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Resident Name: ______________________________________________________________
D.O.B.: ___________________


Chief Complaint/Reason for admission or continued stay:  __________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PFSH (Past, Family and/or Social History):

Interval Medical History:   __________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________
Family Issues, Involvement, Concerns, or Problems: ______________________________________________________________

______________________________________________________________________________________________________

Abnormal Laboratory Reports/Diagnostic Tests:  _________________________________________________________________

Diet/Nutritional Status Review:  ______________________________________________________________________________

______________________________________________________________________________________________________
Consultations:  _________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________

Rehabilitation Services and Outcomes:  ________________________________________________________________________

___________________________________________________________________________________________________________ _________________________________________________________________________________________________
Physical Exam:
BP  ________   ________  ________   P  ______         R  ______         T  ______      Height  _______   Weight  ________

       Supine        Sitting     Standing

General Appearance_______________________________________________________________________________________
______________________________________________________________________________________________________
Eyes, Ears, Nose, Mouth, Throat, Neck:_______________________________________________________________________ ______________________________________________________________________________________________________

Respiratory: _____________________________________________________________________________________________

______________________________________________________________________________________________________

Cardiovascular: __________________________________________________________________________________________

______________________________________________________________________________________________________

Chest (Breasts):  ________________________________________________________________________________________

______________________________________________________________________________________________________


Abdominal:   ____________________________________________________________________________________________

______________________________________________________________________________________________________
Genitourinary and Rectal:  __________________________________________________________________________________

______________________________________________________________________________________________________
Lymphatic:  ____________________________________________________________________________________________

______________________________________________________________________________________________________ 

Musculoskeletal:  _________________________________________________________________________________________

______________________________________________________________________________________________________
Skin:_________________________________________________________________________________________________________________________________________________________________________________________________________
Neurological:__________________________________________________________________________________________________________________________________________________________________________________________________ 
Psychiatric/ Mental 

Score on MMSE:___________________

Affect:

appropriate
flat
inappropriate
constricted 
other_______________________________

Mood:

sad

elated
anxious

angry

other_______________________________

Hallucinations:  __________________________________________________________________________________________

Delusions:  _____________________________________________________________________________________________

Function and Behaviors (circle all that are applicable):

	Item
	A
	B
	C
	D
	Comments

	Cognition

i)Disorientation
	Never
	Occasional
	Regular
	Continuous
	

	ii) Impaired recall (recent/distant events
	Never
	Occasional
	Regular
	Continuous
	

	iii) Impaired judgment
	Never
	Occasional
	Regular
	Continuous


	

	iv) Hallucinations
	Never
	Occasional
	Regular
	Continuous
	

	v) Delusions
	Never
	Occasional
	Regular
	Continuous
	

	Communication

vi) Receptive/expressive aphasia
	Never
	Occasional
	Regular
	Continuous
	

	Mood and Emotions

vii) Significant Anxiety 
	Never
	Occasional
	Regular
	Continuous
	

	viii) Depression
	Never
	Occasional
	Regular
	Continuous
	

	Behaviors

ix) Unsafe Behaviors
	Never
	Occasional
	Regular
	Continuous
	

	x) Dangerous to self or others
	Never
	Occasional
	Regular
	Continuous
	


Continence (circle answer)    Bladder:  Continent    Incontinent     
Bowel: Continent    Incontinent

Comments ______________________________________________________________________________________________

	Item
	NEVER needs

Assistance
	OCCASIONALLY needs assistance
	FREQUENTLY needs assistance
	ALWAYS needs assistance

	Meal preparation
	
	
	
	

	Mobility
	
	
	
	

	Dressing
	
	
	
	

	Using the bathroom
	
	
	
	

	Bathing
	
	
	
	

	Grooming
	
	
	
	

	Taking medications
	
	
	
	

	Knowing where you are
	
	
	
	

	Help with emotions
	
	
	
	

	Alcohol or drug abuse
	
	
	
	

	Safety issues
	
	
	
	

	Shopping
	
	
	
	

	Housekeeping
	
	
	
	

	Finances
	
	
	
	

	Transportation
	
	
	
	

	Relationships
	
	
	
	

	Hearing or seeing
	
	
	
	

	Telephone use
	
	
	
	


Interval Changes in ADLs: __________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Summary Care Plan:

Diagnoses/Problems_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diagnostic  Procedures____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Treatment/Therapy________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Consultations__________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________

Immunizations Received:


Influenza         
Pneumovax     TD        Test: PPD





Date:           
Date:                Date:       Date: 
Medication(s):   (use order sheet if this is admission or new evaluation

Medication(s):  Drug



Time(s)

                     Rationale/Diagnosis for drug

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medication Effectiveness/Adverse Drug Reactions:  ______________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diet:___________________________________________________________________________________________________

Modifiable Risk Factors:  ___________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________
Non-modifiable Risk Factors:  ________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advance Directives (since admission or last annual exam):


Yes_____        No_____

Can resident still participate in health care decisions? 
         


Yes_____        No_____ 

Does resident have durable power of attorney or proxy for health care?

Yes_____        No_____  













 

Name of Proxy _____________________________________________

Does the resident have a living will?




Yes_____        No_____  

Does the resident have an organ donor card?



Yes_____        No_____  

Specific Instructions:  _____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Notes:
________________________________________
   ___________________________________
           ___________

Practitioner’s name



  Practitioner’s signature
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