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	Name:      
DOB:      
Swift No:      
NHS No:     
CM:      

	Current Address:

     
     
     

	Team: Please indicate
 FORMCHECKBOX 
 OP PDI           FORMCHECKBOX 
 OPMH           FORMCHECKBOX 
 LD           FORMCHECKBOX 
 YPD           FORMCHECKBOX 
 WAMH



	Current care package (Type e.g. Residential/Domicilary/Respite; Provider; Cost; Hours etc)

	     
     


	Requested Care Package from CHC (Type e.g. Residential/Domicilary/Respite; Provider; Costs etc)

	     
     


	MDT (Include all those not at MDT Meeting)

	Name
	Role
	Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	PRE-PANEL COMMENTS

	Service Users views considered?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 


	Carer/Relatives views considered?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 


	MDT sufficiently representative?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 


	Pre-panel comments: 
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	PANEL OUTCOMES

	 FORMCHECKBOX 
 Yes approved for CHC eligibility

 FORMCHECKBOX 
 No longer eligible for CHC

 FORMCHECKBOX 
 Not approved for CHC eligibility because further evidence required to ensure consistent application of eligibility criteria (D S T) 

 FORMCHECKBOX 
 Not approved, links to other policies (Section 117, Section 3)

 FORMCHECKBOX 
 Appropriate to share the cost of the package  _____ % to be funded by health

                                                                              _____ % to be funded by social care

     

	Care Package cost agreed
 FORMCHECKBOX 
 Yes       Cost per week:       
 FORMCHECKBOX 
 No

     
     


	ACTION POINTS AND WHO TO IMPLEMENT

	     
     
     
     


	Signature:     
	Date CHC eligibility ratified:      

	Care Manager must ensure that CHC admin are informed of the start date of the package/placement.
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