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                EHCH Registration Form



For Care Home to complete:
	Date of completion: 

Resident Name: 
DOB: 
NHS No: 
GP Surgery: 
	Care Home Name: 

NOK: 
Relation: 
Contact No: 

	Does the resident have capacity to consent to the personalised care and support plan?
	YES/NO

	Do not attempt resuscitation (DNACPR) in place?
	YES/NO

	Lasting Power of Attorney in place?
	Health/Finance

	Any cognitive impairment / learning disability / dementia diagnosis?
	YES (please specify) / NO

	Mobility
	Transfer / Repositioning

	Weight Bearing
	
	Independent
	

	Independent
	
	Supervision / assistance of one carer
	

	Mobility Aid
	
	Supervision / assistance of two carers
	

	Immobile
	
	
	

	Needing assistance at night
	
	
	

	Assistance from Carers
	
	
	

	Please Provide the following information
	

	Most recent height (with Date)
	

	Most recent wight (with Date)
	

	Visual status? 
Wears glasses / reading glasses/ partially sighted/ Blind
	

	Hearing aid worn?
	YES/NO    Left/Right/Both

	



For Care Coordinator to complete:
	Personalised care and support plan in place?
	

	DNACPR in problem page of EMIS?
	

	DNACPR in documents on EMIS?
	

	More than 2 GP contacts in L6 Months?
	

	Any falls in L12 Months (no. of occasions)
	

	More than 2 hospital admission in L12 M (with date of most recent discharge)
	

	Under an integrated care team (with date)
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