening shade the box red. 

	Add additional pages where necessary


	ORAL HEALTH & DENTAL CARE (Please tick the box(s) that apply).

	· I go for a dental check every 6 months
	
	Additional Comments:

	· I have false teeth
	
	

	· I have no teeth
	
	

	· I have a problem with my teeth / gums
	
	

	The problem is:



	To keep my teeth and gums healthy


	

	· I need support.
	
	Additional Comments: 

	· I do not need staff support.
	
	

	

	
	VISION 

(Please tick the box(s) that apply).


	

	· I do not have a problem with my sight
	
	Additional Comments:

	· I have my eyes checked at least once every two years by an optician.
	
	

	· I wear glasses or contact lenses?
	
	

	· I am registered blind or partially sighted?
	
	

	· Other problem:
	
	

	This problem is:




	
	 HEARING

(Please tick the box’(s) that apply).


	

	· I do not have problems with my hearing.


	
	Additional Comments:

	· I wear a hearing aid
	
	

	· I have had a hearing test
	
	

	Date(s) of Tests
	

	
	
	
	

	
	
	
	

	I have other problems with my ear(s):



	Right Ear:
	Left ear:



	
	


	
	FITNESS AND MOBILITY

(Please tick the box’(s) that apply).
	

	· I walk unaided
	
	Additional Comments: 


	· I walk with the use of a walking aid
	
	

	· I need some support from a carer
	
	

	· I use a wheel chair with support from a carer
	
	

	· I self-propel my own wheelchair/use an electric wheel chair (delete accordingly)
	
	

	· I can transfer myself with minimal support from my wheelchair to a car seat
	
	

	· I have a false limb
	
	

	· I have a physiotherapy report
	
	

	·   I have a safe handling assessment



	Foot Care
	Additional Comments:



	· I have no problems with my feet
	
	

	· I wear specially fitting foot wear
	
	

	· I have problems with my feet
	
	

	The problems are/requirements regarding my foot care includes:




	Nutrition 
(Tick the box’(s) that apply).


	

	Nutrition
	

	I have no problems with eating or drinking.
	
	
	

	I need help and support with eating and/or drinking?
	
	
	

	The help and support I require is:



	· I have swallowing difficulties.
	
	Additional Comments:



	· I have difficulty chewing.
	
	

	· I have had a video fluoroscopy
	
	

	· I am on a modified or special diet. 
	
	

	· I am peg fed.
	
	

	· I have eating & drinking guidelines.
	
	

	Diet Information, cultural, likes/dislikes and food preparation:




	
	Fitness and Mobility
(Tick the box’(s) that apply).


	

	
	Per week

	· I exercise each week.


	Yes

No
	The exercise I take is
	How often?

	· I like to drink Alcohol.


	Yes

No
	I like to drink:
	How much?

	· I like to Smoke.


	Yes

No
	I like to smoke: 
	How many per day?

	· I have advice regarding healthy life styles/living.


	Yes

No
	Weight:

	
Comments:

	

	


	EMOTIONAL NEEDS (Please tick the box’(s) that apply).



	· I have no diagnosed Mental Health Problems.
	
	Additional Comments:

	· I eat regularly at “normal” times of the day.
	
	

	· I have 8 or more hrs sleep a night.
	
	

	· When I do sleep I often wake up early in the morning for no apparent reason.
	
	

	· I am able to relax during the day.
	
	

	I would describe my personality as:

	
	
	

	


	CONTINENCE (Please tick the box’(s) that apply).



	· I do not need help
	
	Additional Comments:



	· I need help from a carer to attend to my toileting needs.


	
	

	· I use pads.
	
	

	· I use sheaths.
	
	

	· I have a colostomy
	
	

	· I use a commode.
	
	

	· I use a urine bottle.
	
	

	· I need reminders.
	
	

	· There is toileting programme in operation.


	
	

	· I have had a continence assessment.


	
	

	· Other:
	
	

	Any other comments:




	Skin & Hair.

	Problem
	Yes
	Current
	Past
	Treatment

	Dry Patches

	
	
	
	

	Psoriasis/Eczema

	
	
	
	

	Soreness or tender.


	
	
	
	

	Pressure areas.


	
	
	
	

	Itching.


	
	
	
	

	Head Lice

	
	
	
	

	Hair loss.


	
	
	
	

	Dandruff.


	
	
	
	

	Wear a wig or hairpiece.


	
	
	
	

	Lumps – cancerous (Malignant).


	
	
	
	

	Lumps – none cancerous (Benign).


	
	
	
	

	Other


	
	
	
	

	Additional Comments/Information:




	EQUIPMENT 

(I require regular use of)


	Equipment
	Yes
	No
	Describe/Comments

	Oxygen
	
	
	

	Suction
	
	
	

	Tube feed
	
	
	

	Hoist
	
	
	

	Wheelchair
	
	
	

	Specialist seating
	
	
	

	Splints
	
	
	

	Standing frame
	
	
	

	Foot straps
	
	
	

	Wrist straps
	
	
	

	Wedges
	
	
	

	Walking frame
	
	
	

	Use hand rails
	
	
	

	Communication aid
	
	
	

	Eating aids – cutlery, crockery.
	
	
	

	Others  (Please specify)
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	DIABETES (Please tick the box’(s) that apply).
	

	· I have diabetes
	
	
	

	· I have a Care Plan
	
	
	

	Additional Comments:



	This is what happens if I have low blood sugar

	

	This is the help I need



	This is what happens if I have high blood sugar

	

	This is the help I need




	EPILEPSY (Please tick the box’(s) that apply).



	· I do not have epilepsy


	
	Additional Comments:



	· I have epilepsy


	
	

	The types of fits I have are described as:


	

	· I am prescribed medication to help me manage my epilepsy


	
	

	· I have a Care Plan


	
	

	· I use rectal diazepam
	
	

	· I have had an epilepsy assessment.


	
	

	I know that I am going to have a fit when:



	The details of how to recognise my seizures are:



	


	Other Health Needs I Have.



	My other health needs are:



	How to help me:



	Add additional pages where necessary.
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