PROCESS FOR SOCIALWORKERS REQUESTING AN ADOPTION MEDICAL

The Social Worker should arrange with the Agency Medical Adviser to have an adoption medical completed on the child.

The BAAF paper work required for completion of an adoption medical is available in hard copy and in electronic form.  This is available to all Social Workers.  

All adoption medicals should be requested in writing through the Secretary to Dr Pauline Shute, The Agency Medical Adviser, at the Child Development Centre, Worthing Hospital, Lyndhurst Road, Worthing, West Sussex, BN11 2DH, who will then forward the request to the appropriate Paediatrician for completion.   

The Social Worker is required to supply the Agency Medical Adviser with the following:-

· A covering letter requesting the adoption medical giving details of the child’s name, date of birth and current contact details of foster placement and panel date if known.

· A signed BAAF Consent Form. The SW must obtain parent’s written consent to obtaining and sharing health information.  This is essential.




· BAAF Form PH (Report on health of birth parent). The SW should assist birth mother and father to complete the BAAF Form PH.




· Form M & B – combined form giving obstetric report on mother and neonatal report on baby.  The Secretary to the Medical Adviser will arrange for completion of form M&B by the hospital where the baby was born.  This cannot be completed without the signed consent form.  The SW must complete section A on each form.  




· BAAF Form IHA-C (for children 0-9)  IHA-YP for (children 10 and over).  



[bookmark: _MON_1342253568][bookmark: _MON_1342253579][bookmark: _MON_1342253590]

· A copy of the child’s Core Assessment. 

The ADM cannot consider the case unless the adoption medical paperwork has been completed.  Therefore it is essential to ensure that sufficient time is allowed for the medical reporting process.  This may take up to 12 weeks, depending on the circumstances.
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Form M/B


OBSTETRIC REPORT ON MOTHER/NEONATAL REPORT ON CHILD 


This electronic edition : copyright BAAF 2009. 


Based on a printed edition copyright BAAF 2004


Reproduced by permission of BAAF for the use by staff of ………..(local authority/agency)


Council on in-house computer wordprocessing systems and in-house local 


computer networks on …………….’s premises.


Permission to copy, transmit or distribute further must be sought in writing from BAAF.


Permission to add to, amend, and adapt must be sought in writing from BAAF.


BAAF, Skyline House, 200 Union Street, London SE1 OLX.


Form M
LOOKED AFTER CHILDREN 
       

CONFIDENTIAL


[image: image2.wmf]Obstetric report on mother

To be completed by a doctor or a midwife

















Mother’s consent to the sharing of health information 


The Consent  Form (or photocopy) signed by mother must be attached to this form

Part A  To be completed by the agency  -  write clearly in black ink

		Parents

		Child



		Name of mother 

		Name of child 



		Date of birth 

		Date of birth 



		Ethnicity of mother 

		Time of birth 



		Ethnicity of father (if known) 

		Place of birth 



		Name of agency 

		Social Worker 



		Address 



		Telephone 



		Fax 



		Postcode 

		E-mail 



		 Form to be returned to the Agency Medical Adviser



		Name 



		Address 



		Telephone 

		Fax 



		Postcode 

		E-mail 





Part B  To be completed by the doctor or midwife


Mother’s previous pregnancies

		Date

		Outcome

		Comments



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		






Substance use in this pregnancy (include duration and trimester when used if possible)

		

		Comments



		Cigarettes  number/day

		



		Alcohol units/day

		



		Drugs – prescribed and other

		





Form M
LOOKED AFTER CHILDREN 
       

CONFIDENTIAL
Page 2


		Obstetric report on mother

		Name of child      

		
DOB      





Relevant factors  in this pregnancy 


		

		

		Comments



		Gestation at booking visit

		 wks

		



		Was regular ante-natal care given

		Y/N

		



		Evidence of foetal growth retardation

		Y/N

		



		Abnormal ultrasound

		Y/N

		



		Amniocentesis

		Y/N

		



		Medical illness in pregnancy

		Y/N

		



		Drug treatment in pregnancy

		Y/N

		



		Mental illness/depression in pregnancy

		Y/N

		



		Genetic illness in extended family

		Y/N

		





Maternal blood tests


		


		Result

		Date



		Blood group/rhesus factor

		

		



		Rubella status

		

		



		Haemoglobinopathy

		

		



		Hepatitis B

		

		



		Hepatitis C

		

		



		HIV

		

		



		Syphilis

		

		






Labour: please give details of gestation, type of delivery, duration, any complications and drugs used


		Gestational age       weeks

		Induced  Y/N



		Length of labour 

		Drugs 



		Type of delivery 

		Foetal distress     Y/N



		Apgars      1 min        5 mins       10 mins



		Details of complications 





		Signature of doctor/midwife

		Date 



		Qualifications 



		Name 



		Address 

		Postcode 



		Telephone 

		Fax 





.


