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All About Me




Insert photo here


Level of support required – (staff: child) 

(please identify) NOT 1:1      1:1      2:1 


My Name is:  

This is a live document that should be referred to before performing any procedure/routine.
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I have allergies to… (delete if not appropriate)
Date of Original Document: dd/mm/yy
Date of Last Review: dd/mm/yy




All About Me: <insert name here>

Height =

Weight =    


Contents / Checklist
Sections 1a, 1b, 2a, 3a,4a, 5b and 5c must be completed in all cases.

1. General
1a. General Information	Completed  
1b Involved Practitioners	Completed  

2. Health
2a. Health Care Plan	Completed
2b. Epilepsy Treatment Plan	Completed / Not Relevant
2c. Buccal Midazolam	Completed / Not Relevant
2d. Rectal Diazepam	Completed / Not Relevant
2f. Inhalers 	Completed / Not Relevant
2g. Oxygen	Completed / Not Relevant
2h. Suctioning	Completed / Not Relevant
2i. Gastrostomy / nasogastric tube	Completed / Not Relevant

3. Care & Social Needs
3a. Care and Social Needs	Completed  
3b. Communication Profile	Completed / Not Relevant
3c. Behaviour Support Plan	Completed / Not Relevant
3d. Mealtime Guidelines	Completed / Not Relevant
3e. Bed Time Routine	Completed / Not Relevant

4. Risk Assessments – Risk Reduction


5. Consent
5a. Consent	Completed  
5b. Permissions	Completed  
5c. Marketing Signature Sheet	Completed
5d. Signature Sheet 	Completed
Each content description must show either completed or not relevant



	1a. General Information – Me

	I like to be called:
	
	Nationality:
	

	Date of birth:
	
	Religion: 
	

	Nature of disability:  

	Ethnic origin:  


	
	Legal Status:

	Name and date of birth of siblings:

	Language(s) spoken at home: 


	Home address: 

	Name and address of school /nursery


	Home tel:  
	School tel number:  



	1a. General Information – Parents / Guardians

	
	1
	2

	Name:
	
	

	Relationship to child:
	
	

	Email:
	
	

	Place of work:
	
	

	Tel. (mobile):
	
	

	Tel. (work):
	
	

	Preferred method of contact:
	Email:
	Post:



	1a. General Information – White Lodge

	 Aspects of White Lodge used: (delete not applicable)
Treetops            Playschemes
Level of staffing: (delete not applicable): NOT 1:1      1:1      2:1     
	Prime contact:   
Key Workers:  

	Through using White Lodge, I would like to experience the following benefits or changes:
1. 
2. 
Are there any specific achievements that the child would like to work towards?
I will work towards my outcome set at Treetops which has been agreed by my MUM/DAD/GUARDIAN and my keyworker – this will be reviewed when necessary.

	Through using White Lodge my family would like to experience the following benefits or changes:




	1a. General Information – Emergency Contacts (NOT PARENTS/GUARDIANS)

	
	Contact Name 1
	Contact Name 2

	Name:
	
	

	Relationship to child:
	
	

	Telephone number:
	
	

	Mobile number:
	
	

	Address:



	
	



	1a. General Information – People who may not have contact with Me

	Name:
	

	Relationship to child:
	

	Name:
	

	Relationship to child:
	



	1b. General Information – Practitioners Working With Us/People to invite to meetings

	GP:
	
	Social Worker:
	

	Address:
	
	Address:
	

	Tel No:
	
	Tel No.
	

	Email:
	
	Email:
	

	Consultant:
	
	Health Visitor:
	
	Independent Reviewing Officer:
	

	Address:
	
	Address:
	
	Address:
	

	Tel No:
	
	Tel No:
	
	Tel No:
	

	Email:
	
	Email:
	
	Email:
	




  Please delete or write N/A in any boxes that are not relevant
	
1b. General Information – Practitioners Working With Us/People to invite to meetings

	Name:
	
	Role:

	Address:
	



	




	Telephone number:
	
	

	Email:
	
	

	Name:
	
	Role:   

	Address:
	



	




	Telephone number:
	
	

	Email:
	
	

	Name:
	
	Role:

	Address:
	



	




	Telephone number:
	
	

	Email:
	
	

	Name:
	
	Role:

	Address:
	



	




	Telephone number:
	
	

	Email:
	
	

	Name:
	
	Role:

	Address:
	



	




	Telephone number:
	
	

	Email:
	
	






1C. My Outcomes

	1c. Outcomes Please work alongside your child to devise some long term outcomes that you would like us to work together to help them achieve. These can be based on emotional, physical or social needs they you may be working towards at home, or for the long term future independence of your child.


	I would like to be able to……
· 









	It is important for me to……

· 








	My parents/carers would like me to…..
·                









                                                                                                                                                                                             














2. Health:
	2a. Health Care Plan – General Health

	My general health is…

	I do/do not take regular medication.    

