The Mental Capacity Act 

Screening Tool

Name of person:

DOB: 

Rough sleeping location:

Date of assessment: 

1

What is the decision the person you are concerned about needs to make, and why do they 
need to make this decision now?





2

Is there reason to believe that the person may lack mental capacity   to make the decision due to a known/suspected mental health problem, learning disability, brain injury, dementia or intoxication? 





3

Has sufficient information been given to the person to help them understand the decision?  
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4

Have all practicable steps been taken to support the person to make the decision? 





5

Is it felt that the person is free from external pressures to make their decision?





6

Can the person understand in simple language the information involved in making the decision? 





7

Can they retain the information long enough to make the decision? 
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8

Can they use or weigh up the information to make the decision?  






9

Can they communicate their decision (whether by talking, using sign language or any other means)?





10

The decision: does the person on the balance of probabilities have the capacity to make the specific decision at this particular time?
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11

How did you decide what was in the person’s best interests?






12

What action should be taken in the person’s best interests?






Name of person completing form:

Date:

