The Home & Community Care Program is jointly funded by the Commonwealth and Victorian governments

	Checklist 
	Name: 
	     

	
	Date of Birth:

	   /    /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	Date of assessment: 
	   /    /     

	Assessed by:
	     
	Signed:

	Other participants involved 
in assessment
	     


	Relationship to client:  
	     

	Who was the main provider/s of information for the Assessment:
	     


	
	Item
	Notes/referrals agreed to

	 FORMCHECKBOX 

	Intake information/consumer details 
	Not included in this tool – refer to SCTT consumer details or organisation specific intake information.

	 FORMCHECKBOX 

	Referring agency screening information 
	Not included in this tool- refer to SCTT referral information received other agency referral information.

	 FORMCHECKBOX 

	Personal story 
	     

	 FORMCHECKBOX 

	Health management 
	     

	 FORMCHECKBOX 

	· Health status
	     

	 FORMCHECKBOX 

	· Cognition and psychosocial  
	     

	 FORMCHECKBOX 

	· Lifestyle and decision makings
	     

	 FORMCHECKBOX 

	Managing everyday activities
	     

	 FORMCHECKBOX 

	Carer health and well being
	     

	 FORMCHECKBOX 

	Accommodation and safety 
	     

	 FORMCHECKBOX 

	Supplementary validated 
screening tools: 

· K-10; anxiety and depression
· Malnutrition screening tool
· ASSIST tool screens for use of alcohol, tobacco and other psychoactive drugs –Malnutrition screening tool
	     


	 FORMCHECKBOX 

	Care plan developed
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	 FORMCHECKBOX 

	Date of care plan
	   /    /     

	 FORMCHECKBOX 

	Review date
	   /    /     


	Personal story 


	Name: 
	     

	
	Date of Birth:

	    /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


Note: Validate and build on information collected at intake or from other agencies. 

	Initial engagement

	How are you managing at home? 
(e.g. Who do you live with and how is this working for you)?
     

	Why are you seeking support right now? What has recently changed for you? 
(e.g. recent hospital episode, fall, stressful event, change in carer circumstances, stopped doing something you used to do?)
     

	What is most important to you right now? Why? 

     

	(Prompt: 
What sort of things would you like to improve?  What is not working well for you?

	What is working well for you? What do you most enjoy and look forward to? 

     

	(Prompts: 
How do you keep well?  Do you have any animals/pets?
Is there anything you would like to change or improve about your wellbeing/lifestyle?

	Who are the people that are especially important to you? Tell me about these relationships.
     



	Community access

	How do you get out and about? How are you managing with this?

     

	(Prompts:
Do you drive, use public transport?  (disability sticker, taxi card, companion card)

Does anyone assist you to get around – family, friends, formal support?


	Carer profile

	Do you have a carer or a support person(s) who helps you? Are these arrangements working for you?

     

	Do you have any caring responsibilities?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No (this refers to the client as a carer)

	If yes, who do you care for and what type of care do you provide? 

How are you managing?

     

	Assessor rated:

Are there any concerns about the care relationship or the clients care responsibilities? E.g. carer health or wellbeing at risk, signs of stress?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No If yes, complete the Carer health and wellbeing section


	Diverse needs

	Do you have any cultural, religious values or beliefs or lifestyle considerations that are important for us to be aware of in providing services to you?

     


	Current services

	Are you currently receiving any services to assist you at home? Are these working well for you/not working for you?

Any other recent assessments? By who?
     

	(Prompt:
HACC and non HACC services, informal and formal supports e.g. respite, allied health, rehabilitation, case manager.


	Occupation/career history/volunteer history

	What are your present and past occupations; current or previous volunteer work?
     


	Social and community networks

	Describe your social and community networks and special interests.
     

	(Prompts:
What role do you play in these networks/ communities? 

What support do you provide for others and what support do they provide to you?

What do you really enjoy doing or would like to do again?

	How often do you catch up with family/friends or attend social/community groups or clubs? Describe what a typical week is like for you?

     

	(Prompts:
What are the things you do each week because you really want to – not because you have to


What is stopping you from getting out more?