	Name of medication

	Time/s to be given 

	Route +
Storage
	Instructions (eg. mix in yoghurt, dissolve in water etc)
	Used to treat my child for...

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	You can help me by…
In the case of covert administration (delete this line and the following one  if not relevant)
My medication must be given this way because…


I can / can’t have plasters.

	I am allergic to…  

	I take emergency medication for…delete this row if NA

	Health Care Plan – History

	Illnesses I have had…


	Immunisations:

	Type:
	Date:

	1. 
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	I have been in hospital during the last two years for… 

	Health Care Plan – Notify Parents/Carers of Minor Accidents/Incidents…

	Immediately via the phone / When I am collected or return home / If minor when collecting 
If or when they telephone / With a message in communication book 




I give my consent for the administration of medication.


Name:					Signature:					Date:


· SURREY HAVE THEIR OWN EPILEPSY PROTOCOLS FORTHE ADMINISTRATION OF MIDAZOLAM AND DIAZEPAM. 
· THE DOCUMENT IS TITLED EPILEPSY HEALTH CARE PLAN FOR CHILDREN AND YOUNG PEOPLE REQUIRING EMERGENCY SEIZURE MEDICATION.

· IT INCLUDES ALL OF THE SEIZURE MANAGEMENT DETAILS AND IS SIGNED BY THE CHILDS HEALTHCARE PROFESSIONAL AND PARENTS/CARER.

· THIS IS UPDATED EVERY YEAR. ENSURE WHEN YOU ANNUALLY UPDATE THE AAM YOU ASK FOR AN UP TO DATE COPY OF THE SURREY PROTOCOL.

· IF A CHILD HAS ONE OF THESE PLANS IT MUST BE INSERTED INTO THE HARD COPY OF THE AAM AT THIS POINT.

· DELETE THE EPILEPSY PAGES FROM THE ALL ABOUT ME. ON THE COMPUTER COPY OF THE AAM LEAVE THIS PAGE IN.

· THE SURREY DOCUMENT IS A REPLACEMENT AND DOES NOT NEED TO BE TRANSCRIBED ON TO THE FOLLOWING PAGES OF THE AAM.

· ENSURE A COPY IS TAKEN FOR ALL OF THE SERVICES THE CHILD USES.

I HAVE A SURREY EPILEPSY HEALTH CARE PLAN PLEASE SEE THE HARD COPY RETAINED IN EACH SERVICE I USE.




Buccal Plan Expiry Date:











Buccal Midazolam Guidelines: (delete this page if Buccal Midazolam not relevant)
Equipment
· Disposable Gloves
· Individual Care Plan
· Bottle of Midazolam with prescription label
· 1ml syringe

	Action
	Rationale

	Speak reassuringly to child and explain procedure
	To comfort child

	Check the Individual care plan and prescription label. They must be the same as each other and within date.
	To ensure child receives right dose of right drug at right time

	Put on disposable gloves
	To minimise cross infection

	Hold the bottle upright and unscrew the lid
	For effective dispension of liquid

	Insert 1ml syringe into the middle of the stopper.
	To prepare for drawing up

	Turn the bottle upside down, hold securely and slowly pull the syringe plunger back. Push plunger back down again.
	To expel any air bubbles in syringe

	Continue to hold the upside down bottle and syringe securely. Pull the plunger back again slowly and draw up prescribed amount of Midazolam. Check dose with a second person. Ensure the liquid drawn is clear
	To ensure correct dose drawn up.
To make sure there is no precipitation or contamination to medication

	Turn the bottle the right way up and remove syringe. Replace the cap.
	To prevent evaporation or spillages

	Support the child’s head. If they don’t have a head support on their chair then stand behind them and gently support chin. If the chair has a head support then hold their chin gently. Don’t use restraint.
	To keep head steady and ensure safe insertion of syringe and administration of medication.

	Gently open the child’s mouth by holding down their chin and applying gentle pressure to top lip.
	To ensure safe and comfortable administration

	Insert the syringe horizontally into the side of the mouth between the gum and the cheek at the back. Point the syringe downwards to locate the buccal cavity
	To ensure medication is administered via the correct and efficient route.If the medication is swallowed it will do no harm but will reduce in effectiveness


	Push the plunger of the syringe down slowly and administer half the medication over 10-20 seconds. Administer the second half in the same way on the other side of the mouth. 
If this is not possible it can all be administered into one buccal cavity.
Massage cheek(s) to aid absorption 
If the teeth are clenched they do not need parting to administer Midazolam
	To aid absorption. 
To limit risk of choking

	Maintain position that aids patency of airway .Stay with the patient until fully recovered and ensure they are rousable every 10 minutes. 
	Risk of sedation or SUDEP ( sudden unexpected death from epilepsy)


