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1.
PERSONAL DETAILS  

Personal Identification No



CHI No





Name

Known as

DOB





Age

Years

Months
Ethnicity

Address
Telephone No

Mobile

Home

School/Nursery currently attended


GP (name, address and telephone no)
Consent to share and request information from other professionals involved with  (insert name of child)
Child


Signature




Date
Parent/Guardian
Signature




Date
2.
BASIS OF ASSESSMENT
3.
MEMBERS OF HOUSEHOLD


Current Family Composition  

(a) Family Members/others in Child/Young person’s Household/Main 

Residence.  Place an asterisk against the name of the person(s) who

have parental responsibilities for the child/young person.

	Name
	D.O.B
	Relationship to Child
	Employment/

Education Status
	Employment/

Income Source(s)

	
	
	
	
	


(b) Significant others who are not part of the Child/Young Person’s 

Household or Main Residence.  Place an asterisk against the name of any Family members person(s) who have parental responsibilities

for the Child/Young Person.

	Name
	DOB/

Age
	Address
	Relationship

To

Child/Young Person
	Employment/

Education Status

	
	
	
	
	


4.
DESCRIPTION OF CHILD (physical description, likes, dislikes, 


personality etc)


Identity
5.
CHRONOLOGY OF THE SIGNIFICANT EVENTS IN THE YOUNG PERSON’S LIFE (include history of social work involvement, involvement of other agencies and legal history, as well as all other significant events)

	Date
	Event
	Outcome/Action

	
	
	


6.
ANALYSIS OF THE CHRONOLOGY OF SIGNIFICANT EVENTS

7.
COMMUNICATION (preferred means, communication aids, comprehensive and understanding)  

8.
RELEVANT SOCIAL BACKGROUND AND CURRENT FAMILY CIRCUMSTANCES

9.
HEALTH AND DEVELOPMENT

a. Diagnosis if available (when and by whom)

b. Medical/Health Needs (detailed information 

c. General Health

d. Physical Health Needs/Mobility

e. Personal Care Needs (Level of independence in Dressing,

Washing, Bathing and Toileting)

f.
Steps to be taken to promote independence in personal care.

g.
Feeding  

	Feeding (diet, nutrition, allergies, liquids etc)

	Complete Diet


	Indep.
	Req. Ass.
	Dep.
	

	Limited Diet
	Indep.
	Req. Ass.
	Dep.
	

	Complete Liquids
	Indep.
	Req. Ass.
	Dep.
	

	Limited Liquids
	Indep.
	Req. Ass.
	Dep.
	

	P.E.G
	Indep.
	Req. Ass.
	Dep.
	

	Above managed by:




h. Night time care needs (physical and health care and emotional

care needs)

· Have you got a routine?

· Does your child waken in the night?

· If yes, what do you do?

· How long are they awake for?

· How many nights a week?

· How many times a night?

· Have you been referred to Sleep Scotland?

i. Emotional and Behavioural Development  

10.
LEISURE AND SOCIAL LIFE   

11.
EDUCATION  

12.
NEEDS OF THE FAMILY  

a. Profile of Parents and their relationship  

b. Support network – formal and informal  

13.
ACCOMMODATION  

	HOUSING/ACCOMMODATION DETAILS

	Detached
	Semi-Det
	Bungalow
	Terrace
	Flat
	Other

	Private
	Council
	Housing Assoc.
	Rented 
	Other
	

	Layout of Home:
	
	
	
	

	Internal Accessibility:
	
	
	
	

	External Accessibility:
	
	
	
	

	Stairs (Interior & Exterior)
	
	
	
	


14.
EQUIPMENT (what equipment does your child use?  Issues around


maintenance, cleaning and storage)

15.
FINANCIAL ISSUES (benefits, include DLA and at what rate etc)

16.
VIEWS/UNDERSTANDING, PERCEPTION OF CHILD/YOUNG PERSON

17.
PARENTS/CARERS VIEWS  

18. SAFETY ISSUES/RISK ASSESSMENT - Assessment of Risk and Need (include risks, vulnerabilities, resilience and protective factors

Environmental hazards, health, behaviour and Child Protection considerations).

19.
EVALUATION OF RISK

20.
INFORMATION IN RELATION TO SELF DIRECTED SUPPORT (DIRECT PAYMENTS) HAS BEEN GIVEN AND DISCUSSED

YES/NO – If No, reason why.

21.
ASSESSMENT AND RECOMMENDATION    

22.
PROPOSED CARE PLAN



Note: If the Child/young Person being assessed is an Accommodated Child this table should NOT be used, a LAC Care Plan should 



be completed and attached instead.

Name:




DOB:


Address:






Case ID

	Day
	Time and hours
	Amount of Carers
	Proposed Service Provider
	Current Service Provider
	Day of start
	Cost:

	
	
	
	
	
	
	


	Action Required
	Person Responsible for Action
	Target Date for Completion
	Resources Required and Available
	Resources Required and Unavailable

	
	
	
	
	


What action is being taken to address resources that are unavailable to implement this plan?

23.
SIGNATURE OF CHILD/YOUNG PERSON   …………………………………………..


Date:


SIGNATURE OF PARENT/CARE   ………………………………………………………


Date:


SIGNATURE OF KEY PERSON WHO COMPLETED ASSESSMENT ………………………………..
Date:

24.
AREAS OF DISAGREEMENT  

25.
LIST OF PROFESSIONALS AND OTHER AGENCIES INVOLVED

NAME

ROLE

TEL NO

ADDRESS
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