FAMILY MATTERS
ADULT DAY CENTER

HEALTH ASSESSMENT
Patient Name_______________________________________    Date of  Exam ________________
Age_____                          DOB_________             SS#_________________________
Wt_________             Ht____________              T_______P______R_______BP___________
Primary Diagnosis_______________________________________________________________
Past Surgical/Medical History___________________________________________________________
                                           GENERAL PHYSICAL EXAM FINDINGS
Cardiovascular___________________________________________________________________

Respiratory______________________________________________________________________

Neurological_____________________________________________________________________

Gastrointestinal__________________________________________________________________

Genitourinary____________________________________________________________________

Musculoskeletal__________________________________________________________________

Endocrine_______________________________________________________________________

Psychosocial______________________________________________________________________

Vision____________________________________________________________________________

Hearing___________________________________________________________________________

	COMMUNICABLE DIEASE INFORMATION

PLEASE NOTE:  ALL QUESTIONS IN THIS SECTION MUST BE COMPLETED PRIOR TO ENROLLMENT AT Family Matters Adult Day Center.

1. Is this person free from communicable disease or infection?   Yes_____  No_____
  **If  No, please  indicate disease or infection and what precautions  should be taken:____________________
                           ______________________________________________________________________

2. PPD Date___________________  Date Read______________  Negative ______ Positive_____

        If Positive, chest x-ray  Date_______________       Result______________

***PPD MUST BE DOCUMENTED WITHIN PREVIOUS TWO YEARS



MENTAL HEALTH ASSESSMENT

____ALZHEIMERS                           ____DEPRESSION                              _____AGITATION        

____ANXIETY                                    ____SCHIZOPHRENIA                     _____PSYCHOSIS

ADDITIONAL COMMENTS_______________________________________________________

________________________________________________________________________________

Can this person  participate in a low impact chair exercise program?  Yes____  No____

If “NO” please explain_____________________________________________________________

Please indicate any other functional limitations or physical handicaps not already defined:______

____________________________________________________________________________________

Would this person benefit from OT or PT?  Yes____  No____ *** PLEASE PROVIDE SCRIPT***
Any known allergies?  Yes______  No_____   If yes_________________________________________

Does this person require Epi Pen ?_______________________________________________________

History of Seizures?  Yes____No____ Origin of Seizures_____________________________________

Dietary Restrictions?___________________________________________________________________
Any specific information you would like to relay to staff?_____________________________________

______________________________________________________________________________________

MEDICATION ORDER’S

MEDICATION                DOSE                ROUTE                 FREQUENCY         PRECAUTIONS

__________________      _______           _________              ______________        __________________

__________________      _______           _________               ______________       __________________

__________________      _______            _________              _______________     __________________

__________________      _______            _________               _______________     __________________

__________________      _______            _________               _______________       _________________

Is client able to administer own medication?        YES_____        NO______
PLEASE WRITE FOR PRN TYLENOL ORDER!!!
**ALL MEDICATION MUST BE RECEIVED IN AN ORIGINAL CONTAINER **

Physician’s Signature______________________________________            Date________________

Printed Name_______________________________               Phone___________________________

Address____________________________________________________________________________

We thank you for your time.
PLEASE NOTE:

        THIS FORM MUST BE FILLED OUT ENTIRELY AS PER THE DEPARTMENT OF AGING/PUBLIC WELFARE.  FAILURE TO COMPLETE THE FORM WILL RESULT IN THIS PERSON BEING DENIED CARE AT THE FACILITY!
DID YOU:

*INCLUDE SCRIPT FOR PT/OT

*WRITE FOR PRN TYLENOL ORDERS

*SIGN AND DATE THE FORM

*FILL OUT COMMUNICABLE DISEASE INFORMATION COMPLETELY

THANK YOU FOR YOUR TIME