	Health management


	Name: 
	     

	
	Date of Birth:

	   /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	Health Status


	Health and wellbeing

	In general, would you say your health is   FORMCHECKBOX 
 Excellent        FORMCHECKBOX 
 Very Good        FORMCHECKBOX 
 Good        FORMCHECKBOX 
 Fair        FORMCHECKBOX 
 Poor

Note:
If the person reports ‘fair’ or ‘poor’ this would indicate the potential for poor health outcomes and 
the potential complexity or length of the assessment 

	What aspects of your health are you most concerned about? 

     

	( Prompt:  What is good about you health-wise?

	How much did your health affect your normal activities (outside or inside the house) in the last 4 weeks?

 FORMCHECKBOX 
 Not at all      FORMCHECKBOX 
 Slightly      FORMCHECKBOX 
 Moderately      FORMCHECKBOX 
 A great deal

	Which activities are most affected and how does this impact on your overall wellbeing?

     

	Have you had a GP check up in the last 12 months?

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No        FORMCHECKBOX 
 Not stated/unknown        FORMCHECKBOX 
 Don’t have a GP

	Do you have any health conditions?  For example do you have…

	 FORMCHECKBOX 
 Arthritis 

 FORMCHECKBOX 
 Osteoporosis or other musculoskeletal conditions 

 FORMCHECKBOX 
 Allergies 

 FORMCHECKBOX 
 Heart problems (cardiovascular or heart disease) 

 FORMCHECKBOX 
 Diabetes 

 FORMCHECKBOX 
 Mental health 

 FORMCHECKBOX 
 High blood pressure (hypertension) 
	 FORMCHECKBOX 
 Memory loss
 FORMCHECKBOX 
 Breathing problems, (respiratory condition e.g. asthma) 

 FORMCHECKBOX 
 Chronic kidney disease 

 FORMCHECKBOX 
 Stroke 

 FORMCHECKBOX 
 Parkinson’s disease 

 FORMCHECKBOX 
 MS 

 FORMCHECKBOX 
 Cancer - type

	 FORMCHECKBOX 
 Other health conditions (If the client is a child list health condition/s.)
List other conditions:      


	Note: 
This is not a complete list of health conditions and the person may identify a condition that is not listed here as an example.


The role of a HACC assessor is not to make a medical diagnosis, but to gather information on health conditions and discuss 
the impact this is having on performing daily tasks and social activities.

	How are you managing – what things are you doing to routinely manage your health condition(s)? 

     

	Do you have a long term disability?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, what is it and how are you managing? How does it affect your health, lifestyle and wellbeing?

     


	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Medicines Management 

	Do you take any medicines (prescribed or over the counter)?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
In your opinion how are they working for you? 

     

	Does anyone assist you with managing your medications?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If yes, who?

     

	Can you show me how you manage your medications?

Do you use a medicines pack or similar – e.g. webster pack? 

     

	( Prompts: Check if the person is clear about their medicines – what they are taking them for etc.


Consider issues of poly pharmacy for people with more than 5 medicines.


Has the GP conducted a review of the medicines recently?


	Assessor rated: ( HACC MDS 

	( Does the person generally look after and take care of her or his own prescribed medication?
	 FORMCHECKBOX 
 Without help (in the right doses at the right time)

 FORMCHECKBOX 
 With some help (e.g. is someone prepares or reminds)

 FORMCHECKBOX 
 Completely unable to take own medications without help

	Can the person manage essential medication with current supports? 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Nutrition / Swallowing

	How is your appetite? Any recent changes or concerns?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     
	

	( Prompt: 
Do you have any special dietary requirements? 
	

	Have you lost or put on any weight without trying in the last 6 months?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, underweight, explore reasons and consider using the MST tool to screen for level of malnutrition risk 
     

	( Observe if the person’s clothes fit well
	

	How are you managing with shopping for food, preparing meals? 

     

	( Observe/look for evidence of fresh food in the home?

	Do you have any other nutritional concerns e.g. obvious overweight or underweight? 

     

	Do you have any problems swallowing? Such as chewing your food?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, is this contributing to the person’s change in appetite? 
     

