

	Name:      
	Main ID:      
	Main assessor:      

	FACE Screening Tool  V7 (Social Care)                                                                                                        Confidential

	Your details

	Family name: 
	     
	Given name: 
	     
	Title:
	 FORMDROPDOWN 


	Preferred name:
	     
	Date of birth:
	     
	Gender:
	 FORMDROPDOWN 


	NHS number:
	
	Social care ID:
	     

	Ethnicity:
	 FORMDROPDOWN 

	Preferred language:
	     

	Religion:
	 FORMDROPDOWN 

	Marital status:
	 FORMDROPDOWN 


	Current address:
	
	Home phone no:
	     

	
	
	Mobile phone no:
	     

	Permanent address:

(if different)
	
	Email address:
	     

	Current living situation:
	 FORMDROPDOWN 


	Are you currently staying in a hospital or other NHS facility?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Dependents:
	Partner
	 FORMCHECKBOX 

	Children
	 FORMCHECKBOX 

	Other adults
	 FORMCHECKBOX 

	Pets
	 FORMCHECKBOX 


	Employment status:
	 FORMDROPDOWN 


	Education status:
	 FORMDROPDOWN 


	Your key contacts

	
	Name
	Relationship/Role
	Address & Contact Details

	Next of kin
	     
	     
	     

	Main carer
	     
	     
	     

	Lead professional
	     
	     
	     

	GP/GP practice
	     
	     
	     

	Other
	     
	     
	     

	Referral details (if self-referral, address will be assumed to be as above; if in hospital, identify person’s ward)

	Route of access:
	 FORMDROPDOWN 

	Referred person aware?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Referral date/time:
	     
	Referral method:
	 FORMDROPDOWN 


	Referrer name:
	     
	Referrer role:
	     

	Referrer’s address:
	
	Main contact no:
	     

	
	
	Email:
	     

	Reason for referral (identify reason type right then detail):
	 FORMDROPDOWN 


	Details:      

	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 


	If you have difficulties in communication, understanding or decision-making, you may need support in explaining your situation, an advocate to represent you and help you explain your views, or a mental capacity assessment.

	Details of difficulties and what would help you communicate more easily (e.g. a family member or friend present, an independent advocate, specialist communication support)

	Details: 

	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 formal or paid care or support? (e.g. health, social care, housing, equipment)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details: 

	If ‘No’, is this the first time you have been in contact with social care?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Are you moving from another Local Authority area?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If section 42, general enquiry or need for equipment only, proceed to ‘Next steps’ section.

	Your financial situation (optional)

	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 


	Do any of the following people live with you in your home?

	Spouse/civil partner
	 FORMCHECKBOX 

	Young person under 18
	 FORMCHECKBOX 

	Disabled relative under 60
	 FORMCHECKBOX 

	Relative aged 60 or over
	 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 (includes the eligibility outcome: Maintaining a habitable home environment)

	Are you able to maintain and clean 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 (includes the eligibility outcome: Managing and maintaining nutrition)

	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 (includes the eligibility outcomes: Managing toilet needs; Maintaining personal hygiene; Being appropriately clothed)

	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 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):


	Social relationships and activities (includes the eligibility outcomes: Developing and maintaining family or other personal relationships; Making use of necessary facilities or services in the local community incl. public transport & recreational facilities or services)

	Are you able to develop and maintain relationships with family/friends/others?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	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 (includes the eligibility outcome: Accessing and engaging in work, training, education or 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 (includes the eligibility outcome: Carrying out any caring responsibilities for a child)

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

	No
	 FORMCHECKBOX 


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

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


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

	Staying safe (includes the eligibility outcome: Being able to make use of your home safely)

	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): 

	Your mental health and wellbeing

	Do you or have you ever suffered from a serious mental health issue?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Have you had contact with mental health services in the past year?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details of your needs and what you would like to achieve (mental health and wellbeing): 

	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 

	Parenting/childcare responsibilities
	 FORMCHECKBOX 

	Staying safe at home
	 FORMCHECKBOX 


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

	No
	 FORMCHECKBOX 


	Details: 

	Reablement supplement (to be completed by a social care authorised person)

	Is there an indication that a period of reablement would be beneficial?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Details: 

	If ‘No’, proceed to ‘Next steps’ section.

	Brief description of enabler support required and main reablement goals

	Details: 

	Current risk of harm to self (e.g. self-injury)
	     

	Current risk of harm/injury to carer/enabler
	     

	Current risks relating to

home environment
	     

	Property access details
	     

	Next steps (to be completed by a social care authorised person)

	1
	 FORMDROPDOWN 

	Details:      

	2
	 FORMDROPDOWN 

	Details:      

	3
	 FORMDROPDOWN 

	Details:      

	4
	 FORMDROPDOWN 

	Details:      

	Information and advice (to be completed by a social care authorised person)

	Information and advice about your current needs

	Details: 

	Information and advice about preventing or delaying the development of needs in the future

	Details: 

	Further details (to be completed by a social care authorised person, where relevant)

	Primary support reason
	 FORMDROPDOWN 
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