Oral health assessment and mouth care plan
Care home record  •  Complete with the resident where possible, on admission and when needs change. Record observations and agree practical support in the care plan.
	Resident name  ____________________________________
	Date of birth  __________________

	Room  __________   Assessment date  ______________
	Completed by  _____________________


Dental care and resident preferences
	Registered dentist
	☐ Yes   ☐ No   ☐ Unsure    Practice and contact: __________________________

	Last dental visit
	Date or approximate date: ______________   ☐ Unknown

	Resident wishes
	☐ Would like a dental visit   ☐ No request now   ☐ Unable to express preference


How does the resident prefer mouth care to be explained or offered? Include communication, privacy, timing, and any known discomfort or refusal.
________________________________________________________________________________
Mouth and dental status
	Check
	Record what you observe or the resident reports

	Natural teeth
	☐ None   ☐ Some   ☐ Many    Broken or loose teeth: ☐ No ☐ Yes ☐ Unsure

	Dentures
	☐ None   ☐ Upper   ☐ Lower   ☐ Partial   ☐ Full   ☐ Has but does not wear

	Denture use
	☐ Worn by day   ☐ Worn overnight   ☐ Removed overnight   ☐ Fit concerns

	Denture storage
	☐ Named denture   ☐ Named pot   ☐ Needs checking

	Teeth and gums
	Food or plaque: ☐ None ☐ Some ☐ A lot    Gums: ☐ No concern ☐ Red/bleeding

	Lips and mouth
	Lips: ☐ Moist ☐ Dry/cracked ☐ Sore    Mouth: ☐ Moist ☐ Dry

	Soft tissues
	Tongue coating: ☐ No ☐ Yes    Ulcers or red/white patches: ☐ No ☐ Yes

	Symptoms
	☐ Pain   ☐ Swelling   ☐ Bleeding   ☐ Chewing difficulty   ☐ Other: __________


Location and details of any concern: ___________________________________________________________
________________________________________________________________________________
Ability and support needed
☐ Independent   ☐ Reminder or prompt   ☐ Supervision   ☐ Set up products   ☐ Some physical help   ☐ Full assistance
Barriers: ☐ Will not open mouth   ☐ Pushes away   ☐ Bites brush   ☐ Cannot spit   ☐ Swallowing concern   ☐ Other: __________
Approach that works best: _______________________________________________________________________


Personal mouth care plan
Resident name  ____________________________________     Plan date  __________________
Record the routine staff should follow and any professional advice already given. Update after changes in needs or dental review.
Daily routine
	Care task
	Agreed method and support

	Teeth and gums
	☐ Morning   ☐ Evening   ☐ Other: __________   Person helping: __________
Brush: ☐ Manual ☐ Electric ☐ Adapted    Toothpaste: __________________

	Between teeth
	☐ Not used   ☐ Interdental brush or other: ______________________________

	Dentures
	☐ Clean daily   ☐ Rinse after meals   ☐ Remove overnight if agreed
Cleaning and storage method: __________________________________________

	Lips and mouth
	Dry mouth or lip care, if needed: ________________________________________

	Other products
	Mouthwash, fixative or prescribed products and instructions: _______________
________________________________________________________________

	Practical details
	Preferred time: __________________   Position or assistance: _______________
Where supplies are kept: ______________________________________________


Concerns and actions
☐ No current concern   ☐ Dental appointment requested   ☐ Dentist or other clinician contacted   ☐ Urgent concern escalated
	Concern or action
	Who contacted or responsible
	Date and outcome

	____________________________
	________________________
	____________________

	____________________________
	________________________
	____________________


If pain, swelling, persistent ulcer or patch, bleeding, denture problems or a change in eating is noticed, record it and follow the home’s escalation process. Assessment by care staff does not replace dental diagnosis.
Review and sign off
	Next review date
	____________________
	Earlier review trigger
	______________________

	Resident involved
	☐ Yes ☐ No ☐ Unable
	Family or representative involved
	☐ Yes ☐ No ☐ Not applicable

	Assessor signature
	____________________
	Manager or reviewer
	______________________


Guidance basis  NICE NG48 Oral health for adults in care homes  •  www.nice.org.uk/guidance/ng48