Form B
LOOKED AFTER CHILDREN

CONFIDENTIAL


Neonatal report on child



To be completed by a doctor or senior nurse


Parent’s consent to the sharing of health information 


The signed Consent Form (or photocopy) must be attached to this form


Part A  To be completed by the agency – write clearly in black ink

		Name of agency 

		Social Worker 



		Address 



		Telephone 

		Fax 



		Postcode 

		E-mail 





Form to be returned to the Agency Health Adviser


		Name of mother 

		Date of birth 








Include all known names and underline surname

		Name of child 

		Sex M/F 

		Date of birth 





Include all known names and underline surname


		Name 



		Telephone 

		Fax 



		Address 



		Postcode 

		E-mail 





Part B  To be completed by a doctor or senior nurse

		Hospital where born 

		Single or multiple birth 





		Type of delivery 

		Gestational age weeks 





		Time of birth 

		Birth weight 

		OFC 





		What was the child’s condition at delivery: 



		Apgar       1 min      5 min      10 min           spontaneous respiration established at      min



		Resuscitation

		Y/N



		Admitted to NICU/SCBU  

		 Y/N






Post natal period

		Condition

		Yes / No

		Details of condition and treatment



		Breast feeding

		Y/N

		Breast or bottle, feeding difficulties






		Jaundice 

		Y/N

		Include maximum bilirubin and duration of treatment








		Guidance note: This form will cover the essential information needed for most children. However if the child has had a very complicated neonatal course further information should be sought from the hospital records





		Condition

		Yes / No

		Details of condition and treatment



		Symptomatic hypoglycemia 

		Y/N

		Include duration 






		Neonatal withdrawal syndrome 

		Y/N

		Include maximum score and  treatment details 






		Respiratory distress

		Y/N

		Include details of ventilation 






		Infection

		Y/N

		



		Seizures

		Y/N

		



		Others

		Y/N

		





		Were there any abnormalities on neonatal examination?  If yes, provide full details 





		Please describe the nature of the mother’s relationship with the baby 






screening tests and investigations


		

		Tested

		Results

		Date



		PKU and Thyroid

		Y/N

		

		



		Cystic Fibrosis

		Y/N

		

		



		Haemoglobinopathy

		Y/N

		

		



		Hearing screening

		  Y/N

		

		



		Hepatitis B, C and HIV

		Y/N

		

		



		Ultra sound scan

		Y/N

		

		



		Other

		Y/N

		

		





9


		immunisations

		Yes/No 

		Date



		BCG

		Y/N

		Y/N



		Hepatitis B Immunoglobulin

		Y/N

		Y/N



		Hepatitis B Vaccine first dose

		Y/N

		Y/N



		Other

		Y/N

		Y/N





10


		Discharge  Details            

		Attach copy of discharge summary if available 



		Date of discharge from maternity unit

		



		Medications at discharge

		



		Referrals made

		





		Signature of doctor/senior nurse

		Name 



		Address 

		Qualifications 



		Postcode 

		Date 



		Telephone 

		Fax 





nclude all known names and underline surname















BAAF © 2005 based on printed form 2004
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LOOKED AFTER CHILDREN

Initial Health Assessment 


recommended for children from birth to 9 years


Part B to be completed by examining health professional

CONFIDENTIAL

Form IHA – C       LOOKED AFTER CHILDREN
CONFIDENTIAL


Page 2

		Name of child

		

		DoB 

		







This information is confidential and is not to be divulged without authorisation of the Health Adviser. For adoption only, a copy of this entire form will be sent to the young person’s adoption agency.


The child should be accompanied by his/her carer and if possible a birth parent. Valid consent to health assessment is needed from an adult with parental responsibility/ies, unless the child has capacity to consent for him/herself.  For consent to access family health information a signed Consent Form (or photocopy) must be attached.


Part A To be completed by the agency – write clearly in black ink


Form to be returned to the agency Health Adviser:


		Health Adviser’ s Name

		Dr Pauline Shute



		Address and 

Postcode

		The Child Development Centre

Worthing Hospital


Lyndhurst Road


Worthing


West Sussex, BN11 2DH



		Telephone 

		01903 286707

		Fax 

		01903 286701



		Email 

		pauline.shute@wsht.nhs.uk





		Child

		Interpreter/signer required?

		Arranged?



		

		Yes / No

		Yes / No



		First name(s)

		

		Family name




		



		Likes to be known as

		

		Also / previously known as

		



		Date of birth 

		

		Sex 
M/F

		



		Legal status 


eg. In care/ accommodated supervision order (Scotland)

		

		NHS number 


CHI number (Scotland) 




		



		Person(s) with parental responsibility/ies:

		

		Current legal proceedings

		



		Date first looked after at this episode

		

		Reason for being looked after

		



		Number of previous carers, including birth family

		



		Ethnicity/religion  

		



		First language

		

		Other language(s) 

		



		School/nursery/other day care

		





Birth family

		Mother: 

		Name

		



		Address

		



		Postcode 

		

		Telephone 

		



		Ethnicity/religion/first language 

		



		Contact arrangements 

		



		Father: 

		Name

		



		Address 

		



		Postcode 

		

		Telephone

		



		Ethnicity/religion/first language 

		



		Contact arrangements 

		



		Siblings contact arrangements

		



		Any previous birth family name/address?

