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NHS Continuing Health Care Questionnaire 

1. Full Name of Patient: MR/MRS/MISS …………………………………………………………………

2. Patient’s Date of Birth ………………… Is the patient living or deceased?………………………..

If deceased, please state deceased date?……………...If patient is deceased do you or the home have medical records?

……………………………………………………………………………………………………………..











Yes
    No

3. [image: image1.png][image: image2.png]Has the Patient ever been detained under Section 3 of the Mental      

Health Act 1983? (If it is relevant, how long ago this occurred?)                               
                                                                                                                      

4. Please state the Patient’s past and current medical history and physical illnesses in particular whether the Patient has suffered from Diabetes (please state if type 1 or 2), Epilepsy, Parkinson’s Disease, Cancer, Arthritis, Stroke, COPD or COAD (please give dates where possible of diagnosis):

………………………………………………………………………………………………………….…

…………………………………………………………………………………………………………….

Care Home Details:

5.  Address of Current/past Care Home (s)

……………………………………………………………………………………………………………

……………………………………………………………………………………………………………

6. Is/Was the Patient being cared for in a NURSING or elderly mentally infirm residential or nursing home? Please provide details:

………………………………………………………………………………………………………………………………………………………………………………………………………………………….

7. On what date did the Patient become a resident of the above Care Home?

…………………………………(Month & Year)

8. Could you please give an estimate of how much has been paid to date to the Care Home/s to provide for the care of the Patient? £_____________

9. How much if any, has been paid by a deferred payment?______________

10. Please tell us the patients GP details:

GP details before entering the home:………………………………………………………………….

GP details whilst in the home:………………………………………………………………………….

11. Please tell us the patient’s home address prior to going into a care home?

…………………………………………………………………………………………………………………………………………………………………………………………………………………………

12. Name and Address of the patient’s community Support Worker:

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

13. Please state the hospitals the patient had attended and approximate dates:

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

14. Please state any allergies that the patient had, the type of reaction the patient has when exposed to the allergy and any treatment he/she receives for that allergy:

…………………………………………………………………………………………………………………..…………………………………………………………………………………………………………………..

15. Please confirm whether the Patient receives medical attention at the Care Home by a Specialist nurse (such as a Parkinson nurse, Epilepsy nurse, Diabetic nurse, Community psychiatric nurse, Continence nurse); Dietician Consultant or ANY other healthcare professional from outside of the Home.

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

16. Care Needs

a. Please describe previous incident(s) leading to the patient being admitted into hospital or directly into a care home?

....………………………………………………………………………………………………………

…………………………………………………………………………………………………………

b. Was an assessment made on your relative immediately on entering a home and were you involved?

……………………………………………………………………………………………………………………………………………………………………………………………………………………

Do you have a copy of the assessment or notes of the meeting at which this was discussed?

…………………………………………………………………………………………………………

c. Has a further assessment since been requested on behalf of your relative and if so, again, do you have notes of what took place along with any decision made by The NHS?   …………………………………………………………………………………………...

…………………………………………………………………………………………………………

d. To enable us to move your present claim forward we need some background information.  This is based upon The NHS own criteria.

For a claim for full NHS funding to succeed, it is necessary to be able to demonstrate the scale of the nursing needs of your relative.  This is achieved initially by examining different aspects of your relative’s nursing needs across clear areas.

Please circle the most appropriate description in your relative’s case and give an example. If you answer ‘Normal’ to any question you do not need to give any further information.

 Please ensure all responses are in relation to the patients condition POST APRIL 2004

If you require any assistance in assessing each need, please call: 0800 7797 102.

	Cognition

Please provide describe any memory loss:

……………………………………………………

……………………………………………………

……………………………………………………

……………………………………………………
	Normal
	Partial Memory loss 
	Total Memory loss


	Behaviour

Please provide an example of any Erratic or Aggressive Behaviour:…………………………….………..

…………………………………………………..

…………………………………………………..

…………………………………………………...

……………………………………………………
	Normal
	Erratic
	Aggressive



	Psychological Needs

Please provide an example if you answered

Occasionally or Severe anxiety:

……………………………………………………..

……………………………………………………..

……………………………………………………..

