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BED LEVERS/STICKS/EQUIPMENT INITIAL ASSESSMENT FORM – STAGE 1

	SURNAME:

	FORENAME:

	DOB:


	NHS NUMBER: 

	FRAMEWORK I NO:
	GP:


	HEIGHT:
	WEIGHT:
	BMI:



A COPY MUST BE KEPT IN THE PERSON’s RECORDS/CARE PLAN AND A COPY TO ACCOMPANY THE PERSON
        
	Check and tick (  ) the following
	Yes
	No

	1.  The purpose of bed lever/stick/equipment is to: 
· Enable the person to adjust their position in bed and / or
· Support the patient in getting in and out of bed
    
	
	

	2. Does the person’s movement pose a risk, e.g. spasm, balance etc?
    Rationale:

	
	

	3. Does the person’s current behaviour present a risk, e.g. confusion, agitation,
    challenging behaviour, self-injurious behaviour, lack of awareness of potential
    damage?
    Rationale:

	
	

	4. Does the person’s physical size present a risk, e.g. entrapment of any part of  
    the body?
    Rationale:

	
	

	5. Does the person have a complex medical condition, e.g. brittle bone  
    syndrome, osteoporosis, epilepsy, dislocated hips, tracheotomy?
    Rationale:

	
	

	6. Will any other equipment be used in conjunction with the bed lever such as 
    bed rails? (Compatibility needs to be considered). 
    NB: Dynamic mattresses and toppers may present a higher risk of entrapment 
    as they can compress more easily. Any furniture around the bed area may                   also present an entrapment risk, or impact on the measurements from the headboard.
    Rationale:

	
	

	7. Have safety issues been discussed with the person/family/carers?
    Rationale:

	
	




	
	Yes
	No

	8. The desired outcome is for the shaded boxes to be ticked. Following this   
     assessment is the provision of bed levers / sticks / bed area equipment  
     appropriate? 
     If no please detail any alternative methods.
     Rationale:

	
	

	
9. Where will the bed lever(s)/stick(s)/equipment
    be used?
    (please tick)

	Residential 
Home


	Nursing Home
	Own Home
	Other

	Type of bed:


	Type of bed lever/ stick /bed equipment:

	Completed by:

	Assessors Name:

	Designation:

	Signature:

	Date:

	
Remember to email a copy of the form to the Authoriser

	

	72 hour review to be completed by:

	Reviewer:

	Team:

	Tel. No

	Base:

	Proposed review method: (please tick) 
	      Face to face
	
	      Telephone / video consultation                  
	

	For any transfer of care, the prescriber must ensure that a nominated clinician accepts the referral for the 72 hour review.
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