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

     


	Oral health 

	Do you have any problems with your teeth, mouth or dentures?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
     

	Do you experience any pain or sore teeth when you eat?  Have you noticed any loss of taste?

If yes, is this contributing to the persons change in appetite?

     

	Have you had a recent dental check-up?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
     

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

     


	Pain 

	Do you have any pain?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, where is it? How long have you had this pain/when did it start?

     

	If yes how would you rate it (see rating scale)?
 FORMCHECKBOX 
 None        FORMCHECKBOX 
 Very mild        FORMCHECKBOX 
 Moderate        FORMCHECKBOX 
 Severe        FORMCHECKBOX 
 Very Severe
     

	How does the pain impact on your day-to-day activities such as walking, socialising, sleeping? 

 FORMCHECKBOX 
 Not at all        FORMCHECKBOX 
 Very little        FORMCHECKBOX 
 Moderately        FORMCHECKBOX 
 A lot        FORMCHECKBOX 
 Severely
      

	What strategies do you use to help manage pain?       

	(Prompt:  Who is assisting you to manage your pain?


	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Consider a referral to GP physiotherapist, pain clinic

     


	Sleep 

	Do you experience any difficulties with your sleep e.g. difficulty falling asleep, fragmented sleep, insufficient sleep?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  

	Do you require medicine to help you to sleep?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

     


	Skin conditions

	Do you currently have any major skin conditions?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  

	(Prompt:  If yes, Who is assisting you to manage this condition?


	If yes, specify

 FORMCHECKBOX 
 Pressure ulcer 
 FORMCHECKBOX 
 Other skin ulcer

 FORMCHECKBOX 
 Healing surgical wounds
 FORMCHECKBOX 
 Other skin tears, cuts, lesions

 FORMCHECKBOX 
 Other skin problems e.g. bruising, rashes, itching, eczema etc…

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

     

	Feet 

	Do you have a foot problem that affects your ability to walk or move about?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	Do you have regular podiatry appointments?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

     


	Falls 

	Have you had one or more falls (inside or outside the home) in the last 12 months?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Note: for PAV assessment this question is ‘falls in the last 6 months’

	If yes, do you know what caused the fall(s)? e.g. Trip, slip, blackout, dizziness

     

	Are you afraid of falling? 

 FORMCHECKBOX 
 Never       FORMCHECKBOX 
 Rarely       FORMCHECKBOX 
 Sometimes        FORMCHECKBOX 
 Often

     

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     

	· If the person has had a fall or indicates sometimes or often to being afraid of falling, examine the circumstances and the clients ADL status and consider a referral for a falls risk assessment or falls prevention plan by GP or allied health professional. 

· A referral to a falls clinic should be considered if the person has significant difficulties with ADLs, chronic conditions such as arthritis, diabetes, stroke, memory loss, foot problems


	Vision

	Do you have difficulty with vision, even with glasses?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, when did you last have your eyes checked?
     

	(Prompt: 
For referral or ask if the person is already linked in to Vision Australia 


	Hearing

	Do you have trouble with your hearing? With or without a hearing aid?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Cognition and psychosocial 


	Memory and thinking
If there are concerns for carer wellbeing complete the Carer health and wellbeing section.

	How is your memory? 

Ask about changes in memory and thinking and the time frame of any changes e.g. sudden change or over a longer period – has this been investigated by the person’s GP
     

	Observe/look for: Signs of self-neglect?  Not aware of time and place?

	If there is memory loss, how is this impacting on the person and their carer’s  and/or family everyday living?

     

	If yes, have you or anyone else noticed any behavioural changes associated with your memory loss? 

     

	If there are concerns, elicit what behaviours and how these are impacting on the person, family, carer. 
Consider obtaining information from the carer or personal support staff if possible 

     

	These could include:  Aggression, wandering, sun-downing, shadowing, inappropriate exposure, hoarding, agitation, sexual dis-inhibition, calling out, apathy, insomnia

	Are you currently getting any help or assistance to manage these behavioural changes? 

