
Manual Handling Risk Assessment Form
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Client’s Name:


Diagnosis/Disability:


Date of Birth: 


Does this person need assistance with their moving?  Yes

 Now complete the











 rest of the form
 No
 Sign and date the form

Weight (if known):

Person’s ability to weight-bear Explain

Person’s ability to assist Explain

Any history of Falls If yes, please give details         

               Risk of Falls  Please tick    



Comprehension/compliance   e.g. understanding, behaviour, co-operation etc.  Give details

Person’s wishes list any preferences stated by the person or family members


Handling constraints  e.g.  pain, skin condition, incontinence, spasm, disabilities, weakness, medication

Environmental Constraints    e.g. steps, space, slopes, width of doorways


Equipment available 

Does the person require any unusual capability from the support staff e.g. strength, skill, higher level of training


Individual Carers  any health problems, issues affecting their ability to carry out handling tasks

Manual Handling Plan

	Handling Situation    
	Risks Factors
	No of Staff
	Equipment
	Method or Technique

	Transfers – 

bed to chair


	
	
	
	

	Transfers – 

chair to chair


	
	
	
	

	Transfers – car to chair


	
	
	
	

	Toileting


	
	
	
	

	Moving in the bed


	
	
	
	

	Chair to floor


	
	
	
	

	Other


	
	
	
	


Notes:
Present at the Assessment:

Assessed by: 






Date: 
Proposed review: 
Agreed Date:__________________
	I have read and understand the instructions in the handling plan (if I don’t understand I will ask for help)

	Name of Carer
	Signature

	
	


Reviews:

Please list any changes in the client’s condition. List any new handling situations that are considered to be a risk, and the methods used.
Date
    New Handling Situations
Equipment & Methods used   Signed


















(

















Please


tick























High	   Med   Low





		    





















































 









Signed (assessor): 
Date:

