


ASSESSMENT FORM

Patient's Name: ..............................................................................................................

Hospital: .........................................................Ward:......................................................

Date of this assessment: ...............................................................................................

Date of last assessment: ...............................................................................................

Latest date for next assessment: ..................................................................................

FINANCIAL CIRCUMSTANCES

a)
Details of state benefits, personal allowances and other monies presently being received:

Benefits Amount per week

1)

2)

3)

4)

b) 
Name of holder of benefits: ........................................................................

Relationship, if any, to patient: ...........................................................................

c) 
Name of person managing other aspects of patient's affairs: ......…....................

Relationship, if any, to patient: ...........................................................................

d) 
Is present financial provision to which hospital/patient has access adequate for patient's needs? YES/NO

e) 
Changes proposed to holder of benefits: .......................................….........

MEDICAL DECISION ON PERSONAL ALLOWANCES AND ABILITY TO HANDLE CASH

Patient's Name: ............................................................... Date: .................................

Hospital: .................................................................. Ward: ........................................
FINANCIAL ASSESSMENT

f) 
Assessment of patient's ability to handle, use and appreciate cash:  
Group A B C D (delete as appropriate)

g) 
Reduction/increase in amount of personal allowances/reward payments from which the patient can benefit.

Allowance Former Amount New Amount

1)

2)

3)

h) 
If resident in GROUP B

State amount of cash normally to be issued per week: £.....................................

The amount normally to be handled at any one time: £.......................................

i) 
Other comments:

Signature of Medical Officer .......................................................... Date: ....................

Signature of Nurse Manager .......................................................... Date: .....................

CHARACTERISTICS OF GROUPS OF PATIENTS

Group

A  Patients capable of managing all aspects of their affairs

B  Patients capable of making and appreciating choice, but requiring assistance in handling significant sums of money

C  Patients capable of making and appreciating choice, but incapable of handling money

D  Patients who are incapable of handling money or making and appreciating choice
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