     


	Assessor rated:

	Is there evidence of memory loss, cognitive decline, confusion or dementia? 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Are there any concerns about psychological or behavioural symptoms associated with memory loss?
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Consider referral to DBMAS, AAV etc.

     


	Dementia diagnosis

	Is there a medical diagnosis of dementia?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, consider a referral to GP,CDAMS ACAS 
     



	Assessor rated:

	Is the client capable of making their own decisions?
     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not sure

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Note: If there are no enduring powers of attorney and there is reasonable doubt as to whether the person has capacity to appoint a power of attorney seek advice from the Office of the Public Advocate.


	Psychosocial

	Have you experienced one or more major stressful life events over the past 12 months?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	These could include: A bereavement or severe illness/injury of self/family/friend, separation from partner/family, major financial loss, victim of crime

	If yes, specify event(s) and explore how this impacts on the client’s health and wellbeing.
     

	Do you often feel sad or depressed?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     

	Do you often feel nervous or anxious?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	If yes, how are you currently managing? How does this affect your everyday life and wellbeing? Do you receive any support from carer, family?

     

	How are the carers, family managing?

     


	Assessor rated:

	Are there signs of low mood, sadness, anxiety hopelessness, lack of motivation?

If yes, consider K-10 for further screening 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not stated/
     unknown 

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Lifestyle and decision making 


	Managing finances

	Do you have any financial concerns/issues?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
Does the person appear to be worried about money? Has the person mentioned losing money or having less money than they used to have?
     


	Do you or your family have any concerns regarding gambling?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not explored
Would you like to discuss this further?  

     

	( Prompt: 
Is a counsellor required? 

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Physical activity

	In the past week how much physical activity have you done (enough to raise your breathing rate)? E.g. walking, gardening, housework.
     

	Do you attend any activities such as tai chi or exercises prescribed by a health professional e.g. to improve balance?  Would you be interested in attending activities to improve your strength or balance?

     

	Do you have any concerns about your level of physical activity?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     

	What physical activity do you enjoy doing most? Would you like to do more?

     

	What is stopping you from doing it? (explore barriers) 

     

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Alcohol and smoking

	Do you have any concerns about how much alcohol you drink?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	How often do you have 6 or more standard drinks on one occasion? 
 FORMCHECKBOX 
 Never    FORMCHECKBOX 
 Less than monthly    FORMCHECKBOX 
 Monthly    FORMCHECKBOX 
 Weekly    FORMCHECKBOX 
 Daily or almost daily

     

	Do you currently smoke? 
 FORMCHECKBOX 
 Never smoked    FORMCHECKBOX 
 Has quit smoking    FORMCHECKBOX 
 Currently smokes
     

	Do you have any concerns about your use of drugs?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     

	Are any of these an issue for you that you would like to discuss further? 

     

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
Consider using the ASSIST screen to gather further information on use of alcohol and other drugs

     


	Decision making

	Does anyone assist you in making health or lifestyle decisions?  If yes, who?        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
      


	Does anyone assist you in making financial decisions?  If yes, who?        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
     


	Do you have any of the following…

	Sighted  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 EPOA – Financial 

 FORMCHECKBOX 
 EPOA – Medical Treatment
 FORMCHECKBOX 
 EPOA – Guardianship 

 FORMCHECKBOX 
 General Power of Attorney 
	 FORMCHECKBOX 
 Guardian
 FORMCHECKBOX 
 Administrator
 FORMCHECKBOX 
 Advocate
 FORMCHECKBOX 
 None 

 FORMCHECKBOX 
 Unsure

	Note: It is important to be accurate in what you may note about legal matters such as Powers of Attorney. Unless documentation 
is sighted, simply note that client and or carer reports that the person has a power of attorney. 

	     

	Do you have an Advance Care Plan? If yes, where is this kept?       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not stated/unknown

	· If the person has an ACP this should be noted and if possible note where it is kept. You do not need to search for or site the ACP. It is not the role of a HACC assessor to develop an ACP with the client. Developing an ACP can take place in an informal family setting or via an established ACP program within a health service, aged care setting or with a GP.

