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North Wales Integrated Adult Health & Social Care Core Data Set

	Section 1: Basic Details
	Indicate preferred contact 

	Citizen’s Title:   
	
	Home Tel. No:
	
	 FORMCHECKBOX 


	Citizen’s First Name(s): 
	
	Mobile Tel. No: 
	
	 FORMCHECKBOX 


	Citizen’s Surname:
	
	E-mail address:
	
	 FORMCHECKBOX 


	Preferred Name
	
	
	
	

	Current Address: 
	
	Hospital ID No:
	

	
	
	Social Services No:
	

	
	
	NHS No:
	

	Permanent Address:  
(if different to Current Address)
	

	Date of Birth:
	

	Advocate / IMCA details:
	

	Ethnicity:
	
	Religion:
	

	Gender: 
	

	Relationship Status:
	Married:
	 FORMCHECKBOX 

	Single:
	 FORMCHECKBOX 

	Widowed:
	 FORMCHECKBOX 

	Divorced:
	 FORMCHECKBOX 
  Civil Partnership:  FORMCHECKBOX 


	Occupation:
	

	First Language: 
	
	Interpreter required?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Preferred method of communication:
	Speech:
	 FORMCHECKBOX 

	Sign:
	 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 


	If other, please specify:
	

	Section 2: GP Details

	GP Name: 
	
	GP Tel. No:
	

	GP Address: 
	
	GP E-mail:
	

	
	
	GP Fax:
	

	
	

	Significant Health Conditions:
	
	Any known allergies?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 

	Not Known:
	 FORMCHECKBOX 


	Allergy to what?
	Type of reaction:
	Action needed:

	
	
	


	Section 3: Citizen’s Next of Kin / First Contact

	Name:
	
	Relationship to citizen:
	

	Current Address:
	
	Home Tel. No:
	

	
	
	Mobile Tel. No:
	

	
	
	E-mail:
	


	Section 4: Citizen’s Main Carer Details

Is there a Carer?   

	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Main Carer:
	
	Tel. / Contact details:
	

	Age:
	
	Gender: 
	

	Relationship to citizen:
	

	Does citizen’s carer have other caring responsibilities?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 

	Is citizen’s carer a child?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Citizen lives with:
	Spouse:
	 FORMCHECKBOX 

	Alone:
	 FORMCHECKBOX 

	Relative:
	 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 


	If Other, please specify:
	

	Is the citizen a Parent/Carer with responsibilities for children/others?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Please specify:
	

	Does the citizen’s condition directly affect the care of children/relatives/others?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Please specify:
	

	Has Carer’s Specialist Assessment been offered?
	

	
	 FORMCHECKBOX 

	Yes – Needs to be discussed with client during assessment:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	Not Applicable – Already received one:
	 FORMCHECKBOX 

	Don’t know:
	 FORMCHECKBOX 


	If No or N/A, please explain further:
	


	Section 5: Accommodation

	Lives alone:
	Yes
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	Type of Accommodation:

	House:
	 FORMCHECKBOX 

	Bungalow:
	 FORMCHECKBOX 

	Flat:
	 FORMCHECKBOX 

	Residential Home:
	 FORMCHECKBOX 

	Nursing Home:
	 FORMCHECKBOX 


	Sheltered Accommodation::
	 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 


	If Other, please give details:
	

	Tenure of Accommodation:

	Owner Occupier:
	 FORMCHECKBOX 

	Private Rent:
	 FORMCHECKBOX 

	Council Tenant:
	 FORMCHECKBOX 

	Not Known:
	 FORMCHECKBOX 


	Accommodation facilities:

	Number of floors:
	
	Stairs:
	 FORMCHECKBOX 


	
	
	Lift:
	 FORMCHECKBOX 


	Bathroom / Toilet based:
	Up / Down   stairs

(delete as necessary)
	Shower:
	 FORMCHECKBOX 


	
	
	Bath:
	 FORMCHECKBOX 


	Bedroom placed:
	Up / Down stairs
	Type of heating:
	    Gas                           (please state if none)

	Adaptations / aids to independent living:


	Yes/No:

	If yes, please specify:
	


	Section 6: Positive Risk Management 

	Are there known Safeguarding / Lone Worker / Environmental risks?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	If yes, please give details: 

	


	Section 7: Care Coordinator 

	Does the citizen have a care Co-ordinator?
	Yes:
	 FORMCHECKBOX 

	No:
	 FORMCHECKBOX 


	If yes, please give contact details of Care Co-ordinator:



	Information taken by :       ………………………………………………………………(Please print name and designation)
                                                …………………………………………………………………… (signature)

Date:                                      …………………………………………………………………….

	Organisation :   ……………………………………………………………………………………………………………………………………………

Contact Number: ……………………………………………………………………………………………………………………………………………


Core Data first recorded:

Initial record date: 

Core Data Review / Amendments:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

For individual agency use only: 
	Referral received from:
	Name:

Organisation:
	
	
	Role:
Date: 




THIS IS WHAT MATTERS



Version 08.08.14
Outcome Record & Referral Form (append to Core Data Set)
	1) The reason for (my) contact is:-

	

	2) The information (about me) which you need to know is:-

	

	3) I think the following “solution/s” would help (me):-

	

	4) I think that (my) friends/family/neighbours/community could:-

	

	5) My Carers and or I have received the following advice to support my wellbeing:-

	

	6) I agree that the following describes my level of independence and /or risks to independence:-

	


	7) Having discussed the issue, I agree with the following action/s:-

	

	My Name:-

	

	I talked with:-

	

	Information sharing:-

Consent: I agree to the sharing of information collected throughout this assessment / review being shared by those agencies involved in my care.

I understand I can withdraw my consent at any time by writing to or informing my care co-ordinator or assessor.

All the information that will be shared with people who need to know and the reasons why have been explained to me.



	Date:-



Information first recorded:

Initial record date: 

Review / Amendments:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:

Review date:

Section/s amended:                   

By: 

Role:
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