……………………………………………………..
	Normal
	Occasionally Anxious
	Severe Anxiety

	Communication

Please provide an example of Partial loss

Or Serious/total loss:…………………………

……………………………………………………

……………………………………………………

……………………………………………………


	Normal
	Partial loss
	Serious or total loss

	Mobility

Please provide an example if patient is immobile:………………………………………

………………………………………………….

………………………………………………….

………………………………………………….


	Normal
	Help required to move
	 Totally immobile

	Nutrition

If help required or unable to feed please

describe this:……………………………….

…………………………………………………

…………………………………………………

…………………………………………………


	Food and drink normal
	Help required
	Unable to feed unaided

	Continence

Please provide an example if incontinence

Or with complications:……………………….

…………………………………………………….

…………………………………………………….

…………………………………………………….
	Normal
	Incontinence
	Incontinence with complications

	Skin Viability

Please describe this if wound required

Intervention or not responding to treatment:………………………………………..

……………………………………………………..

……………………………………………………..

……………………………………………………..
	Normal
	Wound requiring intervention
	Wounds not responding to treatment

	Breathing

Please describe if Breathless or Severe

Breathlessness:………………………………..…………………………………………………….

…………………………………………………….

…………………………………………………….
	Normal
	Breathless
	Severe Breathlessness

	Drug Therapies And Medication

Please explain Routine/ongoing condition 

Or Specialist Administration:………………..

…………………………………………………….

…………………………………………………….

…………………………………………………….
	Occasional
	Routine/Ongoing condition
	Specialist Administration

	Altered States of Consciousness

Please provide an example if Occasional

Or Frequent:……………………………………

……………………………………………………

……………………………………………………

……………………………………………………
	Normal
	Occasional
	Frequent


Other significant care needs?…………………………………………………………………………………….
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              Yes        No

17. Is the person completing this questionnaire the Patient?



 

If YES, go to page 7 and sign the Form 

If NO, continue and provide us with your contact details:

18. Your Full Name; MR/MRS/MISS ……………………………………………………………………..

19. Your Full Address ………………………………………………………………………………………

……………………………………………………………………………………………………………

……………………………………………………………………………………………………………

20. Home Telephone number …………………………………………………………………………….

21. Mobile Number …………………………………………………………………………………………

22. Your Date of Birth ……………………………………………………………………………………….

23.   Your e-mail address:





………………………………………………………………………………………….

Please circle the best contact time?

a) Daytime       b) Evening 





How did you hear about Care Home Claims?………………………………………………………..

24. Please give details of your relationship to the Patient?

……………………………………………………………………………………………………………..

……………………………………………………………………………………………………………..

25. If the Patient cannot complete the Questionnaire themselves please give details as to why.

………………………………………………………………………………………………………………………………………………………………………………………………………………………….

. 

If any of these apply, please provide a copy of the Enduring Power of Attorney/ Lasting Power of Attorney or written confirmation of your appointment as Receiver. If the patient is deceased, please provide a copy of Grant of Probate or Letters of Administration.















   Yes       No
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Copy of Enduring Power of Attorney enclosed






Copy of Lasting Power of Attorney enclosed 



 





Copy of letter of appointment as a Receiver enclosed 





Copy of Grant of Probate enclosed





   








Copy of Letters of Administration enclosed                                                                                                                     

If you do not hold an Enduring Power of Attorney or Lasting Power of Attorney or have not been appointed as a Receiver by the Court of Protection, or do not have a Grant of Probate or Letters of Administration, please tell us about your relationship to the Patient and why you are dealing with this on their behalf.

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

26. Care Plan



   Please enclose a copy of the Care Plan if available to you.











Yes       No


Care Plan enclosed                                                                                                  

23. DECLARATION

I DECLARE THAT THE INFORMATION I HAVE GIVEN IN ANSWER TO ALL THE QUESTIONS IN THIS QUESTIONNAIRE IS CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF.

Signed:

……………………………………………………………………………………………………………..





Dated:





…………………………………………………………………………………………………………….

Please now return this completed questionnaire to: 

Care Home Claims Ltd

66a North Street

Wetherby

LS22 6NR

If you have any queries, please contact us on: 0800 7797 102.
�
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