· If a person expresses interest in developing an ACP or asks you for further information, contact details of some health services that provide assistance with ACP in their catchment can be found: www.health.vic.gov.au/acp.

	     

	Does this include a Refusal of Treatment Certificate or other documentation limiting treatment?      

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not stated/unknown


	Assessor note/observations

	     


	Managing everyday activities  

.
	Name: 
	     

	
	Date of Birth:

	   /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	Daily activities ( HACC MDS item 

	Activity – Assessor rated
For HACC MDS purposes assessors rate the person’s current capacity with any aids 
in place
	Does anyone help with this task?    
	Action Required

	(Housework


 FORMCHECKBOX 
 Can maintain house without help or supervision (including laundry)

 FORMCHECKBOX 
 Needs some help/supervision

 FORMCHECKBOX 
 Completely unable to do housework 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Transport

 FORMCHECKBOX 
 Without help (drives own car, travels independently on public transport or taxis)

 FORMCHECKBOX 
 With some help (need someone to help or accompany when travelling)

 FORMCHECKBOX 
 Completely unable (unless arrangements are made for a specialised vehicle like an ambulance)
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Shopping (assumes transport is available)

 FORMCHECKBOX 
 Can take care of all shopping needs 

 FORMCHECKBOX 
 Needs some help (need someone to go with client on all shopping trips) 

 FORMCHECKBOX 
 Completely unable to do
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Meal preparation

 FORMCHECKBOX 
 Without help (planning, preparing, cooking, adequacy of meals and serving) 

 FORMCHECKBOX 
 With some help 

 FORMCHECKBOX 
 Completely unable to do any meal preparation, serving or manage nutrition
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Money management/banking 

 FORMCHECKBOX 
 Without help (writing cheques, paying bills, banking, keeping track of finances)

 FORMCHECKBOX 
 With some help (manage day-to-day buying but need help with chequebook and paying bills)

 FORMCHECKBOX 
 Completely unable to handle money 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Telephone

 FORMCHECKBOX 
 Without help (making and receiving phone calls including use of assistive devices)

 FORMCHECKBOX 
 With some help 

 FORMCHECKBOX 
 Completely unable to use the telephone 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Home mainetenance (Gardening, lawn mowing, gutter clearing)
 FORMCHECKBOX 
 Without help 

 FORMCHECKBOX 
 With some help 

 FORMCHECKBOX 
 Completely unable to do
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Assessor Notes: (Consider reablement and capacity building opportunities)
     



	Mobility and transfers

	Activity – Assessor rated
For HACC MDS purposes assessors rate the person’s current capacity with any aids 
in place
	Does anyone help with this task?    
	Action Required

	(Mobility at home

 FORMCHECKBOX 
 Without help (except for the use of a cane)

 FORMCHECKBOX 
 With some help from a person (physical or verbal), or with the use of a walker or crutches 

 FORMCHECKBOX 
 Completely unable to walk. Uses wheelchair and must be pushed.

If in a wheelchair, tick ‘with some help’, if the person manages independently including cornering
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Transfers – bed, chair, toilet, shower

 FORMCHECKBOX 
 No help needed

 FORMCHECKBOX 
 Needs some help

 FORMCHECKBOX 
 Unable to manage (no sitting balance)

If assistance with transfers needed, how many people are needed?
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Assessor Notes: (Consider reablement and capacity building opportunities)

     


	Personal Care

	Activity – Assessor rated

For HACC MDS purposes assessors rate the person’s current capacity with any aids 
in place
	Does anyone help with this task?    
	Action Required

	(Bathing (showering)

 FORMCHECKBOX 
 Without help (include in and out of shower or bath and washing unsupervised)

 FORMCHECKBOX 
 With some help (e.g. needs help getting in and out of bath) 

 FORMCHECKBOX 
 Completely unable to bathe without help
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Dressing 

 FORMCHECKBOX 
 Without help (including buttons, zips, laces)

 FORMCHECKBOX 
 With some help (e.g. help with buttons etc.. but can put on some garments alone)

 FORMCHECKBOX 
 Completely unable to dress
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Eating 

