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CITYWIDE CONTACT

ASSESSMENT FORM

Patient Name…………….…………..D.O.B……………….. N.H.S No..………. …… R/R ID …………..
	Please complete all fields as fully as possible

	PART 1
	PERSONAL DETAILS

	Title:
	     
	Surname:
	     
	Forename:
	     

	Known as:
	     
	DOB:
	     
	Male  FORMCHECKBOX 
      Female   FORMCHECKBOX 


	Permanent address:     
	NHS number:      

	     
	SCI number:      

	                                       Postcode:
	Religion:       

Ethnicity:      

	Telephone number:
	If ex-directory can number be shared?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Current/previous occupation:
	     

	Name/address/tel No. of main carer (for emergencies):
	     

	     

	Does the person being referred have any caring responsibilities? 
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 


	IF IN HOSPITAL PLEASE COMPLETE – Ward: 
	     
	Date of admission:
	     

	PART 2
	COMMUNICATION

	First language:
	     

 FORMTEXT 
     
	Is an interpreter required?       Yes    FORMCHECKBOX 
         No  FORMCHECKBOX 


	Is an advocate required?  Yes   FORMCHECKBOX 
   
	No FORMCHECKBOX 

	Are there any other communication difficulties?   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	If yes please specify:
	     

	SAFETY/ACCESS ISSUES: *Are there any safety issues?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 


	If yes please give details
	     

	     

	Current address (if different from above):
	     

	     

	PART 3
	HOUSEHOLD MEMBERS AND SIGNIFICANT OTHERS

	Name
	Sex
	DOB
	Relationship
	Address & tel no (if different)
	Tick if also referred

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	PART 4
	KEY AGENCIES INVOLVED

	
	Name & address
	Tel/Fax/Email

	GP
	     
	     

	Dentist
	     
	     

	Pharmacist
	     
	     

	Other
	     
	     

	Other
	     
	     


Patient Name……………….………..D.O.B…………..………N.H.S No………………… R/R ID No….…
	PART 5
	TYPE OF ACCOMMODATION

	Local authority    FORMCHECKBOX 
         Private rented      FORMCHECKBOX 
   Owner Occupier    FORMCHECKBOX 
     Housing Association     FORMCHECKBOX 

Is the accommodation: Single storey        FORMCHECKBOX 
    Two storey        FORMCHECKBOX 

Does the person being referred live alone?               Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 


	PART 6                     PERMANENT OR LONGSTANDING HEALTH CONDITIONS OR DISABILITIES

	Please include recent medical history and current medication:

	     

	     

	     

	     

	     

	     

	PART 7
	REASON FOR REFERRAL

	What is the presenting problem from the point of view of the person being referred? Please include the significance and length of time the problem has been experienced, including any significant life events.

	     

	     

	     

	     

	     

	What is the presenting problem from the point of view of the referrer?

	     

	     

	     

	     

	     

	Are there any other problems the person is experiencing?

	     

	     

	     

	     

	     

	     

	What are the preferred solutions/expectations?

	     

	     

	     

	     

	     

	     

	What are the views of the carers/family members?

	     


	Patient Name……………….….…….D.O.B………………N.H.S No………………. R/R ID No……

	PART 8
	SERVICES CURRENTLY IN PLACE

	Social care
	     

	Health
	     

	Voluntary / Private Sector
	     

	PART 9
	REFERRALS MADE TO OTHER AGENCIES

	Professional / Agency
	Address / Contact details
	Date referral made

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	PART 10                                                 HOSPITAL REFERRALS ONLY  (Section 2 notification)

	Date of admission:                                                                                Consultant:                                                                        

	Reason for admission:      

	Diagnosis/Prognosis:      

	Anticipated length of stay:   2-3 days        FORMCHECKBOX 
          1 week        FORMCHECKBOX 
             1-2 weeks          FORMCHECKBOX 
             2+ weeks        FORMCHECKBOX 


	Continuing Health Care - has this individual been screened for Continuing Health Care?          Yes  
 FORMCHECKBOX 
    No   FORMCHECKBOX 