	Observe the child for any effect or reaction. Follow the individual care plan for any further action to be taken if seizure continues. 
	To ensure medication takes effect and treat as appropriate any further seizure or reaction
May cause disorientation or difficulty in breathing

	Inform parents/guardian as instructed in the care plan. Complete documentation
	Keep accurate records and ensure parents aware

	Dispose of the syringe safely
	



2b. Epilepsy Treatment Plan	 
I have epilepsy and I may have the following types of seizure:
	Type…
	

	I might…
	

	This usually lasts for…
	

	Help me by…
	



	Type…
	

	I might…
	

	This usually lasts for…
	

	Help me by…
	



	Type…
	

	I might…
	

	This usually lasts for…
	

	Help me by…
	



	Type…
	

	I might…
	

	This usually lasts for…
	

	Help me by…
	



	Type…
	

	I might…
	

	This usually lasts for…
	

	Help me by…
	



If I have a seizure that doesn’t follow any of these patterns treat it as a first time seizure and call 999

2c. Buccal Midazolam   

	1.
	Midazolam must be administered if…



	2.
	Midazolam must not be given if…



	3.
	Midazolam must be administered by…



	4.
	The initial amount of midazolam given is…



	5.
	My usual reaction to this is…



	6.
	If I don't respond you must…



	7.
	999 must be dialled if…



	8.
	You must inform…
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 2d. Rectal Diazepam Procedure

	1.
	Diazepam must be administered if…



	2.
	Diazepam must not be given if…



	3.
	Diazepam must be administered by…



	4.
	The initial amount of diazepam given is…



	5.
	My usual reaction to this is…



	6.
	If I don't respond you must…



	7.
	A second dose of diazepam must be given if…



	8.
	The second amount of diazepam is…



	7.
	999 must be dialled if…



	8.
	You must inform…












Rectal Diazepam Guidelines: (delete this page if rectal diazepam not relevant)

Equipment
· Disposable Gloves
· Individual Care Plan
· Rectal Diazepam with prescription label

	Action
	Rationale

	Check the Individual care plan and prescription label. They must be the same as each other and within date.
	To ensure child receives right dose of right drug at right time

	Speak reassuringly to child and explain procedure
	To comfort child

	Make area as private as possible and minimise people present
	To respect the child’s privacy and dignity

	Lie the child on their side, left if possible, and draw their knees up
	To ease insertion of drug 

	Put on disposable gloves
	To minimise cross infection

	Open the foil tube and remove top of rectal tube
	To prepare for administration

	Gently raise the top buttock and insert the tube pointing downwards into the child’s rectum. Halfway for children under the age of 3yrs. If the seizure involves contracting and relaxing wait for the buttocks to relax if possible.
	To aid insertion of tube and make as comfortable as possible

	Squeeze the tube and withdraw keeping the tube squeezed. There will always be a small amount of residue left in the tube
	To ensure the drug is administered and not sucked back into the tube

	Hold buttocks together for 2 minutes
	To aid in retention and absorption of medication

	Note the time of administration and put the used tube in a bag or box in case the child needs to go to A&E
	To keep record of usage and ensure ambulance staff aware of dosage given

	Adjust the child’s clothing 
	To maintain comfort and dignity

	Observe the child for any effect or reaction. Follow the individual care plan for any further action to be taken if seizure continues. 
	To ensure medication takes effect and treat as appropriate any further seizure or reaction

	Stay with the patient until fully recovered and ensure they are rousable every 10 minutes. Maintain position that aids patency of airway
	Risk of sedation or SUDEP ( sudden unexpected death from epilepsy)


	Inform parents/guardian as instructed in the care plan. Complete documentation
	Keep accurate records and ensure parents aware

	Dispose of the used equipment once seizure is stopped and no need for A&E visit
	



2e. Epipen (to be completed or page deleted in NA)
 
	1.
	I am Allergic to………….



	2.
	My usual symptoms are…………




	3.
	I carry an Epipen / Epipen Jr (delete as appropriate)

	4.
	999 must always be dialled in the event of administering my Epipen. The Allergen remains in the body and there could be a reoccurrence of symptoms.


	5.
	The first line of treatment in the event of an allergic reaction is………….



	6.
	This is given if I………………..



	7.
	If I display any of the following I must be given my Epipen immediately…….



	8.
	My usual reaction to this treatment is…



	9.
	If I don’t respond to this treatment you must…



	10.
	A second Epipen must be given if…


	11.
	You must inform…



	12.
	You can manage my exposure to allergens by……….





2f. inhaler (due to Asthma or Allergy) (to be completed or page deleted in NA)
 