 FORMCHECKBOX 
 Without help

 FORMCHECKBOX 
 With some help (e.g. help cutting up food, spreading butter, pouring drink)

 FORMCHECKBOX 
 Completely unable to eat without help (e.g. spoon feeding)
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	(Toilet use 

 FORMCHECKBOX 
 Without help (includes on and off, dressing and cleans self)

 FORMCHECKBOX 
 With some help

 FORMCHECKBOX 
 Completely unable to manage toileting without help
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Assessor Notes: (Consider reablement and capacity building opportunities)

     


	Continence

	Be mindful when asking the following questions as continence is a particularly sensitive issue to most people

	Do your bowels or bladder ever cause you concern, embarrassment or pain?

If yes, 

Identify whether bladder, bowel or both 

What does the person think might be the underlying problem? 
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	     

	( Prompt: 
Do you ever have trouble getting to the toilet on time?

	How much does this bother you and how are you managing?

Has the issues(s) been discussed with anyone – e.g. GP, Nurse, Continence advisor

     

	( Prompt: 

Most continence issues can be resolved, does the person know what services and resources are available to them?

	Activity – Assessor rated
	Does anyone help with this task?    
	Action Required

	( Continence (bowels and/or bladder)

 FORMCHECKBOX 
 Completely continent including self-management of catheter or ostomy. Rate based on    
     last week 

 FORMCHECKBOX 
 Occasional incontinence (less than once per day)

 FORMCHECKBOX 
 Incontinent (no control or daily episodes of incontinence)
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	     


	Communication

	Activity – Assessor rated
	Does anyone help with this task?    
	Action Required

	( Communication – need for assistance with understanding or making oneself understood by others

 FORMCHECKBOX 
 No assistance required (including independent use of aids and equipment such as 
     hearing aids or speech aids. Do not indicate use of interpreters here)

 FORMCHECKBOX 
 Some assistance required (e.g. if the person often misses the speakers intent, or 
     needs prompting to find words or finish sentences)

 FORMCHECKBOX 
 Assistance always required
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	     


	Aids and equipment

	Would home modifications, aids and equipment assist this person to become more independent?

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Is there the opportunity to use/demonstrate small aids/gadgets to assist this person to become more independent or achieve their goals?

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No


	Carer health and wellbeing


	Name: 
	     

	
	Date of Birth:

	   /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	Carer details

	Fill out the information below if person (care recipient) has a carer(s)

	Carer name:
	Gender:


	Date of Birth:
	( Relationship to consumer:
	( Lives in consumers home?
	Contact details

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Carer health and wellbeing (to be completed with the carer)

	How are you managing with your care responsibilities? 

     

	What type of care do you provide, how often? Do you feel confident in your care role?
     

	(Prompt:  Do you feel you have sufficient information and the right knowledge and skills to carry out your care role?

	Is the care relationship working well? Do you have any concerns? Is it changing over time?
     


	( Prompt:   What is not working well? What would you like to improve? Any concerns about your personal safety?

	How are your care responsibilities affecting your health and wellbeing? 

e.g. physical health, emotional health, family relationships, social connections, financial circumstances etc.
     

	Do you have support from family, friends, community or any other organisations in your care role? 
     


	Do you receive a carer allowance?       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
     

	Do you have other roles and responsibilites? If yes, what are they and how are you managing to balance them with your care role? e.g. employment, education, other care responibilities such as dependent children?

     

	(  Prompt:  Do you manage to get time for yourself?  If health and wellbeing is compromised consider a separate assessment for carer.

	Is there an emergency plan or care arrangement in place?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not asked
     


	Assessor rated:

	Is the care relationship sustainable without additional services or support? 
	 FORMCHECKBOX 
 No, arrangements have already broken down

 FORMCHECKBOX 
 No, carer arrangements likely to break down within months

 FORMCHECKBOX 
 Yes, carer arrangements are sustainable without additional support

 FORMCHECKBOX 
 Don’t know 

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

     


	Assessor rated:

	Carer actions:  Consider the carer’s priorities, needs and goals and discuss how they can be actioned. Examples are below

	Has the carer been given information about available support services, including respite options?

