
CLIENT INFORMATION AND ASSESSMENT FORM

	Section 1 - Client/or Guardian To Complete

	Name:  
	Date Of Birth:  

	Preferred Name: 
	

	Address:  	

	Contact Number:                                                      Email:

	NDIS Number:

	NDIS Plan Dates:

	NDIS Plan Managed Details:

	Emergency Contact 1:

	Emergency Contact 2:

	Name of Doctor: 

	ABOUT ME

	Likes:  

	Dislikes: 

	Hobbies/ Interests:

	Supports I Require:
 



	Level of Assistance I Require:





	MY HISTORY

	Diagnoses:                                                                                                      ❑ Yes ❑ No 
If yes, please describe.


	Medical, Food or Other Allergies:                                                                   ❑ Yes ❑ No 
If yes, please describe.



	Medical Condition/s:                                                                                       ❑ Yes ❑ No 
If yes, please describe.




	Was there anything unusual about the pregnancy or birth?                          ❑ Yes ❑ No 
If yes, please describe.




	Do you take any medications?                                                                        ❑ Yes ❑ No 
If yes, please describe.




	MY NDIS GOALS

	Goal 1


	Goal 2



	Goal 3



	Goal 4



	
MY PERSONAL GOALS



	Personal Hygiene
	Grooming
	Money
	Money Handling
	Personal Safety
	Road Safety
	Relationships
	Friendships

	Social Interaction
	Consequences
	Sexuality
	Literally
	Numeracy
	Time
	Self
	Problem Solving

	Behaviour
	Emotions/
Feelings
	Sensory Processing
	Communication
	Writing
	Employment
	Fine Motor Skills
	Gross Motor Skills

	Choices
	Decision Making
	Independence
	

	
	
	
	

	
	
	

	
	
	
	
	



	[bookmark: _Hlk70665392]
WHICH PART OF MY LIFE IS IMPACTED THE MOST?


		|_| Health and Wellbeing

|_| Social and Community Activities

|_| Choice and control over my life

	|_| Where I live

|_| Relationships

|_| Work
	|_| Daily life

|_| Learning





	
ADDITIONAL COMMENTS


	























	Section 1 – Allied Health Professional To Complete

	
INTAKE ASSESSMENT


	COMMUNICATION NEEDS
	Yes/No

	Is the person able to communicate verbally?
	|X| Yes  |_| No

	Does the person have a hearing loss? How extensive is the loss?
	|_| Yes  |X| No

	Does the person use communication aids? Compic, chat book, vocal output device?
	|_| Yes  |X| No

	Does the person understand and respond to simple instructions? Their own name?
	|X| Yes  |_| No

	Does the person attend Speech Therapy?
	|_| Yes  |X| No

	Does the person use sign language?
	|_| Yes  |X| No

	Does the person use gestures/vocal noises to communicate their needs?
	|X| Yes  |_| No

	Does the person use behaviours to communicate requests, needs or frustrations?
	|X| Yes  |_| No

	Does the person have a limited vocabulary?
	|X| Yes  |_| No

	Does the person have any type of communication intervention/therapy previously?
	|_| Yes  |X| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	MEDICAL, HEALTH & WELLBEING
	Yes/No

	Does the person have any recurrent medical conditions?
a) High medical support
b) Nutrition
c) Dysphasia/choking
d) Recurrent infections
e) Mental Health
f) Diabetes
g) Seizures
h) Respiratory conditions
i) Allergies
j) Skin conditions
k) Other: __________________________
	

|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |_| No
|_| Yes  |_| No

	Does the person have an infectious disease? 
a) chronic
b) recurrent
	
     |_| Yes  |X| No
      |_| Yes  |X| No

	Does the person use or needs a specific health device? (e.g. Wound Care, Stoma, CPAP, Tracheostomy etc.)
	|_| Yes  |X| No

	Does the person use of mobility or lifting aides? (e.g. walking frames, wheelchair, hoist, transfer boards et.)
	|_| Yes  |X| No

	Does the person have regular routine medication and/or PRN?
	|X| Yes  |_| No

	Is the person Sun Safe aware? (applies sunscreen, wears appropriate clothes) 
	|X| Yes  |_| No

	[bookmark: _Hlk14190407]Does the person communicate when unwell, ill or sick?
	|X| Yes  |_| No