	1.
	I am Allergic to/ My Asthma is triggered by………….



	2.
	My usual symptoms are…………



	3.
	I carry an Ventolin/ Preventer inhaler 

	4
	I use a spacer with my Inhaler   Yes/ No

	5.
	The first line of treatment in the event of an Asthma Attack is………….



	6.
	If i do not respond……………………amount of my ……………. inhaler should be given ……………….



	7.
	If I display any of the following I must be given my ………………. Inhaler immediately………..



	8.
	My usual reaction to this treatment is……………



	9.
	If I don’t respond to this treatment you must…



	10.
	A second dose of this amount…………………….. of my ……………….. inhaler must be given if/after this amount of time…..…


	11.
	If i have not returned to normal within………………….  999 must be dialled. 


	12.
	You must inform…


	13
	You can manage my exposure to allergens by……….





2G. Oxygen Use (delete if na)

	1.
	I use oxygen…



	2.
	The normal flow rate is…



	3.
	I might…



	4.
	Triggers for this include…



	5.
	If I do this, you must…



	6.
	If I don't respond, you must…



	7.
	999 must be dialled if…



	8.
	You must inform…



	

	The following staff are trained to carry out this procedure:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




2h.  Suctioning (delete if na)

Equipment:

	My Suctioning Machine is……


	I am Orally/Nasally/Tracheostomy suctioned  (delete as applicable)


	I Use a Yankeur sucker/suction catheter


	My Suction Catheter is…..


	My suction catheter should go to this depth ……..

	I require/don’t require saline when suctioning     (delete as applicable)
The amount of saline I use is _____




Suctioning Regime:

	I need suctioning when……..



	The frequency of my suctioning is……



	I like to be suctioned in this position……….



	Be Aware that……..



	If I don’t respond…..






Performing Suction: (delete page if suction not relevant)

	Action
	Rationale

	Explain to the child
	To prepare the child and minimise upset

	Gain assistance
	To help in calming the child and holding their head still. Do not use restraint

	Wash hands thoroughly
	To prevent cross infection

	Gather equipment
	To prevent disruption to process

	Make the child comfortable if possible in their preferred position
	To ensure minimal distress

	Put some sterile water/cooled boiled water in a cup.
	To rinse out suction tubing during use

	Put on gloves
	To prevent cross infection

	Attach the suction catheter/yankeur sucker to the machine tubing. Leave the catheter sleeve on
	To prepare for suction and prevent contamination

	Turn on machine and ensure at designated pressure
	To prevent trauma to airway

	Remove the catheter/yankeur sucker from the sleeve holding in your dominant hand and ensuring it doesn’t touch any surfaces
	To prevent contamination

	Insert the catheter/yankeur sucker into the child’s nose/mouth/tracheostomy at stipulated depth.
	To ensure no trauma is done to the child’s airway by inserting to far. To ensure effective removal of mucus/saliva.

	Cover the hole on the catheter/yankeur sucker with the thumb of your non dominant hand and withdraw over 10-15 seconds
	Pressure should only be applied on withdrawal to prevent trauma to airway. A maximum of 10-15 seconds minimizes risk of reduced oxygen levels.

	Allow the child at least 30 seconds to recover
	To prevent decreased oxygen levels and distress

	If necessary suction some water through the catheter to clean
	To prevent cross infection

	Suction again if the child still requires it. Use saline in the nose or tracheostomy if child’s individual guideline instructs.
	To ensure airway is cleared

	When mucus/saliva is cleared throw the catheter away
	To prevent cross infection

	Suction some saline/water through the suction tubing to clean
	To prevent contamination

	Turn off the pump
	

	Remove gloves and wash hands thoroughly
	To prevent cross infection



Trouble Shooting:

	1.
	Blood in Mucus/saliva………….Report to qualified nurse and parents on return of the child

	2.
	Decreased oxygen levels……… If no monitor look for pale colour and blueness around lips. If child has individual oxygen guidelines follow those. Report to qualified nurse and parents on return of child.

	3.
	Vomiting………………..Stop suctioning and place child in position to prevent aspirating the vomit. Suction again if necessary once vomiting has stopped




2i. Gastrostomy/ Nasogastric Tube (delete page if not applicable)
	My gastrostomy/Nasogastric tube is a: 

Size:

	The giving/ extension set I use is: 

	Clean the area by:


	I need these syringes to give my feed          Size                           Quantity
                                                                      Size                           Quantity

	Flush my tube with:                                    mls Before feed/medication
                                                                   mls After Medication
                                                                   mls After feed

	Feeding Regime:

	My feeding regimes included
	Bolus feed:	Yes / No
Machine feed: 	Yes / No

	The name and make of my machine is: 
The machines giving set should be changed at                      am/pm

	My daily feeding regime…
Time: specify am / pm
Type: bolus or machine
What: juice, nutrini, etc
Quantity: number of mls.
	Time
	Type
	What
	Quantity & Rate

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	My feeding regime is likely to change on a …………………..basis because…………………… In the instance of my regime changing my parents/guardians will inform staff.