	                                         - is a Continuing Health Care Assessment needed?                                Yes  
 FORMCHECKBOX 
    No   FORMCHECKBOX 


	 CF&SC USE ONLY – Date notification received:

	PART 11
	DETAILS OF THE PERSON MAKING REFERRAL

	Name:
	     

	Address:
	     
	Postcode:
	     

	Telephone no:
	     

	Relationship to person being referred:
	

	Locality:
	MRI
	Date:      

	Is the person being referred aware of this referral?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 


	Is their family aware of the referral?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 


	Has the person given their consent to information about them being

Shared with other professionals?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
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Rapid Response care Plan

	Name of Patient ……………………………R/R ID no…………………..
	Date of Birth ……………….NHS NO…………………

	Date started ………………………
	By…………………………………………………
	Designation ………………………………………

	Date
	Care Need/Aim
	Action
	Signature
	By who
	Frequency
	End Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Please ensure you have considered: medication management, pressure care, nutrition, mobility, and transfers, personal care, kitchen & meals, continence,

Community/leisure, night time needs and communication needs as a minimum.   
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Rapid Response Care Plan
	Name of Patient ……………………………R/R ID no…………………..
	Date of Birth ……………….NHS NO…………………

	Date started ………………………
	By…………………………………………………
	Designation ………………………………………

	Date
	Care Need/Aim
	Action
	Signature
	By who
	Frequency
	End Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Please ensure you have considered: medication management, pressure care, nutrition, mobility, and transfers, personal care, kitchen & meals, continence,

Community/leisure, night time needs and communication needs as a minimum.   
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RAPID RESPONSE DATA COLLECTION FORM
	Patient Details

	Patient Name:
	
	Title:
	
	Sex:
	

	DOB:
	
	Ethnicity:
	

	NHS Number:
	
	Date of Referral:
	

	Referring Department
	          Reason for referral

	A&E
	
	Fall
	

	OMU
	
	Accident
	

	AMU
	
	Deterioration of existing condition
	

	OTHER SHORT STAY AREA
	
	Other new condition
	

	WARD
	
	Infection
	

	Area of Patient (please tick one only from each category)

	Residency Address
	
	GP Address
	

	Central
	
	Central
	

	North
	
	North
	

	South 
	
	South 
	

	Stockport
	
	Stockport
	

	Trafford
	
	Trafford
	

	Tameside
	
	Tameside
	

	Other (please specify)
	
	Other (please specify)
	

	Intervention required for Discharge

	Application of the Mental Capacity Act
	
	Equipment ordered
	

	Safeguarding Issues
	
	Equipment issued by Rapid Response 
	

	Nursing Assessment 
	
	Asylum seeker
	

	CHC checklist
	
	District Nurse input
	

	Outcome


	Nil
	
	New SS
	
	Restart SS
	

	Ward Admit
	
	Nursing
	
	Respite Care
	

	Homeless
	
	Residential
	
	Hennesy
	

	Kirkley
	
	The Peele
	
	RIP
	

	Gorton Parks
	
	Buccleuch Lodge
	
	Other CMFT
	

	Central Home Pathway
	
	South Home Pathway
	
	North Home Pathway
	

	No capacity to Assess
	
	End of Life 
	
	Trafford Complex Discharge Ward
	

	Consultation/Advice
	
	ICAT
	
	Other
	

	Would this patient have been discharged if Rapid Response Service was not available
	YES
	NO

	If care booked via Control Centre, was this confirmed by phone and receiver’s name recorded    ……………………………………………………………………………...
	YES
	NO

	Reason admitted to a ward/outlier area?

	On-going medical issues
	
	No Carer capacity
	

	No TTO’s
	
	Requires further Social Services input 
	

	No Transport
	
	
	

	No in-pt ICT capacity 
	
	
	

	Date of Discharge
	

	Rapid Response Severity Score           1          2          3          4          5       (1=least input 5=most input)


RR Assessor: ____________________________ Ward: ____________ Admission date:______________
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