



MEDICAL EXAM AND PLAN OF CARE – ALF
Your resident, _________________________________________, wishes to reside in our community.  In order for us to comply with this request, your assistance is required to determine current physical and mental status.  Our community assists residents with their ADLs.  We are neither an independent retirement community nor a nursing home.   The care we provide can be complemented by the additional services (including nursing observation and direct care) of a Medicare certified home health agency.  Examination must be completed within thirty days of move-in, and at least annually thereafter.

Resident Name_______________________________________________Age________Date of Exam_______________

BP______________Pulse______________Respirations______________Temperature______________Weight________________
DIAGNOSES
1._____________________________________________4.__________________________________________________

2._____________________________________________5.__________________________________________________

3._____________________________________________6.__________________________________________________

DIET________________________________________ALLERGIES_________________________________________

CURRENT MEDICATIONS dosage, Strength, Frequency, refills.  Please include all over-the-counter medications.
1._____________________________________________7.__________________________________________________

2._____________________________________________8.__________________________________________________

3._____________________________________________9.__________________________________________________

4.____________________________________________10.__________________________________________________

5.____________________________________________11.__________________________________________________

6.____________________________________________12.__________________________________________________

TB SKIN TEST AND COPY OFRESULTS REQUIRED PRIOR TO MOVE-IN

Received___TB Skin Test        Placement______________________________Date ____________ Initials__________

                                                    Results__________________________MM      Date_____________Initials__________

Received___Chest Xray           Placement______________________________Date ____________ Initials__________

                                                    Results__________________________MM      Date_____________Initials__________

I certify that this resident is free from signs and symptoms of infectious lesion and diseases that are capable of transmission to other residents through normal resident to resident contact.                          YES______NO_______
TRANSFER/DISCHARGE PLAN (To be completed by resident or sponsor prior to MD visit.)

In case of serious illness, accident, or death, contact:

Sponsor___________________________________________________________________ Telephone______________

Address___________________________________________________________________________________________

Other family member________________________________________________________Telephone______________

Address___________________________________________________________________________________________

Disposition of Personal Effects________________________________________________________________________

Physician__________________________________________________________________ Telephone______________

Back-Up Physician__________________________________________________________ Telephone______________
Ambulance Preference_______________________________________________________Telephone______________


Hospital Preference_________________________________________________________ Telephone______________


Nursing Home Preference____________________________________________________ Telephone______________


Funeral Home Preference____________________________________________________ Telephone______________


MEDICATION MANAGEMENT

Resident can manage (self-administer) and maintain custody of his/her own medications.       YES_____NO______

Resident requires assistance with medications.


   YES_____NO______

PROBLEMS/NEEDS REQUIRING INTERVENTION

List resident needs or problems which require intervention by the facility staff such as falls; unmanageable, combative, or potentially harmful behaviors; elopement, weight loss; therapeutic diet, etc. _____________________
__________________________________________________________________________________________________
ADLs - Bathing Assistance___Dressing Assistance___Feeding Assistance___Ambulation/Transfer Assistance___Assistance with Activities affecting Personal Safety___Grooming Assistance___Toileting Assistance___Other_________________________________________________________________________________
Physician Signature___________________Physician Adddress________________________________Date_________

This Plan of Care and Transfer/Discharge Plan has been thoroughly explained to me.

Resident Signature____________________________________________________________________ Date_________

Sponsor Signature____________________________________________________________________  Date_________
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