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	Child / Young Persons Details

	Name
	
	GP Details 
	

	Known as 
	
	Social Worker details 
	

	[bookmark: _Hlk217390665]HCN
	
	DOB
	Click or tap to enter a date.	Ethnicity
	

	Encompass MRN Number
	
	
	
	
	

	School 
	
	First Language 
	

	Gender 
Assigned at birth 
	
	Interpreter required? 
	     YES  ☐                   NO    ☐

	Gender Identity
	
	Legal Status
	

	Person’s with Parental responsibility
	



Verbal Consent obtained    Yes / No            By whom:     
Consent by the child / parent (with PR) or carer (depending on age of child) 
1. I understand the reason for this health review
2. I agree for it to take place. 
3. I understand that following this review, recommendations for (insert name of child) health care plan will be drawn up.
4. I understand agreed information will be shared with other professional on a need-to-know basis.
Date _________________________________
	Is the child / Young Person regularly attending any health professionals? Please detail below:

	Name 
	Profession
	Last Seen 

	
	
	

	
	
	

	
	
	



	1. Health History

	Antenatal history including birth details

	See Guidance document   

	Physical Health and Developmental 

	See Guidance document   

	General Health Information 

	ED, GP or hospital attendances     See Guidance document   

	Any known allergies?                                                                     Yes ☐     No   ☐        Unknown ☐
Comment (as necessary)

	Regular medication / Equipment required?                             Yes ☐         No ☐
Comment ( as necessary)

	Growth, Diet and Exercise 

	See Guidance document   

	
	Date
	Height (cm)
	Centile
	Weight (kg)
	Centile
	Head Circumference
	Centile

	Previous growth
	
	
	
	
	
	
	

	Current growth
	
	
	
	
	
	
	

	2. Routine Screening

	Immunisation status:

	Is the child or young person fully vaccinated for their age?                          Yes   ☐        No ☐
Outstanding Vaccinations: 
Comment / Action taken (where necessary) 

	Age
	Vaccinations
	Date

	Please list vaccinations given – Refer to Public Health Agency Childhood Vaccination Programme Click Here 

	2 months 
	
	

	3 months 
	
	

	4 months 
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Other
	Flu vaccination 
	

	
	BCG 
	

	
	COVID 
	

	
	
	

	Hearing, Vision and Dental Health

	Is the child registered with a Dentist?                                              Yes       ☐         No      ☐    

Date of last attendance at the Dentist (if known)                          Click or tap to enter a date.

	Dental Health:  	See Guidance document   

	Hearing and Vision:    See Guidance document   

	3. Emotional Health and Wellbeing and Behavioural development

	Sleep.         See guidance document   

	Behavioural / Mental and Emotional Health:  See guidance document 

	Self-Care and Independent living skills.   See guidance document

	Puberty and Sexual Health  (10+ only)   See guidance document

	Family and Sibling Contact      See guidance document

	4. Safety 

	See Guidance document   

	5. Young Persons wishes, feelings and view of their health and wellbeing. 

	See Guidance document   

	6. Parent / Carers capacity to meet the child’s needs

	See Guidance document   

	7. Health Promotion 

	See Guidance document   

	8. Summary of Health and Development 

	

	9. Risk Analysis

	What’s Working Well?

	

	What are we worried about?  Risks to Health? 

	

	What needs to Happen?

	

	Health and Wellbeing Plan 

	Issue
	Proposed Intervention
	Review Date

	
	
	

	
	
	

	NAME (of person completing the health assessment)
	

	NAME OF THE TRUST 
	Choose an item.
	ROLE WITHIN THE TRUST
	

	SIGNATURE
	DATE

	
	Click here to enter a date.
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Child / Young Persons Details  

Name   GP Details    

Known as    Social Worker  details    

HCN   DOB  Click or tap to  enter a date.  Ethnicity   

Encompass MRN  Number   

School    First Language    

Gender     Assigned at birth    Interpreter  required?         YES   ?                     NO     ?  

Gender Identity   Legal Status   

Person’s with  Parental  responsibility   

  Verbal Consent obtained      Yes / No              By whom:        Consent by the  c hild   / parent (with PR) or carer (depending on age of child)    1. I understand the reason for this health  review   2. I agree for it to take place.    3. I understand that following this  review , recommendations for  ( insert name of child )  health care  plan will be drawn up.   4 . I understand agreed information will be shared with other professional on a need - to - know basis.   Date ______________________________ ___  
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