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	Student Name :      
	Date of Birth:      

	Parent/Carers to complete information in first instance, however, should the student currently attend school in a residential placement please request school to complete the form. Please note the grey boxes will expand as you type.

	Mobility – Aids Used

	Electric Wheelchair
	Make/Model      

	Manual Wheelchair 
	Make/Model      

	Please indicate: 

	Self propelling                                                     Yes/No
	With assistance                                         Yes/No

	Ambulant with aids                                            Yes/No
	Type of aids used      

	Please indicate:

	Ambulant
	Yes/No

	Can climb stairs
	Yes/No

	Moving and Handling

	Requires assistance to move from bed to chair
	Yes/No

	If so what equipment is used?
	     

	Please state type:
	

	Hoist
	     

	Own sling
	     

	Other aids
	     

	Please specify how many people needed to support transfers?
	1  FORMCHECKBOX 
  2  FORMCHECKBOX 
 3  FORMCHECKBOX 


	Does not require assistance
	

	Personal Care Support Requirements

	Can the student direct and/or assist in the care routine. If yes please give detail. 
     


	Please give detail of student’s bath or shower routine? Which does student prefer and at what time of day?
     


	What support does the student require for washing if not shower/bath? 
     


	What support does the student require for Oral care including type of toothbrush?      


	What support does the student require for Nail care, frequency of trimming?     


	What support does the student require for Hair care? Does the student shave and if so what support is required?
     

	Student Name :      
	Date of Birth:      


	Does the student have the initiation skills to request support or commence PC activity without prompting?      


	What support does the student require support for dressing/undressing? Is the student able to carry out any tasks independently? Can the student choose clothing appropriately for climate or occasion?
     

	Does the student wear splints/brace/Specialist footwear? If yes give detail.      


	Does the student have a preferred gender of Care Staff?  If so give reason if possible.      


	Continence

	Is the student continent?      

	How does the student manage continence or incontinence? Any history of constipation?      

	Eating & Drinking

	What support does the student require at meal/snack times, including equipment?     
 

	Does the student have a healthy diet and/or any special dietary requirements, including allergies?      


	Does the student require any food supplements?     


	What support does the student require for drinking and what amount of fluid does the student normally drink in a day?     


	If hungry or thirsty will the student initiate or seek support to get food/drink?     


	Night Support

	Bed type/mattress/sleep system/rails and bumpers?      


	Does the student require regular night time intervention or monitoring? What, how much and how does the student seek help at night?      


	Would the student be able to use an Aid Call? If not, please state what adaptations would be required?     


	Completed by:     

	Position:               

	Date:                     
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