	I am able / unable to have food orally… (If yes, detail amount of food and consistency or put in red and bold “see food section 3c”)

	I am able / unable to have drinks orally… (If yes, detail amount and type of cup or put in red and bold “see drink section 3c)

	I take my medication through my gastrostomy (delete if na)

	The following staff are trained to carry out this procedure:

	
	
	

	
	
	

	
	
	




Maintenance: (delete this page and next if child/young person is not gastrostomy fed – ensure you fill in the amounts below)

	Action
	Rationale

	Observe the stoma site for redness, bleeding, leakage, granulating tissue
	May be indications of infection or a malfunctioning tube

	Clean the stoma site daily with _____ or saline. Wear gloves for this
	To keep the site clean and dry and prevent spread of infection

	Observe for any vomiting or changes to stools
	May be a sign of intolerance of feed or contamination

	Flush with water before and after feeds as per the individuals regime
	To prevent blockages


 Administering  Feeds:

	Action
	Rationale

	Wipe down surfaces
	To prevent contamination

	Wash and dry hands thoroughly
	To prevent cross infection

	Collect feed and equipment
	To ensure a smooth un interrupted procedure

	Check the expiry date of the feed and if open how long for?
	To ensure feed in date

	Warm feed to room temperature
	To ensure feed is at a comfortable temperature for the child.

	Run the feed through the giving set. 
If it is a continuous feed that needs topping up attach the new feed to the current giving set. Providing the giving set has been in use for less than 24hrs.
Take care not to touch the parts that are being connected together.
	To prime line and prevent air bubbles
To prevent contamination and cross infection.

	Set the pump as per child’s feeding regime. Set the dose and rate. Clear volume unless continuing a feed.
	To ensure correct feed delivered for child’s individual requirements

	Prime the extension set for the gastrostomy.
	To prevent air bubbles

	Wash hands thoroughly, put on gloves
	To prevent cross infection

	Explain the procedure to the child. Talk to them throughout
	To prepare the child for the sensation of feeding. To allow the child to be part of the experience.

	Sit child as upright as possible
	To ensure comfortable delivery of feed. Reduce risk of aspirations and aid digestion. Allow for a more social feeding experience.

	Attach the extension set to the child’s gastrostomy. Line up the black lines and turn clockwise. Take care not to touch the connecting components.
	To ensure a secure fit
To prevent cross infection

	Flush the Gastrostomy feed with ____ml water.
	Ensure the gastrostomy is working and not blocked

	Administer any medications prescribed for this time
	To ensure all prescribed medications administered at correct times

	Flush with ____ml water
	To prevent coagulation and tube blockages

	Attach the prepared giving set/syringe and feed to the gastrostomy not touching the connecting components.
	To prevent cross infection

	Release the clamps on the giving set and child’s gastrostomy and press start.
	To ensure feed runs correctly

	When feed finishes re clamp.
	To ensure no air enters gastrostomy

	Wash hands thoroughly
	To prevent cross infection

	Disconnect the set taking care not touch connecting components
	To prevent cross infection

	Discard the giving set if used for 24hrs
	To prevent contamination

	Flush the gastrostomy with ____ml water
	To clear and prevent obstructions

	Disconnect the extension set taking care not to touch connecting components
	To prevent cross infection

	Wash the extension sets and syringes in warm soapy water. Air dry and store in an airtight container.
	To prevent cross infection




Troubleshooting:
	1.
	Blocked Tube: 
· Flush with water
· Attach a 50ml syringe and try push and pull technique
· Rotate and massage the tube between fingers
· Ensure clamps are undone
· Flush with 5ml carbonated water if available

	2.
	Vomiting:
· Stop feed
· Follow individual regime if advice given
· Consult parents
· Record and report 

	3.
	Bleeding:
· Keep site clean and dry
· Apply suitable dressing
· Record and report

	4.
	Aspiration:
· Stop feed
· First aid if required
· Record and report

	5.
	Tube comes out:
· Care staff cannot replace a gastrostomy tube
· Call parents/guardians
· If parent/guardian cannot come immediately to replace it the child must be taken to hospital.
· Cover the stoma site
· Retain old tube






3. Care & Social Needs

	3a. Care and Social Needs – Equipment

	I use the following equipment:  

	All the time:

	Indoors:

	Outdoors:





	3a. Care and Social Needs – Positions 

	These positions are helpful for me:  

	Lying:

Encourage me to:

Be aware of:


	Sitting:

Encourage me to:

Be aware of:


	Standing:

Encourage me to:

Be aware of:




	3a. Care and Social Needs – General Mobility

	Encourage me to:

The hand I favour is:


	3a. Care and Social Needs – Personal Care

	Help me with toileting by:


	I have/have not started menstruating 

I need this assistance/support:


	I have started to discover myself and may need private time:

You can help me by directing me to my bedroom and:

	Help me with washing by:
I prefer to have a bath / shower ?

