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Risk Assessment and Discharge Tool
	Affix patient identification label here


	1. Reason for admission (patient’s words):

-------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------
2. Orientation (tick when complete):


Orientation brochure                             Tour of unit  

Client information kit                              Fee structure explained

Family given contact numbers               Emergency Procedures
3. Medical History:

Please tick if you have ever had any of the following?

High Blood Pressure                                          Blood Clots

Coronary (heart attack)                                      Angina

Bleeding tendency                                             CVA (stroke)

Stomach Ulcer                                                   Diabetes

Kidney Disease                                                  Epilepsy or fits

Mental Illness                                                     Asthma

Other -----------------------------------------------------------------------------------

Have you been a patient in a hospital or other facility within the last 7 days? Yes          No 
4. Allergies:

-------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------

5. Communication:
Do you wear glasses or contact lenses?


Neither           Glasses           Contact Lenses 

Did you bring them with you?


Yes           No 

Do you wear a hearing aid?


No         Right ear        Left ear         Both ears 

Do you have any speech problems?  Yes          No 

If you require an interpreter, if yes please state which language:

-------------------------------------------------------------------------------------------


Risk Identified, transcribe to last page 

6. Hygiene:

Can you bathe yourself?  Yes          No 

Do you have any aids in your bathroom?


Rails         Bath-board           Shower chair


Do you have dentures?  No          Partial            Full

Do you have any problems with your dentures?


Loose         Rough       Damaged        Painful        Sore gums  

Risk Identified, transcribe to last page 


	7. Medication:


Are you on medication? No        Yes 

If yes, did you bring your medication:

Yes       No  

If no, who can be contacted to bring your medications in:

Name: -----------------------------------------------------------------
Phone Number----------------------------------------
Are you on any non prescribed medications or alternative therapies?    No          Yes 

If yes, please describe:

---------------------------------------------------------------------------

Name and telephone number of local chemist:

--------------------------------------------------Telephone----------------------


Do you have an account at your chemist? No         Yes 

Please describe any problems you have taking your medications, eg need medications crushed, dissolved:

--------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------
Do you have a Webster pack?  No          Yes

Do you need supervision to take your medications? 


No          Yes

Have you been in a different facility before you were admitted here? No          Yes

Copy of most recent medication chart received from referring facility:  No             Yes

Risk Identified, transcribe to last page 

8. Health Planning:


Do you have an Advanced Health Directive? Yes        No 

If yes, who has it and where is it? -----------------------------------------

--------------------------------------------------------------------------------------

Who is your Enduing Power of Attorney? 

Name: --------------------------------------Telephone:-----------------------

Would you like more information on Advanced Health Planning? 


Yes        No            If yes: 


AHD DVD Given  

Issue discussed with medical officer 

Appointment to make AHD confirmed:

Date -----------------------------------Time: -------------------------

Person Involved: -----------------------------------------------------


Risk Identified, transcribe to last page 


	
Risk Assessment and Discharge Tool
	Affix patient identification label here


	9. Lifestyle:
Are you on a special diet, if yes please describe:

-------------------------------------------------------------------------------------------

Do you need help with your meals, if yes describe how:


Prompt start/continue/finish

Special cutlery/equipment

Do you have any eating or swallowing difficulties, if yes describe: 

-------------------------------------------------------------------------------------------

Has your weight changed lately? If yes have you lost or gained weight?


Lost         Gained          How much in kg ------------------------

Have you ever been a smoker?

Yes           No          Not now

If you are a smoker, how may cigarettes do you smoke per day?


----------------- Do you want to quit smoking? Yes         No 

Do you drink alcohol, if yes:


What type of alcohol do you drink: Beer        Wine          Spirits

How many times per week do you drink alcohol? -------------------------

How many standard drinks do you drink in one sitting?-------------------

Do you use illicit drugs, if yes please describe:

-------------------------------------------------------------------------------------------

Risk Identified, transcribe to last page 
10. ACAT Assessment:

Have you had an ACAT:

Referral         Assessment Booked         Assessment Completed 


Approval for low care         Approval for high care 


Permanent placement         Respite 
Risk Identified, transcribe to last page 

	11. Social History:
Current occupation:------------------------------------------------------------

Who is your Next of Kin (NOK)? -------------------------------------------

Contact phone number of  NOK -------------------------------------------

Does your NOK know you are here? No        Yes 
Who do you live with?


