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	Name
	
	NHS/CHI number
	
	DoB
	



Initial Health Assessment Recommended for Unaccompanied Asylum Seeking Child or Young Person 
---------------------------------------------------------------------------------------------------------------------------------------

This is confidential and a copy of this entire form will be sent to the young person’s adoption agency, to the GP as the lead record holder as required by statutory guidance. 

Part A    To be completed by the Social Worker 
Form to be returned to the agency health adviser:
	Health adviser’s name
	Dr Menik Upatissa
Locum Consultant Paediatrician

Children in Care 


	Address
	Dept of Paediatrics

Sandwell General Hospital

Lyndon

West Bromwich   B71 4HJ



	Postcode
	
	Telephone
	0121 507 2674

	Email
	swbh.cic.sandwell@nhs net 
	Fax
	


	Family Name:  


	First Name / Likes to be known as:


	DOB:    



	NHS No: (if known)


	Date YP came into care:  

	Person with parental responsibility:  

	Male / Female:  


	Country of Origin:  


	School/higher education/other care:



	Language spoken:  


	Ethnic Origin (own description):


	Religion:  



	Reason for being a YP in Care:


	Interpreter required?  Y/N

Name of Interpreter / agency:


	Number of previous placements inc birth family:




	OTHER RELEVANT INFORMATION: 

Unaccompanied ?       Yes / No 
Legal status at time of assessment :  

Asylum seeking / discretionary leave / humanitarian protection / indefinite leave / unsure / 5yrs refugee status /

other          Until age __________

Solicitor to help through Asylum process?    Yes  /  No

Any other key workers providing support e.g.  Refugee Council / Children’s Panel?      Yes  /   No

Details: 

Time in transit from country of origin:       
Placement Plans:  Are there any changes planned:     



	How did the child / young person get the UK? 

Note any indication that child trafficked ?     Yes  /  No




Birth family
	Mother: Name
	
	Date of birth
	

	Address /  postcode & telephone
	

	Ethnicity/religion/first language
	


	Father: Name
	
	Date of birth
	

	Address /  postcode & telephone
	

	Ethnicity/religion/first language
	


	Siblings contact arrangements
Any previous birth family name/address?
	

	Name(s)
	
	DOB:




	Name of GP


	

	Address /  postcode and telephone number 
	


	Current carers / placement details: 
Include type of accommodation i.e. hostel / hotel / house / flat / local Authority Home / Reception Centre:

	Foster carers name / care provider:  
	
	Date placement started
	

	Address / postcode and telephone number:
	

	Languages spoken:
	
	Any relationship to the child?
	


	CURRENT SDQ SCORE:               
	Is this:  high / medium / low ? (please indicate) 


Agency details:
	Name of Social Worker :
	
	Name of Manager:  

	Team of Social Worker:
	

	Address of Local Authority 
	
	Telephone of Social Worker:

	Email of social worker:


	


Consent to the young person’s health assessment by person with parental responsibility/ies OR person authorised by LA to give consent, where the child does not have capacity to consent.

	Consent already given in Looked After Documents?  

If not, then complete below 
	Yes/No   

	I agree to
	
	being assessed.

	Date
	
	Signature
	

	Name
	
	Relationship
	


	Part A completed by:
	

	Telephone
	
	Date
	


Part B This is confidential and a copy of this entire form will be sent to the young person’s adoption agency, to the GP as the lead record holder as required by statutory guidance. 

Consent by the young person with capacity to consent is essential.
Does the young person have capacity to consent?
Yes/No
     If not, then check for signed consent in Part A

Consent by the young person 

I understand the reason for this health assessment and I agree for it to take place.  A copy of Part C will be given to me and my social worker.  I consent to copies going to my carer, GP and lead health professional (delete or add as necessary). 

Signature




Date:   
	List all those present at assessment: 

	

	Was the young person seen alone?
	Yes/No
	If no, state reason
	

	Carer seen alone?
	Yes/No
	If no, state reason
	


1
Health discussion




Date:  
	How are you feeling today?  What would you like to get from this assessment? 


	Happy
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	Fed up
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	Sad

[image: image4.jpg]



	Angry 
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	How do you usually feel?



	Happy

[image: image6.jpg]




	Okay
[image: image7.jpg]Q‘@D
i )
&




	Fed up
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Does the young person have any worries about health?  Does the carer or anyone else involved with the young person have any concerns?

	


Document discussion regarding:   wishes and feelings, eating, sleeping, interests, activities, friendships, aspirations.  Regular activities outside of home:  
	


How long has the young person been in this placement?  How are they finding it and are there any difficulties? 
	


