

	Self appraisal form

	Your details

	First name 
	     
	Surname
	     
	Title:
	 FORMDROPDOWN 


	Preferred name:
	     
	Date of birth:
	     
	Gender:
	 FORMDROPDOWN 


	Current address:
	
	Home phone no:
	     

	
	
	Mobile phone no:
	     

	Permanent address:

(if different)
	
	Email address:
	     

	Supporting you in explaining your situation

	Do you have communication difficulties?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Do you have any difficulties with understanding and/or retaining information?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Do you have any difficulties making decisions and/or understanding their impact?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	About you

	Your personal and family background (including important recent events or changes in your life)

	Details: 

	What areas of your life do you most enjoy or value? (including your main interests and where you can most contribute)

	Details: 

	What changes would most improve your wellbeing or quality of life?

	Details: 

	Your family, carer(s) or advocate’s views

	Details: 

	Do you have any concerns about how others treat you?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details: 

	Do you currently receive care or support that you or someone else pays for? (e.g. health, social care, housing, equipment)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details: 

	Your financial situation

	The questions below are to give an early indication as to whether you may need to pay for any care/support needed.

	Do you own your home? (including shared ownership)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Owner                               FORMCHECKBOX 

	Housing Association         FORMCHECKBOX 

	Private Landlord               FORMCHECKBOX 

	Other                          FORMCHECKBOX 


	Do you have savings, investments or other properties worth over £23,250 (combined)?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Health conditions and disabilities that impact your wellbeing (in order of most to least impact on daily life)

	Condition 1
	 FORMDROPDOWN 

	Condition 3
	 FORMDROPDOWN 


	Condition 2
	 FORMDROPDOWN 

	Condition 4
	 FORMDROPDOWN 


	How often do your needs significantly change/vary due to your condition(s)?
	 FORMDROPDOWN 


	Details (including relevant medical history): 

	Home and living situation 

	Are you able to maintain your home independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to manage your day-to-day paperwork independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (maintaining your home, managing your paperwork):



	Eating healthily and safely

	Are you able to shop for food/essentials independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to prepare meals, drinks and snacks independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to eat and drink independently and without supervision?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (shopping, preparing meals/snacks/drinks, eating and drinking): 

	Personal care

	Are you able to use the toilet independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to wash independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to use the basin fully and independently? back / feet / hair
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to manage other personal care needs? (Shaving, Hair washing)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to get dressed and undressed independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (using the toilet, washing, dressing and undressing):



	Mobility and transfers 

	Mobility: Please provide details of any Mobility issues (including equipment / falls/housebound)



	Do you have problems using stairs?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to get yourself in/out your bed independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to get yourself on/off your sofa or armchair independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to get yourself on/off the toilet independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to get yourself in/out the bath independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (Transferring and accessing bathroom features):



	Social relationships and activities

	Are you able to go out into the community independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you able to socialise independently?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (maintaining relationships, accessing the community and socialising): 

	Work, training, education and volunteering 

	Can you access and undertake work/training/education/volunteering independently?
	N/A
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (work, training, education or volunteering):



	Caring for others 

	Do you have any children or adults that are dependent on you?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If ‘Yes’, do you need support with your care and responsibilities?
	N/A
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (caring for others that depend on you): 

	Staying safe

	Are you safe to be on your own at home?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you currently at risk of falls?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (making safe use of your home): 

	Support you currently receive from family/friends/volunteers

	Please say in which of the areas below your needs are being fully met by unpaid family/friends/volunteers:

	Maintaining/cleaning  your home
	 FORMCHECKBOX 

	Shopping for food/essentials
	 FORMCHECKBOX 

	Preparing meals/drinks and snacks
	 FORMCHECKBOX 

	Eating and drinking
	 FORMCHECKBOX 


	Using the toilet
	 FORMCHECKBOX 

	Washing
	 FORMCHECKBOX 

	Dressing and undressing
	 FORMCHECKBOX 

	Transport
	 FORMCHECKBOX 


	Maintaining relationships and social activities
	 FORMCHECKBOX 

	Work/training/ education/volunteering
	 FORMCHECKBOX 

	Caring for others
	 FORMCHECKBOX 

	Staying safe at home
	 FORMCHECKBOX 


	Is the support you are receiving from family/friends/volunteers likely to continue?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details: 

	Are there any other areas of difficulty that are not covered above?

	1
	 FORMDROPDOWN 

	Details:      

	2
	 FORMDROPDOWN 

	Details:      

	3
	 FORMDROPDOWN 

	Details:      

	4
	 FORMDROPDOWN 

	Details:      
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