Alone         Spouse/partner         Other 


Do you have a carer? No           Yes 


Does your carer live with you? No       Yes 

Name of carer-------------------------------------Phone---------------------


Does your carer receive a carer’s allowance?  No        Yes  

Do you wish to be seen by a minister whilst you are here, if yes  please specify your religious preference:

--------------------------------------------------------------------------------------

Do you wish to be seen by a pastoral care person whilst you are here? No         Yes 

Risk Identified, transcribe to last page 
Health Professional’s Signature:

Print name: ----------------------------------------------------------------------

Signature:------------------------------------------------------------------------

Date:-------------------------------------------------------------------------------


	
Risk Assessment and Discharge Tool
	Affix patient identification label here


	Functional Mobility Risk Assessment
Patients weight------------kg
Special requirements/comments (eg aggressive patient, non slip mats, indwelling catheter insitu etc)

------------------------------------------------------------------------------------------------------------------------------------------------------------

	Ability to follow directions
	Good
	Fair
	Poor
	Good
	Fair
	Poor
	Good
	Fair
	Poor

	Physical Strength
	Leg
	Arm
	Leg
	Arm
	Leg
	Arm

	
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R

	Weight bearing
	
	
	
	
	
	
	
	
	
	
	
	

	Weak
	
	
	
	
	
	
	
	
	
	
	
	

	No-functional
	
	
	
	
	
	
	
	
	
	
	
	

	Patient mobility plan
	Code
	Staff
	Equip
	Code
	Staff
	Equip
	Code
	Staff
	Equip

	Off-bed mobility
	
	
	
	
	
	
	
	
	

	Bed mobility
	
	
	
	
	
	
	
	
	

	Transfers
	
	
	
	
	
	
	
	
	
	
	
	

	Bed/Chair/Bed
	
	
	
	
	
	
	
	
	
	
	
	

	Bed/Trolley/Bed
	
	
	
	
	
	
	
	
	
	
	
	

	Reposition in chair
	
	
	
	
	
	
	
	
	
	
	
	

	Toileting
	
	
	
	
	
	
	
	
	
	
	
	

	Showering/bath
	
	
	
	
	
	
	
	
	
	
	
	

	Date
	
	
	

	Time
	
	
	

	Signature
	
	
	

	Risk Identified, transcribe to last page 

	Falls Risk Assessment Scale
Score Assessment:        0-10 = Low Risk       11-20 = Medium Risk          21-30 = High Risk
	Dates

	
	
	
	

	Categories
	0
	1
	2
	3
	Score

	Age
	0-19 years
	20-59 years
	60-70 years
	>70  years
	
	
	

	Falls History
	No falls in last year
	Falls in last 6 months
	Falls in last 3 months
	Fall in last month
	
	
	

	Balance
	Ambulates without assistance/device
	Ambulate with assistive device &/or one person
	Needs assistive device and 2 people
	Chair/Bedfast

Stand Pivot with help
	
	
	

	Mental State
	Orientated to time and place
	Orientated to place and person
	Orientated t o person
	Disorientated &/or impaired judgement/or impulsive
	
	
	

	General Health
	Well nourished, normal sleep pattern
	Poor appetite &/or sleep disturbance
	Severe sleep disturbance
	Malnourished, weight loss
	
	
	

	Vision
	Normal
	Wears glasses
	Blurred vision, cataracts, glaucoma
	Severe visual disturbances or blindness
	
	
	

	Speech
	Normal
	Speech deficit but understood
	Dysphasia/language barrier
	Severe deficits or severe language barrier
	
	
	

	Medications
	No effects
	CV effector eg betablockers, diuretics, anti-hypertensive
	CNS effector eg Tranquilisers, sedatives, psychotropic
	Both CV and CNS effectors
	
	
	

	Chronic Illness
	None
	1 chronic condition
	> 1 chronic condition
	Multiple illnesses
	
	
	

	Incontinence
	None
	Increased frequency
	Nocturia, stress incontinence
	Urge incontinence, indwelling catheter
	
	
	

	Signature:                                                      Date:

Risk Identified, transcribe to last page 

	Total
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	Pressure Ulcer Assessment
(Reference: Waterlow Scale)
Add all scores to obtain the Total Risk Score. Several Scores per category can be calculated.
Has the patient previously had a pressure ulcer? Yes          No