Are there any concerns with their vision / do they wear glasses.  When did they last see an optician? 
	


Are there any concerns with their hearing? Would they like a hearing test? 
	


Are there any dental concerns?  Have they received any dental / orthodontic treatment?
	


Does the young person have any known health issues or diagnoses?  Are they receipt of any additional support or allowances?
	


	SDQ  SCORE:  
	


Is the young person attending any health, therapy or other appointments? Are there any outstanding?
	
	Name  & address
	Give details/date of last visit

	School nurse 

	
	

	Dentist/orthodontist

	
	

	Optometrist/

ophthalmologist


	
	

	Paediatrician


	
	

	CAMHS/mental health services/voluntary sector

	
	

	Other

	
	


Medication Is the child / young person on any current medication?  If yes, please specify:
	



Allergies – does the child young person have any allergies, if yes, please specify: 
	


2
Immunisation status
	Is their immunisation status known?
	Yes / No

	Do they require the national schedule for persons of uncertain vaccination status?
	Yes / No 


	Dates given
	1
	2
	3
	4
	5

	Diphtheria
	
	
	
	
	

	Tetanus
	
	
	
	
	

	Polio 
	
	
	
	
	

	Pertussis
	
	
	
	
	

	Hib 
	
	
	
	
	

	Pneumococcus
	
	
	
	
	

	Rotavirus
	
	
	
	
	

	Meningitis B
	
	
	
	
	

	Meningitis C
	
	
	
	
	

	MMR
	
	
	
	
	

	Influenza
	
	
	
	
	

	HPV
	
	
	
	
	

	Men ACWY
	
	
	
	
	

	BCG
	
	
	
	
	

	Hepatitis B
	
	
	
	
	

	Other:
	
	
	
	
	


3
Health history
Personal health history, (if known):  
a.
Antenatal/birth/neonatal including use of tobacco, alcohol, drugs, risk taking behaviour:  
	


b.
Past health history including growth, illnesses, hospital admissions and accidents (consider female genital mutilation (FGM)).  Consider risk of infectious diseases contracted in country of origin or en route, physical, emotional and sexual trauma and mental health.
	



Family health history including genetic disorders, mental health difficulties.  Please indicate if no family history is available.

Mother

	


Father

	


Siblings (state whether full or half siblings)
	


Others

	


Screening:
	Investigations to date
	Date
	Result

	Sickle cell
	
	

	Hepatitis B
	
	

	Hepatitis C
	
	

	HIV
	
	

	Syphilis
	
	


 4 
Social / care history 
Has the young person been detained?  

	


Is there any indication to date that the young person has been subjected to torture?  , e.g. ac account of being beaten by Police / in detention if appropriate ask details.  
	


5
Emotional and behavioural development:   
including anxiety, depression, eating disorder, anger, self-harming, suicidal ideation. 

Are there any significant behaviour problems or difficulty relating to carers, other significant adults and peers, e.g. bullying?  How is the young person coping.  Have there been any recent bereavements, separations or bad experiences Do they have a trusted adult to talk to?
	


	
	


6
Safety and health promotion 
	Does the young person smoke or use e-cigarettes (please specify)
	

	Does the carer or anyone else in household smoke or use e-cigarettes?
	


Are there any current risks to safety, e.g. storage of medicines, pets, domestic violence, substance misuse, road danger, stranger danger, sexual exploitation, female genital mutilation, cultural or gender risks, radicalisation, forced marriage, e-safety?

Sexual exploitation risk assessment (ensure CSE screening tool completed)
	


Document further discussion as required on keeping healthy, diet, and activity, personal hygiene, relationships, puberty.   Does the carer need any information or support?
	


Is the young person using or exposed to smoking/alcohol/substances/solvents/other

Frequency, aware of accessing help and support from an appropriate agency.  Has harm reduction been considered? 
	


Sexual health (as appropriate)

	Date of menarche

	Any worries about managing periods?


Is the young person sexually active, do they feel able to say “no” when they want to, do they need contraception.  , Have they had recent STI screening, do they know how to access contraception and sexual health clinics?  Discuss personal checks as age appropriate (i.e. breasts, testicles)
	


8
Current functional assessment and education (Record age appropriate activities to document skills)
	Date
	
	Age
	


Does they young person / carer or school have any concerns about development ?

	


Development screening assessment – consider: expressive and receptive skills, cognitive skills, fine motor skills, gross motor skills, social skills / interaction:
	


Self-care and independence skills.  Document  relevant skills for their age, e.g. dressing, personal hygiene, telling time, managing money, including credit, travelling alone, preparing simple food, accessing health services/information?  
	


