AHWATUKEE ADULT CARE


PRE-ADMISSION RESIDENT INFORMATION

DATE OF ADMISSION ____________

GENERAL INFORMATION:
Resident Name ____________________________________________________________________

                                         Last                                             First                                             Middle
Current Address ___________________________________________________________________
________________________________________________________________________________
Phone Number ________________________     SSN ________________________
Date of Birth __________________________     Current age __________________
Marital Status  Married      Divorced      Widowed      Single

Resident’s Representative ______________________________ Relationship __________________
Address _________________________________________________________________________
Home Phone __________________   Work Phone _______________   Other __________________
Emergency Contact or POA _____________________________ Relationship __________________
Address _________________________________________________________________________
Home Phone __________________   Work Phone _______________   Other __________________
Alternate Emergency Contact ___________________________ Relationship ___________________
Address _________________________________________________________________________
Home Phone __________________   Work Phone _______________   Other __________________
Primary Care Physician _____________________________________________________________
Address _________________________________________________________________________
Phone Number(s) __________________________________________________________________
Other Medical Practitioners (If Applicable) _______________________________________________
Address _________________________________________________________________________
Phone Number(s) __________________________________________________________________

Home Health Agency Use (If Applicable) ________________________________________________
Address _________________________________________________________________________

Phone Number(s) __________________________________________________________________

Case Manager (If Applicable) _________________________________________________________
Address _________________________________________________________________________

Phone Number(s) __________________________________________________________________

Hospital Preference ________________________________________________________________
Address _________________________________________________________________________

Phone Number(s) __________________________________________________________________
Mortuary Preference ________________________________________________________________
Address _________________________________________________________________________
Phone Number(s) __________________________________________________________________

Insurance Companies ______________________________________________________________
Other Instructions __________________________________________________________________
Identifying Information
Height ____________ Weight ____________ Eye Color ____________ Hair Color ____________
Does the resident wear any med. Alert or I.D. bracelets or jewelry?  Yes     No

If yes, what? ______________________________________________________________________

General Assessment of Function Level
1. Dietary:
Special diets ______________________________________________________________________
Food Allergies ____________________________________________________________________
Food Preferences __________________________________________________________________
Food Dislikes/Intolerances ___________________________________________________________
Typical meals eaten and times ________________________________________________________
Able to feed self?  Yes     No

What kinds of assistance are necessary (if any)? _________________________________________
Does the resident use any specially adapted eating utensils?  Yes     No

If yes, what? ______________________________________________________________________
Other Information __________________________________________________________________
2. Ambulation / Transfers:
Is the resident ambulatory:  Yes     No

Does the resident use a walker?  Yes     No

Cane?  Yes     No

Wheel Chair?  Yes     No

Other devices?  Yes     No

What kind of assistance (if any) does the resident require for ambulation? _____________________ ________________________________________________________________________________
Is the resident able to transfer self:  Yes     No

What kind of assistance (if any) does the resident require for transfers? _______________________ ________________________________________________________________________________
Is the resident prone to falls?  Yes     No

Dizziness?  Yes     No

Other Information: _________________________________________________________________
________________________________________________________________________________

3. Toileting:
Is the resident continent of bowel?    Yes     No        Bladder?   Yes     No

Does the resident have a catheter?  Yes     No        Ostomy?   Yes      No

Does the Physician require any special monitoring of bowel or bladder? _______________________

________________________________________________________________________________

Are there any regular times the resident uses the bathroom? ________________________________
________________________________________________________________________________
Other Information __________________________________________________________________
________________________________________________________________________________

4. Other Activities of Daily Living:
Does the resident dress self?  Yes     No

What assistance, if any, is required for dressing? _________________________________________
________________________________________________________________________________
Does the resident perform own personal hygiene?  Yes  No

What assistance, if any, is required for personal hygiene? __________________________________ ________________________________________________________________________________
Does the resident bath self?  Yes  No

What assistance, if any, is required for bathing? __________________________________________
________________________________________________________________________________
What is the preferred method of bathing?  Tub Bath  Shower  Bed Bath

Other daily living activities for which assistance is required? _________________________________
________________________________________________________________________________
Other Information __________________________________________________________________
________________________________________________________________________________

5. Recreation / Hobbies:
Preferred Hobbies _________________________________________________________________
Activities _________________________________________________________________________
Exercises ________________________________________________________________________
Other Recreational Likes ____________________________________________________________
Other Information __________________________________________________________________
Special Needs:

1. Medical status:

Current Health Problems ____________________________________________________________
Is the resident currently receiving treatment for any health problems?  Yes  No

If yes, what kind? __________________________________________________________________
Does the resident wear gasses?  Yes  No                Contacts?  Yes  No

Does the resident wear hearing aids?  Yes  No        Type:  Yes  No

Does the resident have any speech problems?  Yes  No

Additional special health needs of resident ______________________________________________
2. Mental Health:

Does the resident currently suffer from or receive treatment for any mental health

conditions?  Yes  No

If yes, please describe ______________________________________________________________
Has the resident previously suffered from or received treatment for any mental health conditions?

 Yes  No

If yes, please describe ______________________________________________________________
Does the resident ever show sign of agitation?  Yes  No

Confusion?  Yes  No                          Combativeness?  Yes  No

Depression?  Yes  No                        Anxiety?  Yes  No

Paranoia?  Yes  No                            Wandering?  Yes  No

Retardation?  Yes  No                        Other? __________________________________________
3. Does the resident have any other special needs not previously addressed?
________________________________________________________________________________________________________________________________________________________________

4. Other Information:
________________________________________________________________________________________________________________________________________________________________

