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“ME:

CLIENT N

Client SSN: .- .

.Sensory Functions

How is your vision, hearing, and speech?

No Impairment ¢

[mpairment
Record Date of Onset/Type of Impairment

Complete Loss 3

Date of Last Exa.

(-

Compensation 1 No Compensation 2

Vision

Hearing

Speech

Physical Status

Joint Motion: How is your ability to move your arms, fingers and legs?

Within normal limits or instability

Limited motion 1

Have you ever broken or dislocated any bones. .. Ever had an amputation or lost any limbs . .. Lost volun'tary movement of any

corrected 0

Instability uncorrected or immobile 2

part of your body?
Fractures/Dislocations Missing Limbs Paralysis/Paresis
—— None 000 — Noneooo —— None 000
— Hip Fracture — .Finger(s)/Toe(s) 1 — Partial 1
—_ Other Broken Bone(s) 2 — Arm(s) 2 —— Total 2
—— Dislocation(s) 3 — Leg(s)3 . Describe:

Combination 4

Previous Rehab Program?
—— No/Not Completed 1
— Yes2

Date of Fracture/Dislocation?
1 Yearor Less |

\More than | Year 2

Combination 4

Previous Rehab Program?
No/Not Completed 1
Yes 2

Date of Amputation?
1 Yearor Less 1
More than 1 Year 2

Previous Rehab Program?
—— No/Not Completed 1
—— Yes2

Onset of Paralysis?:“
—— lYearorLesst
—— Morethan 1 Year 2

Height:

“tinches)

Weight:

(1bs.) Y
Describe:

Recent Weight Gain/Loss: ___ Noo — Yes!

None v

Low Fat/Cholesterol 1
No/Low Salt 2
No}Low Sugar 3

Combination/Other ¢

Do you take dietary supplements?

None ¢

Occasionally 1
— Daily, Not Primary Source 2

Daily, Primary Source 3
Daily, Sole Source 4

Are you on any special diet(s) for medical reasons?

Noo Yest

—
——

Do you have any problems that make it hard to eat?

Food Allergies

Inadequate Food/Fluid Intake
Nausea/Vomiting/Diarrhea
Problems Eating Certain Foods
Problems Following Special Diets
Problems Swallowing

Taste Problems

Tooth or Mouth Problems
Other:
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Client SSN:

. Q PSsYCHO-SOCIAL ASSESSMENT

fl Cognitive Function _

Orientation (Note: Information i ttalics is optional and can be used to give a MMSE Score in the box to the right.)

Person: Please tell me your full name (so that I can make sure our record is correct).
Place: Where are we now (state, county, town, street/route number, street name/box number)?

Time: Would you tell me the date today (year, season, date, day, month)?

Recall/Memory/Judgement
Recall: I am going to say three words, and I want you to repeat them after [ am done

Attentior/ ,
Conceritration: Spell the word “WORLD”. Then ask the client to spell it backwards.

Short-Term: O Ask the client to recall the 3 words he was to remember. 1 Total:

Long-Term: When were you barn (What is your date of birth)?

Judgement: If you needed help at night, what would you do?

No  Yes: Note: Score of 14

—— ——. Shourt-Term Memory Loss? or below implies
cognitive impairment

—

Type of inappropriate behavior:

Behavior Pattern

Optional: MMSE Scor

Give the client 1 point for each correct response. =

Qriented Spheres affected:

Disorented - Some spheres, some of the time |
sonented - Some spheres, all the time 2
Oitsuniented - All spheres. some of the time 3
Disoriented - All spheres. all of the time 4

Comatose 3

(House, Bus, Dog). © Ask the client to repeat them. Give the client 1 point 3
for each correct response on the first trial. © Repeat up to 6 trials until client
can name all 3 words. Tell the client to hold them in his mind because you
will ask him again in a minute or so what they are.

Give 1 point for each correctly placed letter (DLROW).

Long-Term Memory Loss?

ludgement Problem?

he client ever wander without purpese (trespass, get lost, go into traffic, ehc.)ot become agitated and abusive?