		





Name of GP 


		Name and Address 

		



		Postcode

		

		Telephone

		





Current carers


		Name 

		

		Length of time provided care 

		



		Address 

		



		Postcode 

		

		Telephone

		

		Any relationship to the child? 

		



		Languages spoken 

		



		GP of carers (if different from above) 



		Name 

		



		Address 

		



		Postcode 

		

		Telephone

		





Agency details


		Name of agency 

		

		Name of social worker 

		



		Address 

		



		Postcode 

		

		Telephone 

		





Consent by birth parent/social worker* where child does not have capacity to consent


		Consent already given in Looked After documents? Yes / No   If not, then complete below



		I agree to 

		

		being assessed

		Date 

		



		Signature 

		Name 

		

		Relationship 

		



		* Authorised by LA to give consent on their behalf



		Part A completed by:

		

		Telephone 

		

		Date

		





Part B To be completed by the examining health professional and retained within the child’s health record. For adoption only, a copy of this entire form will be sent to the child’s adoption agency. 


Consent by the child with capacity to consent is essential. Does the child have capacity to consent?  Yes/No


If not, then check for signed consent in Part A

		Consent by the child



		I understand the need for this health assessment and I agree to be seen. I understand that following this assessment, a summary and recommendations for my health care plan will be drawn up.  A copy of this will be given to me and my social worker. I consent to copies being sent to my carer, birth parent(s), GP and school nurse/doctor (delete or add as necessary).

In adoption, I understand a copy of this entire form will be sent to my adoption agency (delete if not applicable).





		Signature

		Date 





		List those present at assessment:



		





1. Health discussion

		Is the child currently well and enjoying life? Does the carer have any concerns about the child’s health or well being?



		



		Does the child eat and sleep well? 



		



		Are there any concerns about development or school progress?  
Are self-care skills (including toileting) age-appropriate?



		



		Are there any significant behaviour problems or difficulty relating to carers, other significant adults and peers?



		





Is the child attending any health or therapy appointments?  Are there any outstanding?


		

		Name 

		Address

		Give details/dates of last visit



		HV/School Nurse




		

		

		



		Dentist




		

		

		



		Paediatrician




		

		

		



		CAMHS




		

		

		



		Other




		

		

		



		Would it be appropriate for the child to have any further discussion or information about skin or hair care, diet, exercise, relationships, sex, smoking, alcohol, street drugs, etc?





		Does the child have a trusted adult to talk to?


 



		Any other concerns (from social worker, birth parent, carers, school, etc)?








2. Immunisation status


		

		

		Dates given



		Is this child fully immunised for their age?


Yes/No 


Immunisations required:




		

		1

		2

		3

		4

		5



		

		Diphtheria

		

		

		

		

		



		

		Tetanus

		

		

		

		

		



		

		Pertussis

		

		

		

		

		



		

		Polio

		

		

		

		

		



		

		HiB

		

		

		

		

		



		

		Meningitis C

		

		

		

		

		



		

		MMR

		

		

		

		

		



		

		Hepatitis B

		

		

		

		

		



		

		BCG

		

		

		

		

		



		

		Pneumococcus

		

		

		

		

		



		

		Other

		

		

		

		

		





3. Health history

		Family health history including genetic disorders, mental health and learning difficulties from Form PH or, if different, state source. Please indicate if no family history is available



		Mother 

		



		Father 

		



		Siblings

		



		Others 

		



		Social and care history including lifestyle issues, and any risk of blood-borne viruses or other infections



		



		Personal health history including summary of Forms M & B where available



		a. Antenatal/birth, including risk-taking behaviour, time and place of birth, birth measurements, resuscitation required, Apgar scores 



		



		b. Neonatal, including feeding details and attachment 



		



		c. Other past health history including growth, illnesses, hospital admissions and accidents 



		



		Regular medication/equipment required



		



		Allergies/adverse reactions to medication, food or animals 



		





		Investigations

		Date

		Result






		Thyroid function 




		

		



		PKU




		

		



		Haemoglobinopathy screen




		

		



		Cystic fibrosis




		

		



		Hepatitis B 




		

		



		Hepatitis C




		

		



		HIV




		

		



		Genetic/chromosomes




		

		



		Other




		

		





4. Physical examination


		Date 

		

		Age 

		



		General appearance/presentation including evidence of non-accidental injury





		Skin, including BCG scar 

		



		Hair colour 

		

		Eye colour

		



		Oral health

		



		Growth



		Height 

		cm

		centile

		Weight

		kg

		centile

		OFC  

		cm  

		centile



		ENT Result & date of neonatal/last hearing test 



		



		Eyes



		Red reflex/cover test 

		



		Result & date of orthoptic assessment /visual acuity test 

		



		Respiratory system Does anyone in the carer’s household smoke?  