	Sex/Age
	Build/Weight for Height

BMI
	Special Risks

Tissue Malnutrition

	Male

Female

14-49

50-64

75-80

81+
	1

2

1

2

4

5
	
	Terminal cachexia

Multiple Organ Failure

Single organ failure(respiratory, renal cardiac & liver)

Peripheral vascular disease

Anaemia (Hb<8)

Smoking
	8

8

5

5

2

1

	
	
	Average (20-24.9)

Above Average (25-29.9)

Obese >30

Below Average <20

BMI = WT (Kgs)

         Ht (M2)
	0

1

2

3
	
	

	Mobility
	Continence
	Major Surgery or Trauma

	Fully

Restless/fidgety

Apathetic

Restricted

Bedbound (eg traction)
Chairbound (eg wheelchair)
	0

1

2

3

4

5
	Complete/catherised

Urine incontinence

Faecal incontinence
Urinary and faecal incontinence
	0

1

2

3
	Orthopaedic/Spinal

On table > 2hours (past 48 hrs)
On table 6hours (past 48 hrs)
	5

5
8

	
	
	
	
	Neurological Deficit
	

	
	
	
	
	Diabetes, MS, CVA, Motor Sensory Paraplegia (Max 6)
	4-6

	Nutritional Status
	Skin Type Visual Risk Areas
	Medication

	A. Has the pt lost weight?

-Yes go to Question B 

-No go to Question C

-Unsure Score 2 and go to Question C
	Healthy

Tissue Paper
Dry
Oedematous
Clammy, pyrexia
Discoloured stage 1
Pressure ulcer stage 2-4
	0
1
1
1
1
2
3
	Cytotoxic

Steroids

Anti-inflammatory
	4

	B. How much weight has the patient lost?
	
	
	
	

	0.5 -5.0 kg

5.0 – 10.0 kg

10.0-15.0 kg

>15.0 kg

Unsure
	1
	
	
	
	

	
	2
	
	
	
	

	
	3
	
TOTAL RISK SCORE =                                  Risk Identified, transcribe to last page 
10+ AT RISK             15+ HIGH RISK              20+ VERY HIGH RISK

Signature:



	
	4
	

	
	2
	

	C. Has the patient been eating poorly because of decreased appetite?
	

	No

Yes
	0
	

	
	1
	

	Nutrition Score = 
	
	

	If patients score is 2 or more refer to a dietitian.
	

	Discharge Assessment

Where are you planning to go on discharge? -----------------------------------------------------------------------------------------------------------------

How do you plan to get there?-------------------------------------------------------------------------------------------------------------------------------------
Who is your principal carer? ---------------------------------------------------------------------------------------------------------------------------------------

Type of accommodation:


Highset house        Low set house       Caravan        Residential Care/Hostel         Shed        Other -------------------------------------------
Do you forsee any problems when you are discharged? ---------------------------------------------------------------------------------------------------
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Do you have:  Toilet        Hot water       Running water        Power        Shower/bath        Home phone       Mobile phone 


Bedside phone       Light beside your bed       Smoke alarm         Personal security alarm       Steps, if yes how many -------------
Risk Identified, transcribe to last page 
 

	Current Community Services

	Service
	Tick services used
	Is the service aware you are here?
	Will you require this service on discharge?
	Consent for discharge referral (patient to initial)
	Service notified of impending discharge


	Noted on care plan

	
	
	
	
	
	Date
	Time
	Copy of Plan faxed
	

	Meals on Wheels
	
	
	
	
	
	
	
	

	Home Care
	
	
	
	
	
	
	
	

	Community Nurse
	
	
	
	
	
	
	
	

	Mental Health
	
	
	
	
	
	
	
	

	RSL Care
	
	
	
	
	
	
	
	

	Centacare
	
	
	
	
	
	
	
	

	Blue Care
	
	
	
	
	
	
	
	

	CACPS
	
	
	
	
	
	
	
	

	Senior Citizens
	
	
	
	
	
	
	
	

	Volunteers
	
	
	
	
	
	
	
	

	RPAC
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Please ensure a copy of this document is faxed to all services receiving a referral for this patient
Summary of Identified Risks and Strategies

	Description of Risk
	Strategy
	Date implemented

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


