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Medical Assessment Form (MAF)

	
	CONFIDENTIAL

To be completed by qualified medical professional.
Please read the Guidance Notes for instructions on how to fill this form.


	


	Date:
	     /      / 
	Place:
	
	Initial MAF?
	Yes ( No (

	
	   dd      mm        yyyy
	
	
	
	

	Name of examiner:
	
	Date of previous MAF:
	     /      / 

	
	
	
	   dd      mm        yyyy

	


	1  Patient Information
	

	Family name:

Given name(s):

Date of birth:

     /      / 

Age:

Sex:

Male (  Female (
   dd      mm        yyyy
UNHCR Reg. №:

Country of origin:

Country of asylum:

Current Location/ Address:

Contact:

Tel:


	Attach photograph of patient

	


2  Medical History
2.1 Previously Diagnosed Medical Conditions
	Please tick from list or record any noteworthy medical conditions

	Cardiovascular (excluding hypertension)
	(
	
	Diabetes 
	(
	

	Hypertension
	(
	(please specify)
	Hepatitis B or C
	(
	(please specify)

	Asthma/ COPD
	(
	(please specify)
	Renal disease
	(
	(please specify)

	Allergies
	(
	(please specify)
	Cancer
	(
	(please specify)

	
	
	(please specify)
	
	
	(please specify)

	Other: (please specify)
	

	

	

	


	Surgical history: (please specify)
	

	

	

	


2.2 Current Medical Conditions

	Primary Condition
	
	Since when?

(dd / mm / yyyy)
	
	Condition confirmed by…?

	
	
	     /      / 
	
	 


	Describe medical history of the condition: Onset, cause, course, risk factors, symptoms, etc...

	

	

	


	Other Condition(s)
	
	Since when?

(dd / mm / yyyy)

     /      /
	
	Condition confirmed by…?
	
	Observations

	   Other 1
	
	     /      / 
	
	 (please specify)
	
	

	   Other 2
	
	
	
	(please specify)
	
	


	Additional comments:
	

	

	

	


	


3  Medical Examination

3.1 Clinical Assessment
	Record the observations of your clinical examination:

	

	

	

	

	

	

	

	


	Clinical findings: Summarise the results of the physical examination.
	

	

	

	

	

	

	

	

	


	 Diagnostic investigations/tests/procedures done

	 Investigation/ test/ procedure
	
	Done where?
	
	Date 

(dd / mm / yyyy)
	
	Result

	
	
	
	
	     /      / 
	
	

	
	
	
	
	     /      / 
	
	

	
	
	
	
	     /      / 
	
	

	
	
	
	
	     /      / 
	
	

	
	
	
	
	     /      / 
	
	

	
	
	
	
	     /      / 
	
	

	

	 ( Please attach copies of relevant diagnostic reports.



	3.2 Diagnosis:
(include ICD code if known)             Primary:
	

	Secondary:
	

	Tertiary:
	


3.3 Current Treatment/ Care/ Interventions
Describe current plan of treatment/care including any interventions related to current condition(s). Ensure complete list of existing medications in generic form (not brand names) with dosages including start and end dates. 
	  Medication/Care/Interventions
	
	Start date

(dd / mm / yyyy)
	
	Duration
	
	Dosage/ Type

	
	
	     /      / 
	
	
	
	

	
	
	     /      / 
	
	
	
	

	
	
	     /      / 
	
	
	
	

	
	
	     /      / 
	
	
	
	

	
	
	     /      / 
	
	
	
	

	
	
	     /      / 
	
	
	
	


	Is rehabilitation or long-term treatment/care needed for the condition(s)?

	Yes ( No (   If Yes, please specify.
	

	

	

	


3.4 Severity of Condition(s) and Prognosis
Describe severity and/or stage, and likely progression of condition(s) under current treatment/care plan and in patient’s current environment. If possible, estimate life expectancy and forecast possible medical complications.

	

	

	

	

	


4  Management of Individual
4.1 Further Investigations/Procedures
	Are further investigations/procedures needed?
	Yes ( No (   If Yes, please specify.
	