		



		Cardiovascular system 



		



		Abdomen 



		





		Genitalia (NB. only where clinically indicated)  



		



		Nervous system (as clinically indicated) 



		



		Musculoskeletal system (NB. hip stability, scoliosis, etc) 



		





5. Emotional and behavioural development (including Carer’s Report)


		





6. Developmental/functional assessment


		Date 

		

		Age

		



		Gross motor skills 



		



		Conclusion 

		



		Fine motor skills and eye-hand coordination 



		



		Conclusion 

		



		Communication skills



		



		Conclusion 

		



		Cognitive skills and level of attention



		



		Conclusion 

		



		Social and self-care skills including toileting 



		



		Conclusion 

		



		Date and results of any formal developmental assessment (eg SoGS, Griffiths)



		





7. Special educational needs/additional support needs for learning 


		Is the child likely to require extra help in school?

		Yes/No/Possibly 



		Notification to the Local Education Authority/Education Department? 

		Yes/No 



		School action?

		Yes/No 



		School action plus?

		Yes/No 



		Statement of SEN/Record of needs/Coordinated support plan?

		Yes/No 





Examining health professional

		Signature

		

		Date

		



		Name

		



		Designation

		

		Address

		



		Qualifications

		



		GMC Registration number (doctors only)



		Telephone

		

		Postcode

		



		Email

		

		Fax

		





It is always good practice for the examining health professional to discuss the issues raised in this report with the child, where it is age appropriate, and to seek appropriate consent for further dissemination of information. The examining health professional or agency Health Adviser should discuss the issues and their implications for the child with any future carers.


Please respect confidentiality and take care whether or not to share personal health information.

Part C should be retained in the child’s health record and a copy sent to the social worker. It is good practice, with appropriate consent, to share this information with the child’s current and future carers. This summary should also be shared with adoption and fostering panels. For adoption only, a copy of this entire form will be sent to the child’s adoption agency. 


SUMMARY REPORT FROM AGENCY HEALTH ADVISER


		Date completed 

		





		Relevant family history (state source) and implications for future



		Mother 

		

		Father 

		



		Siblings 

		

		Other

		



		Relevant factors in child's own health history and implications for future



		Birth history and past health history 



		



		Present physical and dental health 



		



		Developmental and educational history 



		



		Emotional and behavioural development 



		



		Parenting issues in current placement 



		





HEALTH RECOMMENDATIONS FOR CHILD CARE PLAN


		Date of next health assessment 

		





		Issues

		Action required

		By when

		Named person responsible



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Allergies 

		Yes/No



		Immunisations up to date?   

		Yes/No



		Registered with GP?

		Yes/No



		Permanently registered with GP?

		Yes/No

		Name 

		



		Registered with dentist?

		Yes/No

		Name 

		





All issues to be reviewed by social worker at Looked After Child Reviews


		Name of person completing Part C

		

		Date

		



		Designation

		

		Address 

		



		Qualifications

		

		

		



		Telephone

		

		Postcode 

		



		Email

		

		Fax 

		



		Signature

		Panel



		

		





BAAF © 2009
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Initial Health Assessment 


recommended for young people 10 years and older

Part B to be completed by examining health professional 
CONFIDENTIAL

Form IHA – YP       LOOKED AFTER CHILDREN
CONFIDENTIAL




Page 2

		Name of young person 

		

		DoB 

		







This information is confidential and is not to be divulged without authorisation of the Health Adviser. For adoption only, a copy of this entire form will be sent to the young person’s adoption agency.

The young person should be accompanied by his/her carer and if possible a birth parent, provided, where he/she has capacity to consent, he/she agrees to be accompanied. Valid consent to health assessment is needed from the young person who has capacity, and only if he/she does not have capacity, from an adult with parental responsibility/ies.  For consent to access family health information a signed Consent Form (or photocopy) must be attached. 


Part A To be completed by the agency – write clearly in black ink

Form to be returned to the agency Health Adviser:

		Name

		Dr Pauline Shute



		Address 


Postcode

		The Child Development Centre

Worthing Hospital


Lyndhurst Road, Worthing


BN11 2DH



		Telephone 

		01903 286707

		Fax 

		01903 286701



		Email 

		pauline.shute@wsht.nhs.uk





		Young Person

		Interpreter/signer required?

		Arranged?



		

		Yes / No

		Yes / No



		First name(s)

		

		Family name




		



		Likes to be known as

		

		Also / previously known as

		



		Date of birth 

		

		Sex 
M/F

		



		Legal status 

eg. In care/ accommodated supervision order (Scotland)

		

		NHS number 


CHI number (Scotland) 




		



		Person(s) with parental responsibility/ies:

		

		Current legal proceedings

		



		Date first looked after at this episode

		

		Reason for being looked after

		



		Number of previous carers, including birth family

		



		Ethnicity/religion  

		



		First language

		

		Other language(s) 

		



		School/other care

		





Birth family

		Mother: 

		Name

		



		Address

		



		Postcode 

		

		Telephone 

		



		Ethnicity/religion/first language 

		



		Contact arrangements 

		



		Father: 

		Name

		



		Address 

		



		Postcode 

		

		Telephone

		



		Ethnicity/religion/first language 

		



		Contact arrangements 

		



		Siblings contact arrangements

		



		Any previous birth family name/address?

