Assessment of Mental Capacity Form

This form should be completed by an appropriate professional from Health or Social Care where there is concern that a person may lack capacity to make a specific decision at the time it needs to be made. (Ref. The Mental Capacity Act 2005)

Date:



____________

Name and Address:
__________________________

NHS No:


____________

____________________________________________

Social Services Person no:
____________

Postcode:
_______________________________

	1. Fair Processing of Information

	The person must be made aware that the information will be held securely, kept in confidence and used only in their best interest to identify suitable health and social care services. 

Disclosure to any third party must comply with the Data Protection Act 1998 and have the subject’s agreement if they have the capacity to consent. See consent section on the final page. 


	2. Current Diagnosis 

	Dementia

(

Stroke


(

Other comments __________________

Psychotic Illness
(

Acquired brain injury 
(

________________________________

Learning disabilities
(

Alcohol/drug problem
(

________________________________

Depression

(

Others


(

________________________________


	3. Decision

	Full details of the issue on which a decision is required (Note that capacity is decision specific and if there are several issues to be decided, each one must be considered separately.)
	


	4. Mental Capacity 

	On what basis is the capacity of the person to make his/her own decision in doubt?
	

	Is the person

	Able to understand the information relevant to the decision?
	

	Able to retain the information?
	

	Able to use the information in the process of making the decision? (i.e. weigh up the pro’s and con’s)
	

	Able to communicate their decision (by any means)
	


	5. Support

	What support or help has been offered or provided in order to help the person make his or her own decision?
	


	6. Are there any other issues for consideration?

	


	7. Conclusions

	What is the present conclusion regarding the person’s capacity to make the specific decision described above?


	[  ]  The person has the mental capacity to make the decision

[  ]  The person lacks the mental capacity (at this time) to make the decision


To be completed following the decision surrounding Capacity (this may be referred back to Decision Maker)

	8. Action Plan where person lacks capacity

	What action(s) are necessary to enable the decision to be made on behalf of the person who lacks capacity?

Tick statement(s) that apply and add any comments underneath the statement

	( The person has made a ‘valid and applicable’ advance decision/statement which confirms his/her decision

Comments: 



	( The decision does not need to be made at this time as it is felt that the person will regain/develop their capacity at a future date and the decision can wait until this happens. A review date will be recorded in the person’s care-plan.

Comments: 



	( There is somebody registered with the ’Court of Protection’ who is legally able to make the decision on behalf of the person (i.e. LPA Lasting Power of Attorney or a deputy appointed by the court) This person is legally required to act in the persons ‘best interests’.

Comments:



	( A ‘Best Interests’ decision needs to be made but it does not require a full meeting. A written record of the decision made and who was involved will be detailed in the person’s care-plan/records.
OR

( A ‘Best Interests Meeting’ needs to be held as the decision to be made is significant (e.g. the provision of medical treatment or social care). A ‘Decision Maker’ will be identified and an IMCA (Independent Mental Capacity Advocate) instructed if appropriate. 

Comments: 



	( Other (please describe)

Comments: 




	9. Assessment Completed by:

	Name
	Job Title
	Organisation
	Contact No.
	Signature
	Date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	10. Consent to Information Sharing

	I agree that information may be used for the purpose described in the Fair Processing Statement

Signature:                                                                                                       Date:



	If the person does not have the capacity to consent, then please tick this box (
Comments:
Assessor’s Signature:                                                                                   Date:
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