



MEDICAL ASSESSMENT





    To accompany Application
Name in full:  Mr.Mrs.Miss______________________________________________________





Surname


First Name

      Initial

Address: ________________________________________________ Phone No ____________

Birthdate: ______________________Age: _____ Sex _____ Height _______ Weight_______
Health Card #:____________________

Behavior Assessment: _________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your client under treatment for any chronic or longstanding illness or condition? Yes__No__

If yes, list diagnosis and present status.

1.___________________________________________________________________________
2.___________________________________________________________________________
3.___________________________________________________________________________

*Please attach a prescription for all medications and treatments.
Is client able to administer own medications?                  Yes_____ No_____

List any drug allergies and sensitivities: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

B/P____________Pulse______________Hbg______________Electrlytes_________________

Urine____________________Sugar______________________Albumen__________________

Date of last flu shot_____________________ 
Date of last pneumonia vaccine__________________
Date of last chest X-ray (please include report) _______________________________________

Vision:


Normal

Impaired

Blind
Hearing:

Normal

Impaired

Hearing Aid

Deaf 

Speech:

Normal

Impaired


Dentures    ………yes …….no

Brief medical history and comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there any evidence of incontinence?
Yes_____ No______

Is this person ambulatory without assistance?
Yes___ No____

Is this applicant able to care for herself/himself without assistance?    Yes____ No____
I herby certify that the above is a true statement of my findings to the best of my professional knowledge.

Date: ________________________

Physician’s Name: _____________________________________________________________








(Please print)

________________________________________

____________________________



Physician’s Address 




Requisition Number

________________________________________

____________________________



Physician’s Signature




Telephone Number

Do you wish to retain clients care on admission to our facility 
Yes___ No____

I HEREBY AUTHORIZE MY PHYSICIAN TO RELEASE THE ABOVE INFORMATION.

________________________________________

____________________________



     Signature






Date 