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not sure 

	Does the carer have preferences for working in partnership with service providers in providing care for the care recipient.  If so what are their preferences? 

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not sure

	Does the carer need/want practical training in lifting, managing medicine, other tasks or managing issues such as behavioural changes? 

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not sure

	Does the carer need an assessment as a care recipient? 

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

	Does the primary carer need a referral to a carer support service/counselling/social opportunuties with the carer? 

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Care recipient is a carer

	How many people do you provide care for?  (Complete the table below)
     

	Are you caring for any person(s) with a disabiliy?


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	How are you managing? What is working well, not well?
     

	How does this impact on your own health and wellbeing?

     

	Do you have any help with your care role?

     

	Is there an emergency plan or care arrangement in place?

     
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Is the care relationship sustainable?

     
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not sure

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Fill out the information about the people the client is caring for

	Care recipient(s)
	Gender:


	Date of Birth:
	Relationship to consumer:
	Lives in consumers home?
	Contact details

	     
	     
	   /    /     
	     
	     
	     

	     
	     
	   /    /     
	     
	     
	     

	     
	     
	   /    /     
	     
	     
	     


	Assessor notes/observations about the carer needs and goals; the needs and goals of the care recipient as a carer. 

	     


	Accommodation 
and safety

	Name: 
	     

	
	Date of Birth:

	   /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	Accommodation ( HACC MDS item

	( Can you tell me about your current accommodation?  How long have you lived here? 

     

	Is this working well for you?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Any concerns?
     


	(Prompt:  Consider any risks, hazards or signs of neglect

	Is the person in housing/accommodation that is:
At risk (e.g. eviction, behind in rent) 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not stated/unknown

Unsafe i.e. family violence, physical danger or threat

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not stated/unknown

Insecure i.e. temporarily staying with friends and family or other temporary accommodation

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not stated/unknown
Homeless 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not stated/unknown
If yes, to any of the above refer to 

· Homelessness support service e.g. Home at Last 

· Specialist family violence

· For public (social) housing refer to the local housing officer

	Is there any evidence of squalor or hoarding or other physical environment concerns?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, specify and explore how these conditions impact on the person’s health and wellbeing.
      

	Action required   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

     


	Personal emergency planning

	Do you have a personal emergency plan in case of fire, heat wave or flood? 

If no, encourage people living in a high bushfire or other risk areas to develop personal emergency plans.
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not stated/
     unknown 

	Note: HACC assessment services need to comply with the Vulnerable people in emergencies policy.
	

	     


	( Prompt:   How does the person manage in heatwave conditions, are they vulnerable? What actions to be done and by whom to address the vulnerability.

	Is there a working smoke alarm in the house? 

If no, is the person aware that this is a legislative requirement in Victoria?

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not stated/
     unknown

	Has the smoke alarm been checked in the last 12 months ?

     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not stated/
     unknown

	Is the person at risk and in need of more than one smoke alarm (e.g. smokes in bed and may need a second smoke alarm and/or a high sided ash tray).
Note: People are at higher risk if they have mobility problems, if there are hoarding tendencies and if they smoke in bed.
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not stated/
     unknown

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

     


	Feeling safe

	Have you felt afraid of someone who controls or hurts you?

Would you like to discuss this?


	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown/
     Not asked 

	If yes, who is the person afraid of? 
     


	Assessor rated:

	What form does the abuse take?

     

	Forms of elder abuse: physical abuse, sexual abuse, financial abuse, social abuse, neglect

	Is the abuse becoming worse or happening more often or both?
     
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown/
     Not asked 

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

For older people experiencing elder abuse – contact Seniors Rights Victoria on 1300 368 821


	Legal Issues

	Does the person have any legal issues that may affect services? e.g. Apprehended Violence Order (AVO)   If yes, provide details 
     

	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 No sure

	Action required  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     


	Assessment Summary 
	Name: 
	     

	
	Date of Birth:

	   /      /     

	
	Gender:  
	     

	
	UR Number:
	     

	
	Organisation
	     
	Or affix label here


	E.g. Client and carer key strengths, priorities and goals identified.
     


Carer health and wellbeing
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