		





Name of GP 


		Name and Address 

		



		Postcode

		

		Telephone

		





Current carers


		Name 

		

		Length of time provided care 

		



		Address 

		



		Postcode 

		

		Telephone

		

		Any relationship to the young person? 

		



		Languages spoken 

		



		GP of carers (if different from above) 



		Name 

		



		Address 

		



		Postcode 

		

		Telephone

		





Agency details


		Name of agency 

		

		Name of social worker 

		



		Address 

		



		Postcode 

		

		Telephone 

		





Consent by birth parent/social worker* where young person does not have capacity to consent

		Consent already given in Looked After documents? Yes / No, if no then complete below



		I agree to 

		

		being assessed

		Date 

		



		Signature 

		Name 

		

		Relationship 

		



		* Authorised by LA to give consent on their behalf



		Part A completed by:

		

		Telephone 

		

		Date

		





Part B To be completed by the examining health professional and retained within the young person’s health record. 

Consent by the young person with capacity to consent is essential. Does the young person have capacity to consent?    Yes/No 

If not, then check for signed consent in Part A

		Consent by the young person



		I understand the need for this health assessment and I agree to be seen. I understand that following this assessment, a summary and recommendations for my health care plan will be drawn up.  A copy of this will be given to me and my social worker. I consent to copies being sent to my carer, birth parent(s), GP and school nurse/doctor (delete or add as necessary).






		Signature

		Date 





		List those present at assessment:



		





1. Health discussion


		How are you feeling today? What would you like to get from this health assessment? 



		



		Do you have any worries about your health?  Are you eating and sleeping well? 



		



		How are you getting on at school?  Do you attend regularly? Favourite subjects? Any special educational needs?  Do you have friends at school? Are you being bullied? Are you a bully?  



		



		What are your interests, activities and hobbies? 



		



		Do you wear glasses? Any concerns about eyesight?  When was it last tested? 



		



		Do you have any concerns about hearing? Would you like it tested?  



		





Are you attending any health or therapy appointments?  Are there any outstanding?


		

		Name 

		Address

		Give details/dates of last visit



		School Nurse




		

		

		



		Dentist



		

		

		



		Paediatrician




		

		

		



		CAMHS




		

		

		



		Other




		

		

		



		Would you like any further discussion or any information about skin or hair care, diet, exercise, relationships, sex, smoking, alcohol, street drugs, etc? 



		



		Do you have a trusted adult to talk to?



		



		Any other concerns (from social worker, birth parent, carers, school, etc)?



		





2. Immunisation status


		

		

		Dates given






		Is this young person fully immunised for their age?


Yes/No 


Immunisations required:




		

		1

		2

		3

		4

		5



		

		Diphtheria




		

		

		

		

		



		

		Tetanus




		

		

		

		

		



		

		Pertussis




		

		

		

		

		



		

		Polio




		

		

		

		

		



		

		HiB




		

		

		

		

		



		

		Meningitis C




		

		

		

		

		



		

		MMR




		

		

		

		

		



		

		Hepatitis B




		

		

		

		

		



		

		BCG




		

		

		

		

		



		

		Pneumococcus




		

		

		

		

		



		

		HPV

		

		

		

		

		



		

		Other




		

		

		

		

		





3. Health history


		Family health history including genetic disorders, mental health and learning difficulties taken from Form PH or, if different, state source. Please indicate if no family history is available



		Mother 

		



		Father 

		



		Siblings

		



		Others 

		



		Social and care history including lifestyle issues, and any risk of blood-borne viruses or other infections



		



		Personal health history including summary of Forms M & B where available



		a. Antenatal and birth, including risk-taking behaviour, time and place of birth, birth measurements, resuscitation required, Apgar scores 



		



		b. Neonatal, including feeding details and attachment 



		



		c. Other past health history including growth, illnesses, hospital admissions and accidents 



		



		Regular medication/equipment required



		



		Allergies/adverse reactions to medication, food or animals 



		





		Investigations

		Date

		Result






		Thyroid function and PKU

		

		



		Haemoglobinopathy screen

		

		



		Cystic fibrosis

		

		



		Hepatitis B 

		

		



		Hepatitis C

		

		



		HIV

		

		



		Genetic/chromosomes

		

		



		Other

		

		





4. Physical examination


		Date 

		

		Age 

		



		General appearance/presentation including evidence of non-accidental injury





		Skin, including BCG scar 

		



		Hair colour 

		

		Eye colour

		



		Oral health

		



		Growth



		Height 

		cm

		centile

		Weight

		kg

		centile

		OFC

		cm

		centile



		ENT Result & date of last hearing test 



		



		Eyes



		Red reflex/cover test 

		



		Result & date of orthoptic assessment/visual acuity test 

		



		Respiratory system Does anyone in the carer’s household smoke?  