	Does the person develop, maintain, and enjoy friendships (other than staff)?
	|X| Yes  |_| No

	Does the person have any religious, cultural, spiritual, or sexual support needs?
	|X| Yes  |_| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	NUTRITION, SWALLOWING AND EATING
	Yes/No

	Does the person have a special dietary requirement? (e.g., PKU, coeliac disease)
	|_| Yes  |X| No

	Is the person overweight or underweight?
	|X| Yes  |_| No

	Is the person’s general diet lacking healthy balanced meals? 
	|_| Yes  |X| No

	Does the person experience difficulties while swallowing after eating? Gasps for air, coughs, regurgitates
	|_| Yes  |X| No

	Does the person experience difficulties swallowing after drinking? Gasps for air, coughs, regurgitates
	|_| Yes  |X| No

	Does the person show difficulty in chewing their food before swallowing?
	|_| Yes  |X| No

	Does the person have difficulty eating bite size pieces of food?
	|_| Yes  |X| No

	Does the person require staff support or feeding aides to eat meals?
	|_| Yes  |X| No

	Does the person require posture support or prompting while eating?
	|_| Yes  |X| No

	Does the person need to be supervised while they are eating?
	|_| Yes  |X| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	BEHAVIOURS
	Yes/No

	Does the person display behaviours of self-harm or risk?
	|_| Yes  |X| No

	Does the person display behaviours that place others or the community at risk?
	|_| Yes  |X| No

	Does the person display behaviours that are sexually inappropriate?
	|_| Yes  |X| No

	Does the person do serious damage to property?
	|_| Yes  |X| No

	Does the person have any specific fears? (e.g., storms, animals, large crowds)
	|_| Yes  |X| No

	Does the person ingest non-food items?
	|_| Yes  |X| No

	Is the person known to abscond from home, settings etc.?
	|_| Yes  |X| No

	Are there any restrictive practices in place to manage identified behaviours? 
	|_| Yes  |X| No

	Has the person had any recent of my behaviours?
	|_| Yes  |X| No

	IS THERE ANY IDENTIFIED RISK/S?
	  |_| Yes  |X| No

	PERSONAL CARE & HOUSEHOLD TASKS
	Yes/No

	Can the person select appropriate clothing for weather and occasion?
	|X| Yes  |_| No

	Can the person dress and undress themselves including readjusting clothes?
	|X| Yes  |_| No

	Does the person require support or supervision to use the toilet?
	|_| Yes  |X| No

	Does the person require support or supervision whilst in the bath or shower?
	|X| Yes  |_| No

	Can the person adjust the temperature of the water and react if water is too hot?
	|X| Yes  |_| No

	Can the person maintain their face out of water in a bath?
	|X| Yes  |_| No

	Does the person require support with?
a) Wash self sequentially.
b) Wash hair
c) Drying self
d) Brush hair
e) Shave
f) Clean teeth
g) Applying personal products
h) Care for nails
Other: __________________________
	
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |_| No

	Does the person require support to: 
a) make snacks.
b) hot meals
c) cold drinks
d) hot drinks
e) using cutting tools for food
f) using stove top/ ovens
g) electrical kitchen appliances
Other: __________________________
	
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |_| No

	Does the person understand and follow food safety in the home?
	|X| Yes  |_| No

	Does the person do their own their own laundry?
	|_| Yes  |X| No

	Does the person sweep, vacuum, and mop floors?
	|X| Yes  |_| No

	Does the person clean bath, basin, and toilet?
	|_| Yes  |X| No

	Does the person use and store hazardous substances safely?
	|X| Yes  |_| No

	Does the person shop for groceries and other items?
	|_| Yes  |X| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	INDEPENDENCE (AT HOME)
	Yes/No

	Can the person independently self-administer their own medication? 
	|_| Yes  |X| No

	Can the person able to answer and make phone calls?
	|_| Yes  |X| No

	Can the person use keys to lock and unlock doors, windows and gates?
	|X| Yes  |_| No

	Can the person switch power points and lights on and off?
	|X| Yes  |_| No

	Can the person use the following electrical items safely?
a) kettle
b) toaster
c) microwave
d) electric frying pan sandwich maker
e) iron
f) washing machine
g) dryer
h) hairdryer
i) television
j) air-conditioning /fans /heaters
k) power tools
other__________________________
	

|X| Yes  |_| No
|X| Yes  |_| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|X| Yes  |_| No
|_| Yes  |X| No
      |_| Yes  |_| No

