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Brighton & Hove City Council - Adult Social Care and Health

OCCUPATIONAL THERAPY DUTY CONTACT ASSESSMENT


CARE FIRST ID:       
Fax to: 296322, Social Services, 86 Denmark Villas

Patients discharged from hospital within last 6 weeks should be referred to Intermediate Care Service.

For mobility aids (e.g. zimmers) it is quicker to refer to Community Physiotherapy, Fax 665083

Title:  
First name:
Surname: 

D.O.B:  
Also known as:  
NHS number: 
Ht:  
Wt:
Address:  
Permanent?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
      If No, state:       
Telephone: 
Referrer’s name:      
Address
Telephone number:  01273 738070
Relationship to service user: GP  FORMCHECKBOX 
  Practice Nurse   FORMCHECKBOX 

Who owns service user’s home?
 FORMCHECKBOX 
Service user     FORMCHECKBOX 
Family     FORMCHECKBOX 
Privately rented     FORMCHECKBOX 
Council     FORMCHECKBOX 
Housing Association

 FORMCHECKBOX 
Other (please state):       
Name/address of Landlord/Housing Association/Other:       
Is service user’s home:

 FORMCHECKBOX 
Flat      FORMCHECKBOX 
Basement     FORMCHECKBOX 
Ground Fl.     FORMCHECKBOX 
First Fl.     FORMCHECKBOX 
Second Fl.     FORMCHECKBOX 
Other 

Does service user have access to a lift?  Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

 FORMCHECKBOX 
Bungalow

 FORMCHECKBOX 
House        How many storeys?         

Does service user live:

 FORMCHECKBOX 
Alone    

 FORMCHECKBOX 
With family/friends: 
Names
Ages
Relationships


     
     





     
     
     


     
     
     


     
     
     


     
     
     
 FORMCHECKBOX 
In warden-assisted accommodation

 FORMCHECKBOX 
In rest home
GP’s name:  
Address:  
Telephone:  
Does service user receive (or has applied for) any of the following benefits?

 FORMCHECKBOX 
Disability Living Allowance (care)       FORMCHECKBOX 
Disability Allowance (mobility)

 FORMCHECKBOX 
Attendance Allowance       FORMCHECKBOX 
Incapacity Benefit       FORMCHECKBOX 
Income Support

 FORMCHECKBOX 
Other (give details):       
Nature of presenting needs

Medical diagnosis/prognosis:       
Details of recent falls:       
Manual handling:       
Other:       
Significance of needs to service user:       
Potential solutions identified by service user/referrer:       
Other needs identified
Access:       
Stairs/steps:       
Mobility (internal):       

(external):       
Transfers

Toilet:       
Chair:       
Bed:       
Wheelchair:       
Personal Care

Does service user have:     FORMCHECKBOX 
Bath       FORMCHECKBOX 
Over-bath shower       FORMCHECKBOX 
Walk-in shower

Difficulties with using any of these:       
Washing/dressing:       
Eating/drinking:       
Household

Kitchen:       
Cooking:       
Laundry:       
Shopping:       
Communication:       
Mental health/emotional needs:       
Other needs:       
Relevant recent life events/changes (incl. Hospital admission, bereavement etc):
  


Support network

 FORMCHECKBOX 
District Nurse
frequency/details:       
 FORMCHECKBOX 
Home Help
frequency/details:       
 FORMCHECKBOX 
Meals on Wheels
frequency/details:       
 FORMCHECKBOX 
Day Centre
frequency/details:       
 FORMCHECKBOX 
Relative/friend
frequency/details:       
 FORMCHECKBOX 
Other (give details):       
Difficulties for informal carer in caring for service user:       
 FORMCHECKBOX 
Carer’s Assessment required?
Consent to share information on file?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If ‘No’ or ‘Not known’, verbal consent given?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Completed by

Name:       
Designation:  GP  FORMCHECKBOX 
  Nurse  FORMCHECKBOX 

Date:  
O
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