Appropriate
\Wandering Passive - Less than weekly 1

Wandering/ Passive - Weekly or more 2
Abusive/Aggressive/Disruptive - Less than weekly 3

' Abusive/Aggressive/Disruptive - Weekly or more ¢

Comatose 5

Source of Information:

Life Stressors

Are there any stresaful events that cnn‘mtlyafﬁetyout life, sudras. .. (4 =

No o Yes Noo Yes ! No o Yes!

——~ —— Change in work/employment —— — Financial problems —— —— Victimofacrime
—— _——  Death of 30meone close ——  ___  Majorillness - family/friend —— —— Failing health
—— —— Family conflict —— —— Recent move/relocation —— —— Other:
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] CLIENT D' ME: Client SSN: .

._; Hospitalization/Alcohol - Drug Use
vhe . 23 T ) “r-,,; -‘ , ..n',- ?

T RIS ¥ ‘

2.0 e\ h

health, aicohol or substhncrabuse Problgmgz pepd et

— Nov . Yes
Name of Place AS:::' . Length of Stay/Reason
. . . o .- Do (did) you ever use non-prescription, mood alterin
Do (did) you ever drink alcoholic beverages? subitancu{c? 3 ption, mood al 5
—  Never ¢ ~—— Never o
—— . Arore time. but nolonger 1 —— Atonetime, but nolonger t -
—— Currently 2 —— Currently 2
How much How much:’
FHow orten , How often:
fe sy client s never used alcohol or other non-perscription, mood altering substances, skip to the tobacco question.
Have you; or someone close to you, | Do (did) you ever use alcohol/other Do (did) you ever use alcohol/other
ever been concerned about your mood-altering substances with... mood-altering substances to help you...
use of alcohol/other mood altering
substances?
— No . Yes No o Yes1 Noo Yes!
Describe concerns: —— —— Prescription drugs? — —— Sleep?
—— — OTC medicine? e —— Relax? "’
—— —— Other substances? —— ~— Get more energy?

we—  —— Relieve worries?

- Describe what and how often: »
——  ——  Relieve physical pain?

Describe what and how often:

Do (did)} you ever smoke or use tobacco products?

—  Nvuver
At one ime. but no tonger 1
e Currently 2

How much:

tHow often:

Is there anything we have not talked about that you would like to discuss?
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% Ass’ _SMENT SU .IMARY

- *Indicators of Adult Abuse and Neglect: While completing the assessment, if you suspect abuse, neglect or exploitation. vou are
" gequired by Virginia law, Section 63.1 - 55.3 to report this to the local Department of Social Services, Adult Protective Services

Caregiver Assessment

Does the client have an informal caregiver?
No . Siir e Secnon on Preterences: — Yes1
Where does the caregiver live?

—  Withclient
Separate residence, close proximity- 1

——  Separate residence, over | hour away 2

Is the caregiver’s help ...

—  Adeguate o meet the client’s needs? o

Nt adequate o meet the client’s needs? |

Has providiné care to the client become a burden for the caregiver?

—  Nuotarai!
—  Somewhat

—_ hervmuch 1

Describe any problems with continued caregiving:

Preferences . '

Client's preferences for receiving needed care:

Family:Representative’s preferences for client’s care:

hysician’s comments (if applicable):

.
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esident's Name: /Sjgg:&éﬁa :1 4' ), Zé: Person Completing Plan: @,&-\j /C/v» M Date Plan Completed ///,)\

INDIVIDUALIZED >£RVICE PLAN

EXHIBIT

chA (1 eac e)

*erson Designated to Review, Monitor, Ensure Implementation, and Make Appropriate Modifications to Plan: ( Z 0 ( QV é £ Vi /

‘ersons Completing Plan Reviews and

Dates:

Name

Date

Name

Date

description of needs is based upon the UAI, medical reports, and any additional assessments necessary to meet the care needs of the resident.

——

A. If the resident lives in a building housing 19 or fewer residents, does the resident need to have a staff member awake and on duty at night? Oyves ONo “

B. Description of Needs
and
Date ldentified

Services to be Provided

S/

Persons
Who will Provide
Services

C A

2

P

When and Where
Services will be
Provided

Expected Outcomes/Goals
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