		



		Cardiovascular system 



		



		Abdomen 



		



		Pubertal status (NB. assess during examination and examine genitalia only if clinically indicated)  



		



		Date of menarche 

		



		Nervous system (as clinically indicated, including fine and gross motor skills and co-ordination) 



		



		Musculoskeletal system (NB. scoliosis and other joints as clinically indicated) 



		





5. Emotional and behavioural development (including Carer’s Report and Strengths and   Difficulties Questionnaire when available)

		





6. Current functional assessment


		Date 

		

		Age

		



		Attention and concentration 



		



		Conclusion 

		



		Communication skills 



		



		Conclusion 

		



		Self-care skills (dressing, personal hygiene, toileting, etc) 



		



		Conclusion 

		



		Independence skills in daily living (telling time, handling money, preparing simple food, road safety, stranger awareness) 



		



		Conclusion 

		



		Social and peer relationships 



		



		Conclusion 

		





7. Special educational needs/additional support needs for learning


		School action? 

		Yes/No



		School action plus? 

		Yes/No



		Statement of SEN/Record of needs/Co-ordinated support plan?

		Yes/No



		Concern about attendance? 

		Yes/No 



		Is recent school report available? 

		Yes/No 





Examining health professional

		Signature

		

		Date

		



		Name

		



		Designation

		

		Address

		



		Qualifications

		



		GMC registration number (doctors only)

		



		Telephone

		

		Postcode

		



		Email

		

		Fax

		





It is essential that the examining health professional discuss the issues raised in this report with the young person, and seek appropriate consent for further dissemination of information. The examining health professional or agency Health Adviser should discuss the issues and their implications for the young person with any future carers.


Please respect confidentiality and take care whether or not to share personal health information.

Part C should be retained in the young person’s heath record and a copy sent to the social worker.  It is good practice, with appropriate consent, to share this information with the young person’s current and future carers.  This summary should also be shared with adoption and fostering panels. For adoption only, a copy of this entire form will be sent to the young person’s adoption agency.

SUMMARY REPORT FROM AGENCY HEALTH ADVISER


		Date completed 

		





		Relevant family history (state source) and implications for future



		Mother 

		

		Father 

		



		Siblings 

		

		Other

		



		Relevant factors in young person's own health history and implications for future



		Birth history and past health history 



		



		Present physical and dental health 



		



		Developmental and educational history 



		



		Emotional and behavioural development 



		



		Sexual health and lifestyle issues 



		



		Parenting issues in current placement 



		



		Issues will be reviewed by your social worker at your statutory review with your permission.  Personal or sensitive health topics should not be discussed in a group setting. If you need help with these, please ask the help of your carer, social worker, or health professional.





HEALTH RECOMMENDATIONS FOR YOUNG PERSON CARE PLAN


Personal or sensitive health topics should not be put in this plan or discussed in group settings without the express knowledge and consent of the young person.


		Date of next health assessment 

		





		Issues

		Action required

		By when

		Named person responsible



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Allergies 

		Yes/No



		Immunisations up to date?   

		Yes/No



		Registered with GP?

		Yes/No



		Permanently registered with GP?

		Yes/No

		Name 

		



		Registered with dentist?

		Yes/No

		Name 

		





All issues to be reviewed by social worker at Looked After Young Person Reviews


		Name of person completing Part C

		

		Date 

		



		Designation

		

		Address

		



		Qualifications 

		



		Postcode 

		



		Telephone 

		



		Fax 

		



		Email 

		



		Signature 

		Panel 
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Consent Form


CONSENT BY BIRTH PARENT OR CHILD/YOUNG PERSON OR AGENCY/OTHER ADULT WITH PARENTAL RESPONSIBILITY/IES FOR OBTAINING AND SHARING OF HEALTH INFORMATION


This electronic edition : copyright BAAF 2005. 


Based on a printed edition copyright BAAF 2004


Reproduced by permission of BAAF for the use by staff of ………..(local authority/agency)


Council on in-house computer wordprocessing systems and in-house local 


computer networks on …………….’s premises.


Permission to copy, transmit or distribute further must be sought in writing from BAAF.


Permission to add to, amend, and adapt must be sought in writing from BAAF.


BAAF, Skyline House, 200 Union Street, London SE1 OLX.


Consent Form 

LOOKED AFTER CHILDREN



[image: image1.wmf]

Consent by birth parent or child/young person or agency/other 
adult with parental responsibility/ies for obtaining and sharing 
of health information 
CONFIDENTIAL

To be signed at the time the child or young person becomes looked after by the local authority, and sent to the agency’s Health Adviser.


