PRE-VISIT SAFETY ASSESSMENT FORM


	ATTACH LABEL IF AVAILABLE

	Surname:      
	U.R.No:      

	Given Names:      

	D.O.B:      /     /     
	Sex:      

	Admission Date:      /     /     

	Consultant:      
	Ward/Clinic:      
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This Pre-Visit Safety Assessment form is to be completed by referring staff when Home Visiting Services are required. The completed form is to be forwarded to the manager of each Home Visiting Service required.  There will be an acknowledgement of the referral with any recommendations/actions required.

	Questions to ask Patient/Client
	Yes
	No

	Do you have any Dogs/Cats/Exotic pets in or around the house? 

If Yes does the patient/client agree to secure all pets at time of visit? (Type of pet:      )
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 


	Are additional person(s) expected to be present at the time of the visit?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is your home a smoke free environment?

If No does the patient/client/guests agree to refrain from smoking during the visit?
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 


	Are phone services connected to your place of residence
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are there any weapons kept on your premises?

If Yes does the patient/client agree to have all weapons secured at time of visit.
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 


	Are your premises easily accessible from the street?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Accommodation type:
	House              FORMCHECKBOX 

	Flat/Unit                    FORMCHECKBOX 
 
	Aged Care Facility       FORMCHECKBOX 


	
	Granny Flat     FORMCHECKBOX 

	Supported accommodation residential services         FORMCHECKBOX 


	
	Other:     


	
	Yes
	No
	
	Yes
	No

	Are your premises visible from the street?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Is it remote?

If Yes obtain specific directions
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is your house/flat number clearly displayed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are there high fences?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	Will someone be able to open door / gate at time of visit?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Which door is used for entry? 

(assess for risks)
	Front    FORMCHECKBOX 
            Side    FORMCHECKBOX 
           Rear    FORMCHECKBOX 


	Are the pathways/stairs leading to your entry in good condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there operational external lighting?
	Porch?
	Driveway?

	If Yes – specify light must be left on in poor light


	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 



	Read Patient/Client History
	Yes
	No

	Is the patient/client or others known to be potentially aggressive or disturbed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there any recorded evidence of significant alcohol & drug consumption by residents?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is the service to be provided at night or outside normal working hours?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has relevant medical history been communicated including potential risk situations?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has there been any documented Manual Handling risk for patient/client?

If Yes refer to Occupational Therapists for assessment
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Completed by:
	     
	Designation:
	     

	Signature:
	
	Dated:
	     /     /     


Relevant Home Service Manager

	Home Service Provider Risk Controls / Comments: 

     

	Person Responsible:
	     

	
	Due Date:
	     /     /     

	Relevant Visiting Home Services Manager 

Will services be engaged?     YES    FORMCHECKBOX 
       NO      FORMCHECKBOX 

	Managers Signature:
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