


	CHILD’S NAME:


	DOB:
	ADDRESS:
	DST level – to be completed by  CCC assessment nurse

	Challenging behaviour
	Does the child have behaviours that require multi-agency input?

Comments:


	Yes/no

	

	Communication
	Can the child effectively communicate their basic needs?

Comments:


	Yes/no


	

	Mobility
	Is the child able to move in a developmentally appropriate way?

Comments:


	Yes/no


	

	Nutrition, food and drink
	Does the child require skilled intervention to maintain adequate nutrition?

Comments:


	Yes/no


	

	Continence or elimination
	Does the child present with problematic continence care requiring intervention?

Comments:


	Yes/no


	

	Skin and tissue viability 
	Does the child have any open wounds or skin conditions which require daily attention (pressure areas)?

Comments:


	Yes/no


	

	Breathing
	Has the child any breathing difficulties.  Do they have apnoeas?  Invasive ventilation?  Tracheostomy?

Comments:


	Yes/no


	

	Drug therapies and medicines
	Does the child require daily medications that require monitoring by a registered nurse?

Comments:


	Yes/no


	

	Psychological & emotional
	Does the child present with any psychological needs that require specialist intervention?

Comments:


	Yes/no


	

	Seizures
	Does the child have regular major seizures that require skilled intervention?

Do they have a rescue medication?

Comments:


	Yes/no


	

	Other
	Any other needs?

Comments:


	Yes/no


	

	Does Child have Palliative care plan in place?


	Yes/no


	

	Do the family receive any support from other services? Please give details

	Yes/no
	

	Are the Childs needs being met by mainstream services?


	Yes/no


	

	Views of child/parents/carers – what additional support do they feel is required?


	
	


	Completed and Referred by
	Contact Details


	Base

	
	
	

	Date Completed
	COMMENTS: - any other relevant information

	
	

	Children’s Continuing Care
	

	Date Received:


	

	Action Taken:


	

	Date:


	

	Signed:
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Name
DOB
NHS Number (Compulsory)