Education
	Is the young person currently in school?
Please state type of provision, e.g. mainstream / special unit / home tutoring.  
	Yes / No

	Details of any education in country of origin


	

	Does the young person require any extra support with learning?  If so please comment.


	Yes / No 



	Are there any concerns about attention span / concentration.  


	Yes / No 

	Is there a language barrier?
	Yes / No 

	Any additional comments:



9
Physical examination


Date



Age

General appearance/presentation.

	


	BCG scar present 
	Yes / No 

	Hair colour
	
	Eye colour
	


Growth
	Weight
	Height
	BMI

	kg
	centile
	cm
	centile
	kg/m2
	centile

	
	
	
	
	
	


Any concerns about growth and development e.g. weight loss.  
	


ENT

Any hearing concerns.
	


Eyes

Any concerns with vision.
	


Respiratory system
	


Cardiovascular system
	


Abdomen

	


Pubertal status:  consider FGM, whether both testes descended/previously documented
	


Nervous system:   include fine and gross motor skills and co-ordination
	


Musculoskeletal system 
	


10
Comments on any other issues not covered by previous sections 
	


Examining health professional

	Name
	Dr Menik Upatissa 



	Designation
	Locum Consultant Paediatrician

Children in Care
	Qualifications
	MBBS, MD in Paediatrics, MRCPH, DCH

	Registration
	GMC: Y      NMC: Y/N
	Number
	GMC  No:   7078747



	Address
	Dept of Paediatrics

Sandwell General Hospital      

Lyndon

West Bromwich 



	Postcode
	B71 4HJ
	Telephone
	0121 507 2674



	Email
	menik.upatissa@nhs.net  
	Fax
	

	Signature
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	Date
	


Please respect confidentiality and take care whether or not to share personal health information.

Part C 
Summary report from examining health professional (complete every section)

Date completed:   
Based on information taken from:

	


Relevant factors in young person’s past and current health history and implications for future

Birth history (if known) and past health history 
	


Social and care history, i.e. circumstances leading to UK Asylum Seeker Status / unaccompanied minor status (include details of journey to UK):
	


Present physical and dental health

	


Education
	


Emotional and behavioural development 

	


Sexual health, lifestyle and independence issues 

	


Young person’s wishes and feelings

	


Issues in current placement 

	


Relevant family health history ( if known) 
	Mother
	

	Father
	

	Siblings
	

	Other
	

	Summary and implications for future




HEALTH CARE PLAN
	Date of health assessment (date/s young person seen)
	

	Date of next health assessment
	


	Health issues 
	Action required
	By when
	Person responsible

	SDQ Score:  Low / Med / High – please indicate: 
YP has experienced significant trauma / loss and has symptoms of PTSD and or depression
	Referral to CAMHS / Freedom from Torture organisation
	
	Assessing Clinician to write to GP to request referral to CAMHS / SW to refer to CAMHS 

	YP requires TB screening
	To be referred for TB screening
	
	Assessing Clinician 

	This YP is considered at risk of blood borne viruses
	Blood testing for HIV, Hep B, C and Syphilis 
	
	Assessing Clinician to write to GP

	Vision 
	To have visual assessment 
	
	Foster carer / Support Worker

	Dental 
	To have a dental assessment 
	
	Foster carer / Support Worker

	Hearing 
	To be referred to Audiology
	
	Assessing Clinician

	YP requires support in tracing their family
	To be referred to Red Cross Family Tracing 
	
	SW

	YP is not attending a Sandwell School

	To be referred to Sandwell School Nurse Vulnerable Children’s Team 
	
	LAC Nurse

	Immunisations 
	Imms status unknown so to have schedule for persons of unknown vaccination status 
	ASAP / on-going 
	GP / SW 

	
	
	
	

	
	
	
	


List any current medications

	


	Allergies?
	Yes/No

	Immunisations up to date?
	Yes/No

	Registered with GP?
	Yes/No – if yes, please give GP practice details


	Registered with dentist?
	Yes/No  -  if yes, please give dental practice details:


	Date last seen
	


Examining health professional

	Name
	Dr Menik Upatissa 



	Designation
	Locum Consultant Paediatrician

Children in Care
	Qualifications
	MBBS, MD in Paediatrics, MRCPH, DCH

	Registration
	GMC: Y      NMC: Y/N
	Number
	GMC  No:   7078747



	Address
	Dept of Paediatrics

Sandwell General Hospital      

Lyndon

West Bromwich 



	Postcode
	B71 4HJ
	Telephone
	0121 507 2674



	Email
	menik.upatissa@nhs.net  
	Fax
	

	Signature
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	Date
	


IHA – C – 8 May 1014
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