This Participant Risk Assessment Form is designed to identify, assess, and manage potential risks that  may impact the participant’s safety, well-being, or ability to achieve their goals. By completing this form,  aims to ensure that appropriate strategies and supports are in place to mitigate risks and promote a safe and inclusive environment for the participant.
Instructions — All blank spaces and boxes are to be utilised:	✔	Worker Name	Example Worker Name		Other Involvement	

a) Please tick all applicable options.
b) Please enter the required* names, dates, and details in these spaces.

Please be guided by[image: Table
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this Risk Matrix:




PARTICIPANT RISK ASSESSMENT FORM


Participant Risk Assessment Form – Version 1 PAGE   \* MERGEFORMAT 2



[Date]



ASSESSOR INFORMATION*
Full Name		Date Completed	
Position		Date of Review	
Involvement	[detail reason if participant was not involved in the completion of this form]	 ✔ — Participant	 ✔ — Tick to Identify Worker	 ✔ — Tick to Identify Other Person (if applicable)
		Present		Key Worker Name			Other Person Name	
		Unable	
		Declined	



	PARTICIPANT INFORMATION*



PERSONAL INFORMATION
Given Name		Last Name	
Preferred Name		Date of Birth	
Current Address	
Contact Details	 ✔ — Tick Preferred Contact Method
		Mobile/Phone			Email Address	
Contact Name		Relationship	
Emergency Nos.	Main Contact No.		2nd Emergency No.	
Contact Name		Relationship	


REQUIREMENTS / PREFERENCES
e.g. requires COVID-19 vaccination for workers, translator, walker, hearing aid, iPad for communication, dietary restrictions, strict or important traditions, no short hair for female workers, etc.
Physical Contact	
Physical Mobility	
Language(s)	
Communication(s)	
Belief(s)	
Culture(s)	
Support Worker(s)	 ✔ — Tick the Preferred Worker
		Female		Male		Any (participant has no particular preference for workers)
Support Worker Required Specification(s) (if any)	


PRIMARY CARER / GUARDIAN
Support Arrangement	 ✔ — Tick the Current Support Arrangement
		Primary Carer		Sole Carer		Participant Lives Alone		[provide details of setup]	
First Name			
Last Name			
Mobile/Phone		Notes (if any)	
Email Address			
Visit Frequency			



PARTICIPANT RISK ASSESSMENT AND MANAGEMENT
	Participant Support Plan [✔ — Tick if the Support Plan has been completed in conjunction with this Risk Assessment Form]


DAILY PERSONAL ACTIVITIES SUPPORT RISK STRATEGIES*
Please tick all applicable risk items.
Support	Support Description	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	Solution
Physical Contact	No regular face-to-face contact with other providers				
	Limited or irregular face-to-face contact with relatives, friends, or other people				
	Limited or irregular face-to-face contact with the community				
	Requires COVID-19 vaccination before contact or commencement of support				
Physical Mobility	Relies on other people to be physically mobile or to facilitate their physical mobility				
	Uses equipment to enable them to be physically mobile or to facilitate their physical mobility				
Communication(s)	Limited or no ability to communicate without the assistance of another person the participant				
	Uses equipment to enable or facilitate communication with others, including to enable or facilitate the use of a phone or other device				
Belief(s) or Culture(s)	Violation of traditions or beliefs				
	No space, facility, or agency to accommodate belief or culture requirement				
Support Worker	Unavailable preferred support worker due to unforeseen circumstances				
	Change of support worker(s) especially primary carers				
	Changes in appearance of support worker(s)				



CURRENT MEDICAL CONDITION RISK STRATEGIES
Please skip this section if not applicable.
Condition	Treatment
No.	Specify	[include allrgery(ies)]	Risk Description	(e.g. falls and trips)	Impact Description	(e.g. injury)	Specify	(e.g. medication)	Effects	Next Action	(Maintain / Review)
1						
2						
3						
4						
5						


MEALTIME
Please skip this section if not applicable.
	Mealtime Management Plan [✔ — Tick if the Mealtime Management Plan has been completed]
No.	Concern	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. asphyxia)	Current Treatment
1	Food allergies				
2	Swallowing difficulty				
3	Choking on food				
4	Posture and positioning				
5	Dehydration				
6	Specialised diet				
7	Enteral feeds – Plus oral intake				
8	Enteral feeds – NIL by mouth				
9	Texture modified diet				
10	Thickened fluids				
11	Overnight feeds required				
12	Food refusal				
13	Modified utensils or equipment				
14	Behaviour related to eating or drinking				
15	Pica (eating non-food items)				



OTHER CONDITIONS
Please skip this section if not applicable.
	Wound Care Plan [✔ — Tick if the Wound Care Plan has been completed]
No.	Concern	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. infection)	Current Treatment
1	Fractures, cuts				
2	Bruising, abrasions				
3	Teeth and gum conditions				
4	Skin irritation and breakdown				
5	Incontinence				
No.	Other Risk(s)	Risk	Risk Rating	Impact Description	Current Treatment
6					
7					
8					
9					
10					



CURRENT MENTAL DISORDER RISK STRATEGIES
Please skip this section if not applicable.
Disorder	Treatment
No.	Specify	[include paranoia]	Risk Description	(e.g. absconding)	Impact Description	(e.g. missing)	Specify	(e.g. medication)	Effects	Next Action	(Maintain / Review)
1						
2						
3						
4						
5						


