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% Carelink Health Care Services, LLC
Comprehensive Assessment
) -y . L
Patient Name: a me|C I jafgi'lh anoe MR#:_ O/ Lf()‘/ 76 (ié'.
Date: S+ TimeIn:  [Oa~— Time Out: [/ ’f\'} A
ADVANCED DIRECTIVES

1. Patient has no Advance Directives-Patient/Caregiver provided written information and education regarding
right to implement
Living Will
Patient has no living will.
U Patient has a Living Will and a copy is available in the chart.
U Patient has a Living Will, but is unable to provide a copy. Patient caregiver-name

is able to verbalize content as documented: Contents of Living Will:

QPatent has a Living Will, but is unable to provide a copy or verbalize content, therefore patient/caregiver
informed of agency’s inability to honor Living Will.

Power of Attorney: [ANA-none (UMedical UFinancial

Name:

Phone: Address:

City/State/Zip:

Do Not Resuscitate (DNR) Orders (OOHDNR)
WPatient does not have DNR orders ﬂPatient has DNR orders Patient’s DNR status is unknown

2. Race/Ethnicity (as identified by patient): (Mark all that apply)
W American Indian or Alaska Native [JAsia [Black or African-American OHispanic or Latino
ONative Hawaiian or Pacific Islander O White QUK-Unknown QOther:

3. Current Payment Sources for Home Care: (Mark all that apply)
UNone/no charge for current services WPrivate Pay ﬁWorker’s compensation Insurance

Clinical Record Items

4. Language/Literacy:
Patient Caregiver (If one/both are illiterate, consider alternative methods) L eadmrite UINeither
Highest level of education for:

Patient: giver: _

Primary language spoken by pt/cg: g«p Primary language read by pt/cg:
Preferred language for education resources}
Interpreter: Qoffered Qrequired
Interpreter’s Name: Phone:
Comments:




Carelink Health Care Services, LLC *

Comprehensive Assessment

5. Spiritual/Cultural Assessment: .
Spiritual/Religious Affiliation; Meffiodis | Spiritual/Religious Contact Name and Phone:

Religious/Cultural Practices that may affect health and care:
a. Patient’s major support person:
b. Patient’s food preferences and/or prohibitions:

c. Patient’s health and illness beliefs and practices:

d. Patient’s customs/beliefs regarding pain control:

e. Patient’s customs/beliefs regarding death:

Comments:

6. Has the patient been in any of the following Inpatient Facilities during the last 30 days? (Mark all the apply)
LINA-Patient was not discharged from an inpatient facility (Skilled nursing facility [l Hospital
QOther nursing home U Rehabilitation facility Other (specify) ain f(md .

i
Most Recent Facility Name: Dates of stay: to 3/{2‘? { g'/

Medical History/Immunizations/Screening
7. Medical History: (Mark all that apply) None

QAsthma U Diabetes - U Lung Dis./TB

U Arthritis/Gout U Endocrine Disorders [ Mental/Psych Disorders

U Blood Disease / Transfusions [ Epilepsy/Seizures U Neurological Disease

U Bone Disease/Fx U Falls U Phlebitis/Vascular Disease

U Breast Disease U GI/Gallbladder Disease U Prostate Disease

U Cancer (] Headaches/Migraines U Reproductive Disease

O Cardiac Disease/MI U Hypertension U Sexually Transmitted Diseases
1 Chest Pain/Angina Q) Infectious Diseases U Substance Abuse

d Chemical Abuse U Kidney/Bladder Disease U TIA/CVA

U Dementia U Liver Disease  Tobacco Use

other:___[reid Q&LHM Hey necdiboaliwt  Boxiely

Explain any checked items. Include tre@tients or non-surgical procedures {fsed for treatments of DX.

(Environmental, Drugs, Food, etc.)
Allergies:

8. Immunizations: (Mark all that apply) U NA-no immunizations
O Hepatitis: Type__ (A/B/C) / (Mo/Yr) OFlu /2ol (Moryr)

U Tetanus/Diphtheria / (Mo/Yr)  Pneumonia / 2066 (Mo/Yr)
LOther: / (Mo/YT)
Comments:




Carelink Health Care Services, LL.C

Comprehensive Assessment

9. Screening: (Mark all that apply) ;'l Female [ Male UNA-no screening tests
UMammogram _ / Zggggk(Monr) UPap Smear / Mo/Yr) W PSA / (Mo/YT)
U Prostateexam /' (Mo/Yr) W Other: / (Mo/YT)
O Other: / (Mo/Yr)
U Self Breast Exams: Frequency Last performed | / (Mo/Yr)
U Self Testicular Exams: Frequency  lastperformed  /  (Mo/Yr)

Comments:

