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SKYLAND TRAIL

Offering hope, changing lives

PERSONAL CARE HOME PHYSICIAN’S REPORT

DOB:

Address:

Height:

City:

Current Diagnosis: Primary

Zip:

Weight:

Secondary

Phone:

Axis I:

Axis II:

Axis III:

Axis IV:

Axis V: current Highest in past year

Physical Limitations:

Mental Health Limitations:

Treatment/Therapies (Describe medical services or nursing care or treatment needed):

Supportive Services Needed:

MEDICATIONS (please include all prescription medications and supplements with correct/discharge dosages that
this individual will need to take - this document is used to initiate medication administration and any medications
missing will not be administered. Please include any PRN medications):

Name Dose Frequency (for q.d. give a If injection, next dose due
specific time of day)

CHECK ONE:

U Self Administered (with supervision) U Needs Assistance/Needs Administration by Licensed Professional
NOTE: Clients who need assistance with medication
administration cannot be admitted to a Personal Care Home.

Updated 2/26/09



Medication Allergies (with reaction):

Diet Instructions:
Explain Other:

URegular

No added table salt

No conc. Sweets

Other

STATUS OF THE FOLLOWING:

AMBULATING
Wlndependent
UNeeds supervision
UNeeds assistance
UNeeds total help

GROOMING
Ulndependent
UNeeds supervision
Needs assistance
ONeeds total care

RESTRAINTS
WRequires no restraints

BATHING
Wlndependent
UNeeds supervision
UNeeds assistance
UNeeds total help

SKIN INTEGRITY
Ulndependent
UNeeds supervision
UNeeds assistance
ONeeds total care

DRESSING
Wlndependent
UNeeds supervision
UNeeds assistance
UNeeds total help

TOILETING
Ulndependent
UNeeds supervision
ONeeds assistance
ONeeds total care

URequires chemical restraints Type:
URequires physical restraints Type:
PHYSICIAN’S REPORT:

Check all that apply:

Yesd NoQ

screen must be submitted)

Yes Nol  Does the individual’s behavior pose a danger to self or others? If yes, can this behavior be controlled

by medication(s)?:

The individual has received screening for TB? If yes, Date and Results?

EATING
Wlndependent
UNeeds supervision
UNeeds assistance
UNeeds total help

TRANSFERRING
Ulndependent
UNeeds supervision
ONeeds assistance
ONeeds total care

Yesd Nol  Does the individual needs assistance from staff during the night? If yes, please describe:

Yesld NoQ  Does the individual require 24 hour nursing supervision?

Yesd NoO

Based on the type of care the staff of a Personal Care Home may legally provide, the individual’s

needs can be met in a Personal Care Home for adults, which is not a medical facility?

Comments:

Name of Physician:

License Number:

Address:

(Proof of TB

Phone:

Date:

Signature of Physician:
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