	

	

	


4.2 Further Therapeutic Options
	Does current treatment/care ensure adequate management of individual?
	Yes ( No (

	
	

	Is necessary treatment/care available in individual’s current location?
	Yes ( No (

	
	

	Is access to necessary treatment/care ensured for entire duration in current location?
	Yes ( No (

	
	

	If any of above were answered with No, please specify an alternative and more adequate treatment./care plan:


	Alternative treatment/care
	
	Duration
	
	Available/ accessible

Tick applicable:

C = in country / R = in region / U = unavailable
	
	Comments

	
	
	
	
	C ( R ( U (
	
	
	

	
	
	
	
	C ( R ( U ( 
	(please specify)
	
	

	
	
	
	
	C ( R ( U (
	(please specify)
	
	

	
	
	
	
	C ( R ( U (
	(please specify)
	
	

	
	
	
	
	C ( R ( U (
	(please specify)
	
	

	
	
	
	
	 
	(please specify)
	
	


	Is this alternative treatment/care available AND accessible in country of asylum?
	Yes ( No ( Unknown (


	Would an alternative treatment/care plan significantly alter prognosis?
	Yes ( No ( If Yes, please specify.

	

	

	


	


5  Activities of Daily Living Assessment
This aims to measure impact that the person's current condition has on capacity to carry out activities of daily living (ADL).

	Activities of Daily Living
	
	Current situation

Score capacity from:
A = Able / P = Partially / U = Unable

	
	Can access to alternative treatment/care significantly improve ADL?
	
	Comments

	Able to feed oneself
	
	A ( P ( U (
	
	Yes ( No (
	
	

	Able to prepare food for oneself
	
	A ( P ( U (
	
	Yes ( No (
	
	

	Able to use toilet
	
	A ( P ( U (
	
	Yes ( No (
	
	

	Able to dress oneself
	
	A ( P ( U (
	
	Yes ( No (
	
	

	Able to walk up a set of stairs
	
	A ( P ( U (
	
	Yes ( No (
	
	

	Able to work and provide for oneself
	
	A ( P ( U (
	
	Yes ( No (
	
	


	Additional comments:
	

	

	

	

	


6  Recommended Course of Action

Please specify course of action based on your clinical assessment, diagnostic evidence, prognosis and assessment of ADLs. Recommended treatments/care/procedures must be available and accessible to patient and should lead to improvement of person’s ability to perform activities of daily living (with the exception of palliative care).
	
	Code
	Action
	Details

	
	C  =
	Continue current treatment/care
	

	(
	F  =
	Further investigation needed
	

	
	A  =
	Current treatment/care is inadequate, start alternative treatment/care
	

	
	N  =
	Adequate treatment/care not available in country
	

	
	I  =
	Adequate treatment/care available but inaccessible in country
	


	Additional comments:
	

	

	

	

	

	


6.1 Recommended Timeframe for Medical Intervention
	(
	E  =
	Emergency
	Any medical condition that is immediately life threatening (Timeframe: < 1 month)

	
	U  =
	Urgent
	Any medical condition that requires life-saving interventions but that is not immediately life threatening.

Any medical condition that is at risk of major progression or complication without further intervention (Timeframe: 1 to < 6 months)

	
	N  =
	Normal
	Any medical condition that is not life threatening or at risk of major progression/ complication but requiries intervention to ensure reduction of risk of progression/ complications and to improve person’s quality of life and overall functioning (Timeframe: ≥ 6 months)


6.2 Special Travel Needs

	None
	(
	Medical escort
	(
	

	Wheelchair
	(
	Ambulance transfer
	(
	

	Stretcher
	(
	Medical equipment
	(
	(please specify)

	Other
	(
	(please specify)


	


7  Confirmation of Accuracy
I (We) hereby certify that the information concerning the medical condition of the above patient and the clinical findings at the time of medical examination is correct and complete in all details to the best of my (our) knowledge; and I (we) acknowledge that the information contained herein will be used solely to determine and provide the appropriate and necessary assistance to the patient.

	Name
	
	Function
	

	Clinic/ Hospital/ Organisation
	

	Place
	
	Date
	     /      / 
	Signature
	

	
	
	
	   dd      mm        yyyy
	
	


8  Patient Consent and Agreement of Disclosure of Information
I, authorize the examining physician to share this completed Medical Assessment Form (MAF) with the UNHCR Officer responsible for my case. I furthermore authorize UNHCR to share this MAF and relevant medical documents / reports attached to this MAF pertaining to me and/or my family/dependants in the context of a resettlement submission with officials of Governments other than the Government of my country of origin or nationality. In this connection, I authorize the Government authority of the resettlement country receiving this MAF from UNHCR in the context of a resettlement submission to share information contained in Section 5 and 6 of this document with an appropriate settlement service agency (either governmental or non-governmental) provided a confidentiality agreement exists between the agency and the Government authority to protect the confidentiality of that information. 

	Name
	
	Date
	     /      / 
	Signature
	

	
	
	
	   dd      mm        yyyy
	
	



9  Remarks by UNHCR Resettlement Services

	

	

	

	


3.2





6.1





6
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