My Health Plan
Name:
DOB:
NHS Number:
Date Assessment Undertaken:
Name of Nurse: 






This assessment was conducted by Nurse…………………………. with………………………………….and their carer………………………………...at their home address. 
The purpose and process of the review was explained to ………………………………. and they agreed to engage with the review.  ……………………………… gave verbal consent
for pertinent information to be shared with appropriate professionals involved in their care planning, education and health care plans and for the gathering of information 
from other allied professionals.
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Yes/No
Eating
Self-Care & Independence
Sleep 
Interests/Activities/Friendships
Dental
Eyes
Hearing
Skincare
Any other health appointments

Who?
Medical?
Contact?
Home/Placement details:
Accessing Services
Attending appointments
When you are unwell?
Managing medication
How do I manage my emotions?
Emotional / social well-being
Need additional support?
SDQ


Any difficulties with physical or learning activities? 
EHCP Y/N
School
Aspirations 



I wish….
Risk taking behaviour
Substance use
Smoking/vaping
On line safety
Relationships
Any health worries ?
Any changes 
immunisations 



Puberty
Aware of Health Services
Personal Checks
Screening
Growth 
My Wishes
Keeping Myself Safe
Healthy Lifestyle
Looking After Own Health 
Height & Weight
Physical Health
Current Health
Anything Else I Want to Talk About
Sexual Health & Relationships 
My Family
How I feel
Learning and Development
Me & My Health
           1               2               3              4                5 

Health appointments
Date
Dental
Practice Name 


Optician
Practice Name 


Last G.P appointment


ED attendances





EHCP
Education Health Care Plan
SDQ
Strengths and Difficulties Questionnaire
CAMHS
Children and Adolescent Mental Health Services
SALT
Speech And Language Therapy
IHA
Initial health Assessment
RHA
Review Health Assessment
SW
Social Worker
HV
Health Visitor
SN
School Nurse
CLAN
Child Looked After Nurse
ADHD
Attention Deficit hyperactivity disorder
ASD
Autistic Spectrum Disorder
URTI
Upper Respiratory Tract Infection
BMI
Body Mass Index
OT
Occupational Therapist
YP
Young person
DSH
Deliberate self-harm
OD
Overdose
ED
Emergency department
STI
Sexually Transmitted Infection

Additional notes: 
Have all recommendations from last health assessment been carried out Y/N
Ht./Wt./BMI:

Height
Centile
Weight 
Centile
BMI
Centile
Current






Previous







Appearance/Presentation:











  Information gathered from:
Discussion with YP Y/N
Discussion with carer Y/N
Previous health assessment Y/N
Social Care Supplementary Information Y/N
Other: -
Previous health plan
Date:						Any outstanding Actions Y/N
Previous Action
Completed (Date)
Requires Follow up?





















Medical history 
Diagnosis:

Allergies:
Medication:


UASC:

Yes/No

Blood borne screening completed:

Yes/No
Date of screening:
BCG:

Evidence of scar: Yes/No
Date BCG given:
If ‘No’ to any of the above, please add the reason why it has not been completed and add as an action to the health plan:



Immunisation status
For refugee and trafficked children, consider an accelerated immunisation schedule
Is this child fully immunised for their age?
Yes/No
Immunisations required now

Next one due
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