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Therese Johnson/ Gerontologist

Consultant: Eval. Date

Client Assessment Form “Top Page”

Client

Name: Age: Date:

Address: State: Zip:

Cell #: Hm. #: Other #:

Responsible Party

Name: Relationship:

Address: State: Zip:

Cell #: Hm.#: Work #:

Fax #: Email:

Responsible Party #2:

DC Planner: Phone #:

Using Other Referral Services: Area Desired:

Leaving: (JHospital [OSNF [JSenior Residence [JOwnHome [JRelatives home
Est. Start Date: Est. Move-in date:

Type of Home: [JAssisted Living CJBoard & Care CINot Sure

Type of Room: [JPrivate ~ [JShared OStudio  [J1Bedroom  [J2 Bedroom
Financial:

Monthly Income: $ Savings: S_ Budget: $ /mo

Housing: JOwn Home [IMustSell [LTClins. Estimated Proceeds: $
Government Programs: [JSSI [OMedicare Part B [IMedi-Cal [JOther:

Primary Diagnosis:
Comments:
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Senior Care of Sacramento

Client Assessment form

Client Name: Age: Height: Weight: D.O.B:
Primary Diagnosis:
Cognitive/Behavior Memory Mobility/Transfer Neurological

LlAlert

[IPeriods of Agitation
[IPeriods of Confusion
ClAnxiety
[ICombative
[ISundowner’s
[Verbally Abusive
[JRequires Redirecting
CIWander Risk
[Signs of Depression

CIFollows Directions
[IConfusion:
[IPhysician Diagnosis:
[1-Alzheimer’s
[1-Dementia

Respiratory
[INo Problems

[IShortness of Breath
[IPneumonia
JcopPD
OlInhaler/Nebulizer

[JOriented to Name
[JOriented to Place
CIMonth/Year

Short Term
C]Appears Okay
CIMild Loss
[OModerate Loss

OSevere Loss

UIndependent
[ICane
CWalker
CIWheelchair
[]-Self Propels
[IStand by Assist
[J1 Person Assist
[J2 Person Assist

OFall Risk

[INo problems Noted
[IParkinson’s
CIMultiple Sclerosis
LIRS Weakness

[JLS Weakness
[IParalysis

[Tia’s (mini-strokes)
[JStroke:

[JSeizure Disorder

Long Term [JPoor Safety Awareness

L1Appears Okay Notes

[1Some Problems

Cardiovascular Toileting Bedtime/Sleeping Feeding

[INo Problems UIndependent [IUsually Sleeps Thru Night  [1Feeds Self

LICHF [IContinent Clirregular Habits [INeeds Food Cut
[JAngina [IPeriodic Accidents LlInsomnia [ISoft Food
[IHypertension (HBP) [IBriefs-Day [1May Wake to use Toilet [ISwallowing issues

ClAtrial Fibrillation

[IBriefs-Night

LToilet 2-3 times [1Chewing Issues

[1Bronchitis/Asthma [1Edema UlIncontinent-Bladder [INeeds Assist Toileting [1Own Teeth
[1Oxygen[124/7L1PRN  [Prior Heart Attack UIncontinent-Dribble [JUses Commode at Night ~ [IDentures
[ISelf-Administered [IPrior Bypass UIncontinent-bowel U1 Appetite:
[INeeds Help [JPacemaker [IWears Pads [INormal Diet
[ICoronary Artery Disease [ 1Needs Urinal [ISpecial Diet (notes)
[INeeds Assistance Toileting LIFood Allergies
Notes
Bathing Groom/Dress Hearing Vision Diabetes
UIndependent UIndependent [JAdequate [JAdequate [INone
[IVerbal Cueing [IVerbal Cueing CIFair CIFair [IControlled by Diet
[1Stand-by Assist [IStand-by Assist [IPoor [IPoor [JOral Medication
[JHands-on Assist [(JHands-on Assist CJWears Aids [(JGlasses [JSelf-Managed Insulin
O-Light [J-Layout Clothes [JGlaucoma CJAssist w/insulin
[J-Moderate [J-Assist shaving [(Cataracts [JSelf-Monitoring
[-Total [IDental assistance [IPast Surgery [JAssist Monitoring
Notes: [(OMacular Degeneration

[Legally Blind
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Client Name:

Senior Care of Sacramento

Client Assessment form

Skin Care

[1Routine care
[]Ointment for Skin
[1Bruises

[IBruises Easily
[1Dermal

[IStage:

Notes

Other (Medical)

Ul Arthritis

[JOsteoporosis

[IFractures

[IMedical Procedures Pending
[10n Hospice

Other

OSmoker (no.aday__ )
[JAlcohol Abuse
[IHistory of Drug Abuse

Urinary/Ostomy

[ISelf-Manage Foley
[ICatheter — Temp
[JAssist Emptying Bag
[ISelf-Manage Ostomy
[JAssistance with Ostomy
LlUrinary Tract Infection

Medications:

[ISeparate Page Attached

Drug Allergies: [1Yes

[INone Known

Dementia/Behavior Medications:

Primary Care Physician:
Address:

Financial:

Have durable power of attorney for: [1Health Care

Responsible Party #1:

Name:

Family advised about Physician’s report JYes [INo
Family Advised about TB test:

OYes ONo

Address:

LIFinancial [1Obtaining [IConservator
Responsible Party #2
Name:
Address:

Client’s Budget: [1SSI

$ /month

Client Miscellaneous:

Marital Status:

[JAdequate [IOther:

Date Of Birth:

Who takes to medical appointments: [JFacility [Family [JEither

Client social and activity interests:

Occupation:

OVeteran  [Spouse of Veteran

[ Applying for aid and attendance benefits
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