	Can the person use the following electrical items safely?
l) kettle
m) toaster
n) microwave
o) electric frying pan sandwich maker
p) iron
q) washing machine
r) dryer
s) hairdryer
t) television
u) air-conditioning /fans /heaters
v) power tools
other__________________________
	

|X| Yes  |_| No
|X| Yes  |_| No
|X| Yes  |_| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|X| Yes  |_| No
|X| Yes  |_| No
|_| Yes  |X| No

	Can the person respond to a household emergency? (e.g., blocked drain, safety switch, broken water pipe or window)
	|_| Yes  |X| No

	Can the person respond appropriately to fire evacuation alarms?
	|X| Yes  |_| No

	Can the person make and keep appointments and other commitments?
	|_| Yes  |X| No

	Does the person have meals at appropriate times?
	|X| Yes  |_| No

	Does the person maintain good sleeping patterns?
	|X| Yes  |_| No

	Does the person respond to a medical emergency? (e.g. access first aid kit and provide basic first aid, contact 000)
	|_| Yes  |X| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	INDEPENDENCE (IN COMMUNITY)
	Yes/No

	Does the person initiate to going out in the community?
	|X| Yes  |_| No

	Does the person require personal, physical assistance or support in the community?
	|_| Yes  |X| No

	Does the person require supervision in the community?
	|X| Yes  |_| No

	Does the person display inappropriate behaviours in whilst in the community? 
	|_| Yes  |X| No

	Does the person known to abscond or approach strangers in the community?
	|_| Yes  |X| No

	Does the person require assistance with road safety whilst accessing the community?
	|X| Yes  |_| No

	Does the person require support to access public transport?
	|X| Yes  |_| No

	Does the person travel in a motor vehicle without disrupting the driver or other passengers?
	|X| Yes  |_| No

	Does the person require assistance with money management in the community?
	|X| Yes  |_| No

	If lost, would the person ask for assistance or help?
	|X| Yes  |_| No

	Does the person require a card to alert people if they are lost?
	|X| Yes  |_| No

	Does the person require supervision or support in or near a pool, beach or other body of water?
	|X| Yes  |_| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	FINANCIAL
	Yes/No

	Does the person handle their own cash or money? 
	|X| Yes  |_| No

	Does the person have an appointed financial administrator?
	|X| Yes  |_| No

	Can the person do the following?
a) Manage cash transactions (e.g., identify cash amounts, receive correct change, request receipts?)
b) Use a key card independently?
c) Prepare a weekly/monthly budget
d) Pay their bills on time
	

|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No
|_| Yes  |X| No

	Does the person spend all their money as soon as it is received?
	|_| Yes  |X| No

	Is the person able to save money on a regular basis?
	|_| Yes  |X| No

	Does the person have enough income to cover their expenditure & needs?
	|X| Yes  |_| No

	Does the person have photo identification?
	|X| Yes  |_| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No

	RISK OF ABUSE, NEGLECT & EXPLORATION
	Yes/No

	Is the person at risk of financial exploitation e.g., do they carry their own cash card?
	|_| Yes  |X| No

	Does the person have any sense of “stranger danger”?
	|X| Yes  |_| No

	Has the person had any unexplained bruising, cuts or welts?
	|_| Yes  |X| No

	Does the person appear frightened or fearful of any other person? 
	|_| Yes  |X| No

	Has the person had any unexplained medical problems?
	|_| Yes  |X| No

	Has the person made any complaint about a staff members’ behaviour towards them?
	|_| Yes  |X| No

	Does the person display any unusual behaviour or had a change in behaviour?
	|_| Yes  |X| No

	Has the person regressed in any way? Changes in sleep patterns? Anxiety attacks?
	|_| Yes  |X| No

	Does the person have other service providers, health care professionals who are in regular contact?
	|_| Yes  |X| No

	Does the person have family or friends (not staff) who are in regular contact?
	|X| Yes  |_| No

	IS THERE ANY IDENTIFIED RISK/S?
	|_| Yes  |X| No


Authority Person 
Completed by:			             Signature:			         Date:	
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