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Cognitive State:

[JNormal [J Minor changes [J Confusion [1 Dementia
Mobility:
[JIndependent [] Assisted [1Unable

Care Package:

[J CACPS Linkages [1EACH [1EACH Dementia [1 Other
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Carer Availability Carer Relationship Living Arrangements Accommodation
[1No Carer [1Spouse/Partner [ Lives Alone [] Private (own/rent/purchase)
[] Co-resident Carer [] Parent [ Lives with Family [1 Outreach
[1 Non Resident Carer [ Child [ Lives with Others [J Supported Community
[1 Child-in-law [ Not stated [ Residential Aged Care
[] Other Relative [ Residential Care Facility (not aged)
[] Friend/Neighbour [JShort Term Crisis/Emergency
[] Foster Carer [ Other Accommodation
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