Carer-family questionnaire and patient personal profile


Date: ____/____/______

You’re Name: _________________________________________

Name of the person you care for: __________________________
What is their preferred name? _____________________________
Please list family member / significant others that they may refer to during their stay. This assists our staff to understand who they are talking about. 
	Name
	Relationship
	Town they live in

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


What was their main occupation (past or present) eg housewife, engineer

___________________________________________________

What are or have been their main interests / hobbies? 
(past / present) 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Significant life experiences: __________________________________________________________________________________________________________
War service: _____________________________________
Where they have lived most of their life:________________

Travel experience/enjoyable holidays__________________
__________________________________________________
Group and/or club membership:_______________________
___________________________________________________
Things they dislike doing:____________________________
_______________________________________________
Favourite Food:___________________________________
Do they have a pet?      Y / N
If yes: name and type of pet:____________________________
Can they read? Y / N         Can they write? Y / N
Did they have a pre-existing memory problems or behavioural difficulty?    
Yes  / No 

If yes, would you say that their memory / behaviour is currently (please circle)
Not much different     A bit worse       Much worse 

Any comments ___________________________________________________
___________________________________________________
One month ago, could they independently (please circle)
Shower/ wash             



Yes
No 

Dress themselves 



Yes 
No
Go to the toilet 




Yes 
No
Walk safely





Yes 
No

Eat without assistance



Yes 
No
Make a cup a hot drink



Yes 
No

Make a telephone call



Yes 
No
Drive a car





Yes 
No

Do they currently use any aids?    hearing     walking    speech     glasses   other ________________________________________________

Please indicate their preference, if known (circle)
Basin wash 
Shower      Bath          Time of day      am / pm 

Is constipation a concern for them? 

Yes /
No 
Do they have a regime to manage their bowel regularity? ___________________________________________________
Is urinary continence a concern for them?
Yes /
No 
If yes how is this managed: ________________________________________________
What is their preferred drink?  (Please circle)

Tea / Coffee ;   with /with out milk     sugar  Soft drink    Milk drinks   Juice   Supplements   other _____________________________________________________
Do they regularly drink any alcohol? (Circle)
Yes / No
Wine    Beer     Spirits   Type _________ 
Amount ___________/per day

Do they have any known food allergies / dislikes?
__________________________________________________________________________________________________________
Do they sleep well at night?  


Yes /
No
If not sleeping well what do they do to assist? __________________________________________________________________________________________________________
Is there anything that seems to make them more anxious?
Yes  / No. 
If yes please indicate what it is

____________________________________________________
What helps settle them down?

__________________________________________________________________________________________________________
Are there any issues that may concern them during their stay in hospital (eg worried about something or someone)    

_______________________________________________________________________________________________________________________________________________________________
_____________________________________________________
Do you or another family member wish to be contacted if they become increasingly confused?  Yes  / No
Would you consider sitting with the patient, if this occurred?

Yes /
No

If yes, nursing staff may ring you or other family member if the situation occurs to enquire regarding your availability. You would not be under any obligation to attend unless convenient. Please indicate who you are happy for us to contact.

Name of person



Contact Number

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

Please add any comments that you feel would be helpful to us in providing the best care for the person you care for while they are in hospital 
_______________________________________________________________________________________________________________________________________________________________

By completing these questions you will be helping us to better understand and care for the person you care for during their hospital stay








The information you have provided about the person you care for may also be helpful for other services who provide their care after they have been discharged from hospital. Are you happy for us to share the information in this form with other services who will be providing care and support to the person you care for after their discharge from hospital?








YES  (   )   NO (   )   Name:_________________   Signature__________________
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