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Pain Assessmenti-

Describe: location, character, frequency, and pain relief measureslﬁfﬂ
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Emergency Plan/ Patient has: Emergency Contact ] Alternate Housmg in a Dlsaster

Plan to obtain food, supplies, medication, DME Comments &jﬁw
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Functional Assessment:

__Change ___.a_”ﬁ"h] Change in Upper Body dressing _{__
__Change jn Change in Lower Body dressing \ W Ex M -

__Change o~ No Change in Toileting and Transfer /

__Change £ /Na Change in assistance needed for food ‘and meal preparation

__Change _'_AD Change in Medication management ,A’”(Zﬁwwe, AML/C-E'
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No changes and no additional interventions l Change- describe and actions taken:

__Plan of Care reviewed with: Q/F'atlent [ Family [=7] CHHA LPN [ ]Other

Plan of Care meets Patient’s needs E/Yes D No - Explain

Name of CHHA/Staff Present -kills observed o
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Review of Systems

]—Cardiovascular | WNL Circle any that apply: Chest pain, Dyspn anosis, N
: Palpltatmus, Pulses present, Pulses Absent, Irregular pulse, History MI, '
History CHF Other Comments M,ifé;h
Respiratory {_C_WNL Circle any that appl%? Lungs clear to auscultafi
xertion/SOB at Rest, Orthopuea, C

gxertion,) ough, Wheezing
Oxygen at L/Min Commentw

*I-Iead/ Neck ‘WNL Circle any that apply: Masses, Tenderness, Swoﬂef Glands,
istory ThyFoid disease Other Comments : f——‘-‘ﬁ
Neurological L__|] WNL Circle any that apply: Headache, History GVA,

Alzheimers, Dementia, Parkinsons, Syncope, Spinal disc, Mental Status
changes, History of seizure disorder, Other Comments
GI E] WNL Circle any that applyrNatsea ~vomiting, Acid reflux;
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Musculo- Skeletal WNL Circle any that apply: Arthritis, Broken bone, History of
fractures, History ogpram History Joint éeplacements
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bruising » Wound(s) describe _
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Psychosocial | WNL Coping Ability | ques Lives with
E Environment sultab@ar therapy [:, Yes No

Circle any that apply: Depression, Anxiefy, Schizophrenia, Psychosis
Other Comments

Other | None l | Anemia | Autoimmune Disease L __|Genetic
! Disorder Comments

= —
Nutritional- B/ Oral (;] Enteral D TPN DOther
Current Diet J@lﬂ- v %’\é}ﬂ{'mgen done Yes D No, not needed on this visit

Pump Type D Intermittent D Continuous — Rate and other

Patient compliant thllj‘ Treatment Therapy D Yes
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PLEASE BOX
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SKILL LEVEILJ, ,,ia*,dr CONTRACT:

ACTIVITY

FOLLOWS
PLAN OF CARE

COMPLETES TASKS AS DIRECTED

' MAINTAINS PATIENT’S LIVING
AREA/ENVIRONMENT
NEAT AND CLEAN

'|....:;"PATIENTS AND/OR FAMILY

. DEVELOPS RELATIONSHIPS WITH

~ UNIFORM/I.D. BADGE WORN

VERBALIZES UNDERSTANDING OF
OBSERVING CHANGES IN THE
PATENT’S CONDITION AND MEANS
OF REPORTING CHANGES

VERBALIZES UNDERSTANDING OF
STANDARD/UNIVERSAL . -
PRECAUTIONS AND PROCEDURES

OTHER (SPECIFY):
ON THE JOB TRAINING AND/OR .
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