	I can/can’t be left to independently bath/shower myself…
At home I bath independently (delete if na) / I need full and constant supervision
I need checking every …. minutes

	Help me with dressing by… 
 Encourage me to…


	Help me with brushing my teeth by …

Help me with brushing my hair by…  

Encourage me to… 










	3a. Care and Social Needs – Relationships

	I relate to other children:


	I relate to other adults:





	3a. Care and Social Needs – Fears / Anxieties

	I am fearful of:




	I may display these challenging behaviours: 




	You can help me by:








	3a. Care and Social Needs – Activities

	I really enjoy:





	I dislike:





	I go to these clubs: 




	
3a. Care and Social Needs – Religious / Cultural Observation

	I must /would
At home my family follow the _____ faith.
At Treetops I can have my religious needs met by:
(delete above 2 lines if na)

	(Festivals I can participate in)  I celebrate:


	(Festivals I cannot  participate in) I do not celebrate:


	I shouldn't:



	3b. Communication Profile

	I communicate by:

	I prefer you to communicate by:

	I must have access to:

	
This is how I…
	Method

	Gain attention:
	

	Request food or drink:
	

	Request toilet:
	

	Indicate Yes:
	

	Indicate No:
	

	Greet you:
	

	Requesting help:
	

	Show illness or pain:
	

	Show anger:
	

	Show fear:
	

	Show happiness:
	

	Show tiredness:
	

	Indicate choice:
	




All About Me: <Child’s Name>
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	WHITE LODGE
BEHAVIOUR STRATEGIES PLAN
Date Created:
Review date:

Childs Name:					 DOB:                AGE 

	Pen Picture:
Physical Description



Diagnosis



Characteristics 



Language


Staffing levels



	Scenario
	Strategy
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White Lodge
Risk Assessment for Restrictive Physical Interventions

Must be completed and appended to the young person’s All About Me

Name of young person: 	 				DOB:					Service:
	Description of behaviour
	Situation in which behaviour occurs
	Injuries or potential harm
	Who is at risk
	Early intervention
	Planned Restrictive physical intervention (if any)
	Risk level reduced to acceptable level (yes or no )

	


	
	
	
	See attached behaviour Strategies plan
	If child is unable to calm then a low/medium/high positive option hold sitting on a chair or against a wall will be needed to calm him. 




	  Yes

 



Names of those preparing risk assessment:

Signatures:

Service Coordinator:											Date:


Parent:													Review:
All About Me: <Child’s Name>
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3c. Mealtime Guidelines – Positioning and Utensils

	I sit at the table/in my wheelchair /other (delete na)

	The types of cup, plate, bowl and cutlery I use are: 


	To protect my clothing I use a bib (delete row if na)



	3c. Mealtime Guidelines – Food

	My food must be:



	I really like to eat:


I dislike:


I must not eat: (red and bold any allergies/medical food requirements)


	I really like to drink:

I am/am not allowed fizzy drinks.

I must not drink:


	I am allergic to: 





	3c. Mealtime Guidelines – Assistance

	Help me by:



	Encourage me to:



	Be aware that:



	3d. Bed Time Routine – Sleep Pattern

	I go to bed at:
(school night different to weekend?)


	In bed I wear:

	My favourite bed time songs/stories are:

My favourite toy to take to bed is…


	My sleeping position: 

I use a sleep system / I will make myself comfortable / I need repositioning
(delete NA)


	During the night I:


	You can help me settle by:


	I usually wake up at…

If I am not awake by ____ please wake me up (delete if na)



	3d. Bed Time Routine – Bedroom

	I like my bedroom to have…	Light on / Light off
	Door open / Door closed    (delete NA)

	I sleep in a…	Cot / Bed / Low mattress  (delete NA)

	When staying at Treetops I will sleep in room: 

I will / won’t have the sides of the bed up:

I will / won’t have padding on the sides of the bed:

I would be happy to sleep in Bed 5 with the doors open so it is not restrictive if this is necessary (delete if na)
As I sleep in a high sided bed I have a Bed Risk Assessment completed (insert completed bed risk assessment here) delete if na



 Section 4: Summary of Moving and Handling Risk Reduction Guidelines

Name:                                  		DOB:			Height:               	Weight:             	 
Disability: 				Hoist:				Sling:
Identified Risk– 
Training - All employees supporting this individual must receive specialist Moving & Handling induction training with ongoing input thereafter as required
	

Task/Transfer
	Number of people
Required to perform
Transfer
This assumes a level of
Fitness appropriate to the
task
	
SAFE SYSTEM OF WORK
Methods/Equipment in place to REDUCE handling risks

	


Wheelchair
(Type)



	
	

	

	


School Chair



	


	

	


Standing Frame



	

	




	

Dressing and Undressing


	
	

	

Change bed


	
	

	

Toilet


	
	

	


On/Off the Floor




	
	

	


Hydro Pool


	
	

	

Transport


	
	

	

Fire Evacuation


	
	

	

Assisted Walking

 
	
	

	

Outside area 


	
	 

	
Bath/Shower
	
	

	

Sit to Stand

	
	

	Other Considerations
Outings




	
	

	Proposed review date
	Reviewed by Coordinator - signature

	
Completed by:

Date:

	 











Name:                                                                                       Demonstration photos: 
Completed by:                                                                                   Date: 
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4b. White Lodge Pool Risk Assessment – Shallow 0.62M	Depth 1.1M
	I need this help to get changed...