· Complete a separate consent form for each child in the family


· A single form may be used for the child or young person and one birth parent


· A copy should be attached to Forms M, B, PH, IHA-C, IHA-YP, RHA-C and RHA-YP


To obtain health information relating to a birth parent:

· Each birth parent should sign a separate form for each child becoming looked after


· The birth parent should sign Part B


To obtain health information relating to a child or young person:


· A child or young person able to consent should sign Part C, and parental consent is not needed to access the child’s or young person’s records 


· For a child or young person without capacity to consent, then either: 


· a birth parent with parental responsibility/ies should sign Part B, or 


· another adult, or a person representing an agency, with parental responsibility/ies, should sign Part D


Part A    To be completed by the agency - write clearly in black ink

		Child or young person   (include all known names)



		 

		

		



		First names  

		Family name 



		

		



		Date of birth 



		Hospital (or other location) where born        



		



		Agency details 

		GP of parent



		

		



		Social Worker 

		Name 



		Address 

		Address 



		Postcode 

		Postcode 



		Telephone 

		GP of child



		

		Name  



		

		Address 



		

		



		

		



		

		



		

		Postcode 



		Form to be returned to the agency Health Adviser



		Name 

		



		Address

		



		Postcode

		



		Telephone

		

		Fax 



		Email

		





Consent Form 

LOOKED AFTER CHILDREN

CONFIDENTIAL

Page 2


Part B    To be completed by the birth parent


		The social worker named in Part A has explained to me that the information listed below is very important to the welfare of my child:


· My child’s health history including pregnancy and birth information


· My own health information including any mental health or learning problems


· Important health problems within my family


I agree to relevant information being shared with: 


· The health professionals looking after my child 


· Doctors and nurses advising the agencies involved in my child’s care


· The social workers and others planning my child’s care


· My child’s carers if necessary


· My child at suitable times in the future


If further information is required I give consent for the agency Health Adviser to obtain information from: 


· The general practitioners who have cared for me or my child


· Specialists who have cared for me or my child


· My health records and the health records of my child          


My consent is given on the understanding that any information will be treated as confidential and only shared when it is important to my child’s care or well-being. 


I agree that this consent may be used for ongoing and continuing assessment and planning for my child. This consent should be considered valid unless specifically withdrawn at a future date.





		Parent’s consent regarding his/her own health information



		The social worker named in Part A has explained to me that the information listed above is very important to the welfare of my child.  I give my consent to access and disclose my personal and family health information as detailed above. 



		Name (please print and underline family name)

		Mother/Father
Date of birth



		

		



		Signature of parent 

		Date 





		Parent’s consent regarding child’s health information



		I have parental responsibility/ies and on behalf of my child, I give my consent to access my child’s health information as detailed above (not necessary if child/young person able to consent).



		 



		Signature of parent

		Date



		

		





		Witness (required for one or both signatures above)



		Name (please print)

		



		Address 



		Signature of witness

		Date



		

		





Consent Form 

LOOKED AFTER CHILDREN

CONFIDENTIAL

Page 3


Part C    To be completed by the child or young person with capacity to consent


		The social worker named in Part A has explained to me that the information listed below is very important to my welfare: 


· My complete health history including pre-birth and birth information



I agree to relevant information being shared with: 


· The health professionals looking after me and advising the agencies involved in my care


· The social workers and others planning my care


· My carers if necessary


If further information is required I give consent for the agency Health Advisor to obtain information from: 


· The general practitioners and specialists who have cared for me 

· My health records 



		Name (please print)



		



		Signature 

		Date



		

		



		Name of witness (please print) 



		Address 



		Signature of witness


		Date 





Consent Form 

LOOKED AFTER CHILDREN

CONFIDENTIAL

Page 4


Part D   To be completed by another adult with parental responsibility/ies, or an agency with parental responsibility/ies, where the child or young person does not have the capacity to consent


		The social worker named in Part A has explained to me that the information listed below is very important to the welfare of the child or young person: 


· His/her complete health history including pre-birth and birth information


I agree to relevant information being shared with: 


· The health professionals looking after the child or young person and advising the agencies involved in his/her care


· The social workers and others planning the care of the child or young person


· The child’s or young person’s carers if necessary


If further information is required I give consent for the agency Health Adviser to obtain information from: 


· The general practitioners and specialists who have cared for the child or young person 

· Health records of the child or young person





		Other adult with parental responsibility/ies



		Name (please print) 



		Address 



		Postcode 



		Signature 

		Date 



		Relationship 



		Name of witness (please print)  



		Address 



		Signature of witness 

		Date 





		Social worker / Agency representative 



		I am authorised to give consent on behalf of 



		which has/have parental responsibility/ies for this child.



		



		Name (please print) 



		Designation 



		Signature 

		Date 
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Form PH


REPORT ON HEALTH OF BIRTH PARENT 


This electronic edition : copyright BAAF 2009. 


Based on a printed edition copyright BAAF 2004


Reproduced by permission of BAAF for the use by staff of ………..(local authority/agency)


Council on in-house computer wordprocessing systems and in-house local 


computer networks on …………….’s premises.


Permission to copy, transmit or distribute further must be sought in writing from BAAF.


Permission to add to, amend, and adapt must be sought in writing from BAAF.


BAAF, Skyline House, 200 Union Street, London SE1 OLX.