CHALLENGING BEHAVIOURS
Please skip this section if not applicable.
	Behaviour Support Plan / Interim Behaviour Support Plan [✔ — Tick if the Interim / Behaviour Support Plan has been completed]
No.	Behaviour	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. fire risk)	Current Treatment
1	Verbal threats/actions to others				
2	Physical threats/actions to others				
3	Self-inflicted				
4	Absconding				
5	Impulsive/agitated				
6	Mouthing/eating inedibles				
7	Unwilling to follow instructions				
8	Overtly loud or noisy				
9	Impacting other participant(s)				
10	Collecting/hoarding items				
No.	Other Challenging Behaviour(s)	Risk	Risk Rating	Impact Description	Current Treatment
11	Drugs				
12	Medication misuse				
13	Alcohol				
14	Smoking				
15					



ENVIRONMENTAL RISK STRATEGIES*
	Participant Safe Environment Risk Assessment Form [✔ — Tick if the Safe Environment Risk Assessment has been completed]
No.	Concern	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. fire risk)	Current Treatment
1	Electrocution				
2	Fire lighting, flammables				
3	Smoking (e.g. in bed)				
4	Sharps/knives/weapons				
5	Poisons				
6	Water hazard/bathing				
7	Sun exposure				
8	Wandering, absconding				
9	Traffic (roads and rail)				
10	Travel (private/public transport)				
No.	Other Environmental Risk(s)	Risk	Risk Rating	Impact Description	Current Treatment
11					
12					
13					
14					
15					



SOCIAL RISK STRATEGIES*
No.	Concern	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. self-harm)	Current Treatment
1	Exploitation				
2	Unsafe sex				
3	Physical abuse/threats				
4	Verbal abuse/threats				
5	Harassment/stalking				
6	Emotional abuse				
7	Sexual abuse/threats				
8	Neglect				
9	Use of projectiles or weapons				
10	Property damage				
11	Harm to animals				
12	Domestic violence				
13	Criminal/illegal behaviour				
14	Social isolation				
15	Lack of informal supports				
16	Strangers				
17	Anti-social peers				
18	Other housemates				
19	Other visitors to home				
20	Family and carers				
21	Discrimination				
22	Homelessness				
23	Leaving care				
No.	Other Social Risk(s)	Risk	Risk Rating	Impact Description	Current Treatment
24					
25					



FINANCIAL RISK STRATEGIES*
No.	Concern	Risk	(✔)	Risk Rating	(Low / Medium / High)	Impact Description	(e.g. lack of budget)	Current Treatment
1	Low income				
2	Limited understanding of money				
3	Challenges developing and sticking to a budget				
4	Vulnerable to financial	exploitation				
5	Losing wallet/purse/bag				
6	Debt				
7	Gambling				
No.	Other Environmental Risk(s)	Risk	Risk Rating	Impact Description	Current Treatment
8					
9					
10					



HIGH RISK STRATEGIES*
Please list here all the identified high risk items from the previous sections above.
No.	Risk Category	(i.e. behavioural, social, etc.)	Risk Item	Impact Description	Current Treatment	Reporting Status	(Complete / Incomplete)
1					
2					
3					
4					
5					
6					
7					
8					
9					
10					



PARTICIPANT HISTORY*
Please ensure that all current issues here have been identified in the previous sections.
No.	Disclosure	Current Issue	(Yes / No)	Comments
1	Has the participant ever exercised force, towards any person including a caregiver that caused or could have caused injury?		
2	Does the participant smoke/vape or have a history of smoking/vaping?		
3	Does the participant have a history with substance abuse (illicit drugs/alcohol)?		
4	Does the participant have a record of previous accidents, falls, or injuries?		
5	Does the participant have a history of any significant bodily injury?		
6	Does the participant have significant past challenges with language barriers or miscommunication?		
7	Does the participant have past issues with managing personal finances?		
8	Does the participant have past challenges with accessibility or safety in the home environment?		
9	Does the participant have a history of relocation or frequent changes in living situations affecting stability?		
10	Does the participant have a history of frequent missed appointments?		
11	Does the participant have a history of declining to follow medical advice?		
12	Does the participant have a history of refusing to take medication?		
13	Does the participant have a history of infectious disease diagnosis?		



CONTINUITY OF SUPPORTS*
✔ — Tick if the plans and equipment below have been completed and prepared
	Personal Emergency Preparation Plan		Acute Resuscitation Plan (ARP) (if applicable)
	Emergency and Disaster Management Plan (House/Group)		Resuscitate		Do Not Resuscitate
	COVID-19 Safety Plan
	Personal Protective Equipment (PPE) [specify inclusions]	
	Support Equipment [specify for mobility, comms, etc.]	
How has the participant informed about ’s continuity of supports procedures? Identify all efforts below.

To what degree does the participant rely on our services? Explain below.

How would the participants’ health and safety be impacted if their service was disrupted? Explain below.




ASSESSMENT REVIEW HISTORY*
Are further reviews required?	If YES, please provide details below.	If NO, please skip this part.

Record of Subsequent Assessments
Assessment Date	Assessor Name	Summary of Changes
		
		
		
		
		
		
		
		



	ACKNOWLEDGEMENT DETAILS*



PARTICIPANT OR REPRESENTATIVE'S CONSENT
I consent to my information being shared with  for the purposes of referral, service delivery, and inclusion in de-identified data reporting. I understand that my personal information will be handled in accordance with applicable privacy laws and will only be used to support the provision of services and improve outcomes. De-identified data will be used solely for reporting, research, or service improvement purposes, ensuring my identity remains confidential.
		
Participant or Representative’s Full Name	Signature	Date Signed


ASSESSOR’S STATEMENT
I confirm that this Participant Risk Assessment has been completed with accuracy, objectivity, and respect for the participant's rights, needs, and preferences. All identified risks and proposed mitigation strategies have been documented impartially with the best interest of the participant in mind.
		
Assessor’s Full Name	Signature	Date Signed
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