	I wear Swimming nappies        Yes	   No
I need support to get dressed/ undressed        Yes       No
I need support to access the shower       Yes       No
I need support to access the changing room       Yes       No
I need support to get in and out of the pool         Yes       No

	If yes please give details of all support needed….










	I have a condition that may affact me in the pool(i.e heart or respiritory problems)       
 Yes         If yes please give details.

NO



	I use a wheelchair, please hoist me using this the colour on my slings (delete this box if not relevant) 

	I need this level of support in the pool- (staff: child) 
(please identify)  NOT 1:1      1:1      2:1     	
White Lodge Pool – Shallow 0.62M	Depth 1.1M

	 I use	swimming aids e.g armbands, body jackets ect.      Yes       No
If yes please give details (parents to supply)

	I am an independent swimmer     	Yes         No

	Whenever I use a swimming pool my carers need to be aware of the following risks: (delete any risks na)
· Pool Depth
· wet floor increasing the risk of slips and falls by carer
· undertaking tasks in awkward or tight space.
· potential for hoist to fail
· low narrow changing benches  
· potential for seizure in pool
· wet surfaces and bare feet a combination of which increases the likelihood of slipping
· unclothed bodies and hard surfaces which increase the likelihood of injury if slips or trips occur
· collision with other swimmers leading to injury/distress
· shallow water areas where diving by unskilled persons may lead to injuries of a serious nature

	  Level of risk involved –   Low/Medium/High
Risks can be reduced by: 
· ensure straps on pool chair used appropriately
· carers to check service sticker on hoist system is in date
· young person not to be left unsupervised on changing bench
· carers have manual handling training
· make pool staff aware that young person has epilepsy.  
· store emergency meds in a bag close to pool
· alert poolside staff immediately if seizure occurs and support young persons head above water
· ensure staff trained in the use of the recovery board
· remind young person not to run and to use steps into the pool and to be aware of others. 
· ensure young person is supervised at all times.
    

















4c. Transport Risk Assessment

Please note that from the 18th Sept 06 for children under 135 cms in height (who are also under 12 years of age) a booster seat (or appropriate car seat) must be used to conform with legislation for use in PRIVATE vehicles only. (This does NOT include MINI buses).
Nursery & Children’s Therapy Team using minibus may choose appropriate seat – Group one (9-18kgs requires 5 point harness), Group 2 (15-25kgs requires 3 point seatbelt across child) and Booster Cushion 22 – 36kgs. 

Minibus Assessment
	Help me get on to the minibus by..

	Once on the minibus I sit;  
               Booster seat, provided by parents (Must check with Coordinator on suitability)
               Wheelchair
               Directly on the minibus seat
               Sit alone / with friends
              With staff member

	If I travel in my own wheelchair on the bus the type of wheelchair is:

If I travel in my own wheelchair the restraints required for the chair are:
-My integral wheelchair harness/lap belt
-buckle straps to front anchor points on my chair
-ratchet tension straps to rear anchor points on my chair – tensioned with the brakes off
-Mini bus – I must wear vehicles independent additional five point harness tightened once wheelchair secure 
-MPV – the chair must be secured as above and the vehicles three point seat belt used to secure young person once chair is secured

The restraints are to be attached to lashing points on the base of the wheelchair

 It is the driver’s responsibility to ensure all passengers are secure

	The place I must or like to sit is:

	The seatbelt I use is… 
               a regular seatbelt
               a Houdini harness and regular seat belt (parents must provide this)
               N/A (as in wheelchair)

	Be aware that…

	These things help to distract me if I become bored or upset…


	Risk associated with assisting me onto the minibus and into my seat
(delete any risks that are na)
· Slippery surface, restricted space, slips, trips and falls
· Crush and entrapment injuries to staff
· Carers pushing, pulling, twisting and stooping.
· Crush and/or entrapment injuries to staff
Control measures
· Ensure Wheelchair is in good working order prior to use
· Take measures to avoid twisting and stooping whilst securing wheelchair
· Staff to have appropriate training on wheelchair clamping for mini bus
· Staff to wear appropriate clothing and footwear for all conditions
· Staff complete Manual Handling Training
· Gangways to be kept clear
· Care taken in icy or wet weather
· Ensure ramps are stowed appropriately and any unused fixings secured prior to closing doors
Referral to manual Handling Advisor if specific advice required



