APPENDIX D.2 
LINCOLNSHIRE INTER-AGENCY MOVING AND HANDLING GROUP

CHILDREN/YOUNG PEOPLE’S MOVING AND HANDLING ASSESSMENT 
	PERSON’S DETAILS
	ASSESSOR DETAILS

	Name
	NHS No
	D.O.B.
	Name
CC

	
	ICS No


	
	

	Location e.g. Home address/School/Respite 

	Designation



	
	Signature

	Height
	Weight
	Assessment date(s)


	Review Date

	Details of other people involved in the moving and handling assessment

	Name
	Designation
	Signature

	
	
	

	
	
	

	PART 1 - CHECKLIST OF HANDLING TASKS

	TASK
	CAN THE PERSON PERFORM THESE TASKS INDEPENDENTLY?

	
	YES
	NO
	VARIABLE
	NA
	COMMENTS

	ROLLING IN BED
	
	
	
	
	

	LYING TO SITTING IN BED
	
	
	
	
	

	REPOSITIONING UP BED
	
	
	
	
	

	GETTING INTO BED/OUT OF BED
	
	
	
	
	

	GETTING ON/OFF A CHANGING BED
	
	
	
	
	

	STANDING (  SITTING (wheelchair)
	
	
	
	
	

	STANDING (  SITTING (chair)
	
	
	
	
	

	STANDING (  SITTING (bed)
	
	
	
	
	

	STANDING
	
	
	
	
	

	IN/OUT STANDER
	
	
	
	
	

	WALKING
	
	
	
	
	

	IN/OUT WALKER
	
	
	
	
	

	LOWERING TO THE FLOOR
	
	
	
	
	

	RAISING FROM THE FLOOR
	
	
	
	
	

	STAIRS
	
	
	
	
	

	STEPS
	
	
	
	
	

	IN BATH/SHOWER
	
	
	
	
	

	OUT BATH/SHOWER
	
	
	
	
	

	ON TOILET/TOILETTING CHAIR
	
	
	
	
	

	OFF TOILET/TOILETTING CHAIR
	
	
	
	
	

	IN/OUT OF CAR
	
	
	
	
	

	ON/OFF TRANSPORT 
	
	
	
	
	

	IN/OUT OF SENSORY ROOM
	
	
	
	
	

	REPOSITIONING SELF ON CHAIR 
	
	
	
	
	

	MANOUEVERING WHEELCHAIR
	
	
	
	
	

	OTHER TASKS – SPECIFY
	
	
	
	
	

	IS THERE A HISTORY OF FALLS?                                                                                                        YES/NO  (PLEASE CIRCLE)

IF YES, PLEASE GIVE DETAILS BELOW INCLUDING CAUSATIVE FACTORS IF KNOWN.

	PART 2 OF THE ASSESSMENT MUST NOW BE COMPLETED IF THE PERSON IS NOT INDEPENDENT IN ALL HANDLING TASKS

           PART 2 COMPLETED ? ( Please tick )               YES                           NO     
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	CHILDREN/YOUNG PEOPLE’S MOVING AND HANDLING ASSESSMENT – PART 2



	      Person’s  Name   ……………………………………………   NHS No  …………………..………

 

	      D.O.B  …………………………………………………….  ICS No  ………….……………………..



	Details of relevant medical condition/diagnosis

	 

 

 

	Details of any moving and handling hazards in relation to the person’s physical condition e.g.

poor balance, pain in joints, muscle weakness.



	Details of any mobility equipment, aids and appliances that the person uses e.g. walking aids, 

wheelchair etc.



	Details of any moving and handling hazards related to communication, comprehension or 

behaviour e.g. impaired hearing, poor vision, unpredictability. 

 

	Person’s (or their representative) wishes and opinions.



	Do informal carers have physical limitations or medical problems which may affect their ability to

perform moving and handling?                                                               YES  / NO / NA  (Please circle)

  If YES please specify:



	

	Assessment Date   ……………………………  Assessor’s Signature……………………..………… 
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	Identify any problems relating to moving and handling and the environment

	

	Recommendations to improve the environment following the assessment

	

	Is there any equipment required to safely perform any of the tasks? (please circle )     YES       NO                      

If YES, give details below.



	Equipment needed
	Where to be obtained
	Date requested & by whom
	Equipment received
Sign and date
	Any other actions required

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Additional comments/Action required





Assessor’s Signature………………………………………………………….
Assessment Date ……………………………………………………………..
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MOVING AND HANDLING PLAN
                 Sheet No .…… of………
Person’s Name  …………………………  D.O.B  …………..…………  NHS No ………………………  ICS No ……………….
	Task Description
	Details of movement method to be used including equipment and techniques
	No of people
(state desigination) 
	Task duration and frequency
	Assessors signature and date

	
	
	
	
	


  Information on this form should be used a guidance and each situation must still be assessed in case there are changes with the person or handling situation

Handling Plan Review Date…………………..
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PROBLEMS/DEFICIENCIES SHEET                        Sheet No .…… of……….
Person’s Name  …………………………  D.O.B  …………..…………  NHS No ………………………  ICS No ……………….
	Details of remaining


problems/deficiencies
	Action/measures needed
	Person reported to
	Reported by

(sign & date)
	Date resolved

(sign & date)
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REVIEW SHEET                                  Sheet No .…… of……….
Person’s Name  …………………………  D.O.B  …………..…………  NHS No ………………………  ICS No ……………….
	DATE OF REVIEW


	REVIEWED BY
	OUTCOME OF REVIEW

INCLUDING DETAILS OF ANY SIGNIFICANT CHANGES
	ASSESSORS

SIGNATURE

	
	
	
	


   IN SITUATIONS WHERE MAJOR CHANGES HAVE OCCURRED TO THE PERSON OR HANDLING SITUATION A NEW ASSESSMENT/HANDLING PLAN MUST BE
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Assessment Review Date