[image: image2.wmf]Form PH     LOOKED AFTER CHILDREN



 


Report on health of birth parent  


Part B to be completed by a birth parent
CONFIDENTIAL

Parent’s consent to the sharing of health information 


The signed Consent  Form (or photocopy) must be attached to this form


PART A To be completed by the agency – write clearly in black ink


Report on mother / father (delete one)


		Parents



		Name of mother

		Date of birth



		

		



		Ethnicity 



		Name of father   

		Date of birth



		

		



		Ethnicity (if known) 





		Child



		Name of child

		Date of birth



		

		



		Place of birth

		Time of birth



		

		





		Name of agency




		Social worker






		Address 



		Postcode 



		Telephone 

		Fax 



		Email 





Form to be returned to the agency Medical Adviser


		Name 



		Address 



		Postcode 



		Telephone 

		Fax 



		Email 





Form PH     LOOKED AFTER CHILDREN
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Report on health of birth parent  


Page 2


Part B  To be completed by the birth parent 

		In the following questions, please circle yes or no



		Are you in good health now?

		Y/N



		If no, please give details 



		Are you seeing any specialist or hospital consultant?

		Y/N



		If yes i) Who is it?

		



		         ii) What do you see him/her for?r

		



		Are you taking any regular medicines or tablets?

		Y/N



		If yes, what are they? 

		



		Have you had any significant health problems in the past?

		Y/N



		If yes, please give details 





Personal health history


Have you ever suffered from or been treated for any of the following? (please indicate yes/no and give details)


		

		Yes/No

		Details



		Epilepsy or fit

		Y/N

		



		High blood pressure/heart problems

		Y/N

		



		Stroke

		Y/N

		



		Asthma/bronchitis or chest problems

		Y/N

		



		Jaundice or hepatitis

		Y/N

		



		Digestive or bowel problems

		Y/N

		



		Kidney or bladder problems

		Y/N

		



		Diabetes

		Y/N

		



		Thyroid problems

		Y/N

		



		Skin conditions

		Y/N

		



		Arthritis or joint problems

		Y/N

		



		Sight problems

		Y/N

		





Form PH - Report on health of birth parent  



CONFIDENTIAL 
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Have you ever suffered from or been treated for any of the following? (please indicate yes/no and give details)


		

		Yes/No

		Details



		Hearing problems

		Y/N

		



		Allergies

		Y/N

		



		Investigated or treated for cancer 

		Y/N

		



		Any other serious illness

		Y/N

		



		Depression

		Y/N

		



		Anxiety

		Y/N

		



		Emotional problems

		Y/N

		



		Other

		Y/N

		





Have you been tested for any of the following?


		

		Yes/No

		Result

		Date



		Blood fats or cholesterol

		Y/N

		

		



		Thalassaemia

		Y/N

		

		



		Sickle cell disease


		Y/N

		

		



		Sexually acquired infections

		Y/N

		

		



		Hepatitis B

		Y/N

		

		



		Hepatitis C

		Y/N

		

		



		HIV


		Y/N

		

		





Tell me about your lifestyle.


		Do you or did you ever:

		Yes/No

		Quantity

		In pregnancy?

		When in pregnancy?



		Smoke tobacco 

		Y/N

		

		

		



		Drink alcohol

		Y/N

		

		

		



		Use drugs:


cannabis

		Y/N 


Y/N

		

		

		



		heroin

		Y/N

		

		

		



		cocaine

		Y/N

		

		

		



		amphetamines

		Y/N

		

		

		





Form PH - Report on health of birth parent  



CONFIDENTIAL 
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(contd.)

		

		Yes/No

		Quantity

		In pregnancy?

		When in pregnancy?



		Use drugs:


tranquillisers




		Y/N

		

		

		



		other (give names)




		Y/N

		

		

		



		Inject  drugs:


give names




		Y/N

		

		

		





		What is your height?






		What is your weight?








Do you have or have you ever had problems with:


		Reading 






		Writing 






		Spelling 






		Using numbers 






		Speech and language, including autism or Asperger’s 






		Concentration and attention / ADHD / hyperactivity 








Family History


Please tell me about the health of your family. Does anyone have any serious health problems? Does anyone have any genetic conditions which may run in the family?


		

		Age 

		State of health if living 

		Cause of death and age



		Father 




		

		

		



		Mother 




		

		

		





Form PH - Report on health of birth parent  



CONFIDENTIAL 
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(contd.)


		

		Age 

		State of health if living 

		Cause of death and age



		Brothers and sisters




		

		

		



		Children




		

		

		



		Other




		

		

		





		Has anyone in the family, either now, or in the past had:

		State who and give details



		Learning difficulties




		



		Reading/writing difficulties




		



		Special schooling




		



		Mental health problems




		





		Is there anything else about the health of yourself or any other family member that you would like to include?








Form PH - Report on health of birth parent  



CONFIDENTIAL 


Page 6


		Parent’s signature



		Date 



		Social worker’s signature 



		Date 



		Source of information if parent unable to provide it 





		Medical Adviser’s comments
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