Car Assessment
	Help me get into the car by…

	Once in the car I sit;  
               Car seat group 1 (9-18kgs)
               Car seat group 2 (15-25kgs)
               Car seat group 3 (22-36 kgs)
               Booster seat
               Wheelchair
               Directly on the minibus seat

	I am allowed to sit in the front seat of a car          Yes      No     
    

I am not allowed to sit in the front seat of a car because: 
    I will open the front door    

    I will play with the gears 

    I pose a risk to the driver 

	The seatbelt I use is… 
               a regular seatbelt
               a Houdini harness and regular seat belt (parents must provide this)
               N/A (as in wheelchair)

	These things help to distract me if I become bored or upset…



4d. PERSONAL EMERGENCY EVACUATION PLAN

	Name:
	



	Disabilities affecting evacuation

	Visual impairment
	 any rows applicable

	Sensory impairment
	Delete any rows na

	Mobility 
	

	Other
	

	If other please state
	

	Methods of assistance
Please add a brief description eg transfer procedures, methods of guidance
	

	The following equipment or assistance is required in the event of an evacuation. Please tick

	Wheelchair
	 any rows applicable

	Hoist/sling
	Delete any rows na

	Assisted person lift
	

	No equipment/assistance needed
	

	Means of communication
	

	Other – please identify

	

	Evacuation procedure eg a step by step account beginning with the first alarm






	

	Safe route(s)
Day:

	

	PEEP reviewed (date):
	


	Key worker:
	


	Parent (name):
	









5a. Consent
1. I give my consent for White Lodge to keep reports, medical information and any other relevant information concerning my child in written format or data records in a secure filing system on site, at a leisure activity or at my house.  I accept that White Lodge will only breach confidentiality when it would be against the law not to do so.
2. I give my consent for this All About Me document to be shared with White Lodge staff working with my child.
3. I agree that personal information about my child may be shared on a need to know basis with professionals working in other agencies including Health Care, Educational and Social Care Professionals, Ofsted, CQC and the independent visitor (Regulation 44) if necessary / requested.
4. I give consent for the administration of basic first aid.
5. I give my consent for my child to be taken to hospital in an emergency and give my consent for the administration of any emergency medical treatment in the event that I am unable to be contacted.
6. I give my consent for the White Lodge Nursery/Therapy team to assess and provide a therapeutic programme including a number of recognised treatment approaches (Nursery / Therapy) only.
7. I give my consent for SERVICE to request and keep copies of my child’s EHCP/Statement of Education Need and their Social careplan (if relevant).
8. I give my consent for records and other information about my child, including this document, to be shared with local authorities/health who have commissioned this service.
5b. Permissions
	I give permission for my child to take part in outings and any relevant information relating to my child to be taken off site with them.
	Yes / No

	I give permission for my child to go swimming.
	Yes / No

	I give permission for my child to have his/her face painted.
	Yes / No

	I give permission for staff to apply sun cream that I have provided.
	Yes / No

	I give permission for staff to administer Calpol.
	Yes / No

	I give permission for my child's clothing to be washed. 
	Yes / No

	I give permission for my child's nails to be cut. 
	Yes / No

	I give permission for my child to watch films rated PG.
	Yes / No

	I have agreed for my child to have medication at specific times and I will notify White Lodge of any changes to this. 
	Yes / No

	I give permission for my child to have their nails painted if they wish.
	Yes / No

	I give my permission for my child to use the internet.
	Yes / No

	I give permission for my child’s photographs/DVD to be used in EYFS record keeping. This may mean their image could be included in group situations and therefore may appear in another child’s records. (Nursery only)
	Yes / No

	I give permission for my child to use the Treetops computers without 1:1 supervision (get parent to sign the e-safety policy in the office regardless of yes or no – then delete this instruction)
	Yes / No


I agree to the consent and permissions listed above in sections 5a and 5b.

Name:					Signature:					Date

Please refer to consent form for Photographs & WL marketing (CHYPS / Children’s Files / Marketing Consent) ask parent / carer to complete. Return to Marketing / Fundraising Team.

I give consent for my child’s photo to be taken whilst they are attending Services delivered by White Lodge e.g. Saturday Club / Tardis / Jets


Yes					NO

. 
SIGNATURE SHEET
for ALL relevant sections within the All About Me document

Original Document:	Original document compiled by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

1st Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

2nd  Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

3rd  Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

4th  Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

5th Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

6th   Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

7th Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	

8th   Review	Review undertaken by:
Parent / Guardian	…………………………………………….……	Date	……………………………
On behalf of the family
Prime Contact		…………………………………………….……	Date	……………………………
1st Review due on	                            …………………………………….……	


All About Me: <Child’s Name>
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