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   Working with our partners for a healthier Brent
 

 

 Family Health Assessment

 

	 

There are many areas of everyday life that can affect the health of you and your family.  I would like to ask you some questions to find out if there are any areas where you and your family can benefit from additional help and support.  Some of the questions asked may be about sensitive issues.  You do not have to answer them if you don’t want to, however you can discuss them at any other time if you wish to.

 


 

Client agreement to complete assessment. ( Yes       ( no 
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1.  
The NHS provides services to meet your health care needs. What are your views on these services?

 

	 

 

 

 

 

 


 

 

2.
How would you describe the physical and/or emotional health needs of you and your family?

 

	 

 

 

 

 

 


 

 

3.How supportive are your family and friends to you?

 

	 

 

 

 

 

 


 

 

4.Do you have any serious financial worries?

 

	 

 

 

 

 

 


 

 

 

5.How comfortable are you in your housing/neighbourhood?

 

	 

 

 

 

 

 


 

 

6.
Do you have any concerns about the use of tobacco, alcohol or any other drugs within the family?

 

	 

 

 

 

 

 


 

 

7. Have you experienced stressful life events that affect you or your family? e.g.

· Childbirth

· Childhood experiences

· Abuse

· Domestic violence

· Crime

· Persecution

· Death of someone close

 

 

 

8.How would you describe relationships within your family?

 

	 

 

 

 

 

 


 

 

 

9.How do you and your partner feel about being a parent? 

 

	 

 

 

 

 

 


 

 

10.Do you have anything else you would like to discuss?

 

	 

 

 

 

 

 


 

 

11 H/V comments.

 

 

 

 

 

 

 

 

 

 

  

 

 

 

Health visitor’s signature…………………………………..  Print Name…………………………….

 

Client’s signature (optional)….……………………………………………………………………….

 

Date ………………………………………………………..
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