
 

 
Stress 

 

Self-image 

 

Sleep 

 

Dental 

Care 

Smoking 

 

Alcohol 

 

Exercise 

 

Diet 

Medication 

 

Drug use 

 

Name: ………………………………………………………. 

Date: ………………………………………………………. 

Self Harm 

 

Injections 

 

How important are these things to you? Please mark each section on a scale of 1-10? 

Not Important = 1, Very Important = 10 

Sexual 

Health 

 

Anger 

 

Physical 

Health 

 

 

Vision 

 

What do you want to change? 

Health Needs Identification Tool 

What shall we talk about? 

 

 

Looked After Children Team 

Westmead Clinic, West Mead, South Ruislip, 

Middx HA4 0TN              Tel: 01895 488860 