Diagnoses/Procedure/Prognosis
Diagnosis: List each medical diagnosis/condition for which the patient is receiving home care and five digit
ICD-9 code.
Primary D1agn051s ICD—9-CM Onset/Exacerbatlon Date

a. (V43 6§ O0E
Other Diagnosis
b. itypercholeslero | ( ETals CUy Q'R
6. Ak id Re bl i 4 (_s3e0 .3l )OE
d. Anyiefu (_ 200 .00 )YOE
e. J ( . ) O E
f. ( ) O E
Additional Diagnoses ICD-9-CM Onset/Exacerbation Date
( ) OE
( . ) OE
( : ) OE
( 2 ) O E

Surgical Procedures (relevant to this plan of care): [JA

Procedure ICD-9-CM Date Performed _ ,
l._fison (B) knee replacerment™ ( ) Hfzeic
2 ( : )

Surgical History:

10. Therapies the patient receives at home: (Mark all that apply) %) 'L
O Intravenous or infusion therapy (excludes TPN) (check this if tenance flushing of device) See below.
U Parenteral nutrition (TPN or lipids)
U] Enteral nutrition (nasogastric, gastrostomy, jejunostomy, or any other artificial entry into the alimentary canal)
UNone of the above

11. Vascular Access Device(s) (VAD): (Mark all that apply) (Indicate date of insertion, size & location) M / fQ
U Peripheral line

U Epidural
U PICC/Passport

U Intrathecal
 Midline

J Subcutaneous
0 Tunneled Central Venous
(U Implanted Port

Other
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Comprehensive Assessment

* Assessment of VAD/site? Yes &No

*Vascular Access Device Flush? OYes WNo Dateoflast VAD flush  /  /

*VAD Dressing/Injection cap change? Yes No Date of last dressing/ cap change  / /

* Administer IV Fluids/Medications/TPN? Yes (ONo Method of delivery:
U Gravity: Amount/Frequency

OPump:Type/Rate
Comments:

12. Enteral Access Device (EAD): (Select One) (Indicate date of insertion, size & location) N / /3/
(Nasogastric tube *
L Low-Profile Gastrostomy Device
UGastrostomy tube
LJejunostomy :
*Assessment of EAD/site? Yes UNo *Enteral Access Device Flush? OYes UNo
*Enteral Access Device Dressing Change? OYes UNo Date of Dressing Change  /  /
*Enteral Feedings? QYes ONo
Method of delivery:

UBolus/Intermittent Feedings-Amount/Frequency

UPump-Type/Rate
*Consider Registered Dietician/Nutritionist eval. if pt. is having difficulty meeting nutritional requirements.
Registered Dietician/Nutritionist Evaluation? OYes ONo

13. Overall Prognosis: BEST description of patient’s overall prognosis for recovery from this episode of

ilness. '
OPoor OGuarded OFair QGood ‘E]‘Excellent

Living Arrangements

14. Current Residence:
datient owns residence U rents residence Olives in assisted living facility

ives with family member UOther (specify)

15. Patient Lives With: (Mark all that apply)
ULives Alone Qother family member Upaid help (other than home care agency staff)
With spouse or significant other Ua friend Usomeone other than above

16. Environmental Assessment: (Mark all that apply) ﬁNO safety concerns observed
Unsafe electrical wiring/outlets Unsanitary conditions ~ OUnsafe use/maintenance of DME
LNo working phone/inability to use phone Unsafe gas/electrical appliances
QImproper storage of medications/hazardous materials QUnsafe/Inadequate bathroom equipment
QStructural barriers Home in unsafe/high crime area OOther:
Explain further any findings:

Unsafe/unsanitary conditions addressed as follows:
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Comprehensive Assessment

17. Safety Measures: (Mark all that apply)

[ O2 Precautions U Assistive Devices O Droplet Infection Control Precautions
O Safe Disposal of Sharps [ Standard Precautions (1 Contact Infection Control Precautions
O Aspiration Precautions O Safety in ADL’s Q Airborne Infection Control Precautions
U 24 Hr Supervision O Bleeding Precautions [ Assist during Ambulation/Transfer

U Hand Rails R Fall Precautions U Infection Control Precautions

U Clear Pathways U Seizure Precautions _ (1 Anticoagulation Precautions

Other: 2 %IQW—JQ iﬂw}“ Dcm

Unsafe/unsanitary conditions @ddressed as follows:

18. Emergency Plan Code/Rating: O Class I QClass 11 %Class III (per agency policy)

Supportive Assistance
19. Assisting Person(s) other than Home Care Agency Staff: (Mark all the apply)
lative, friends, or neighbors outside the home [QPaid help WUK-Unknown
erson residing in the home (Excluding paid help) WNone of the above

20. Primary Caregiver (responsible person for providing/managing the patient’s care, providing the most
frequent assistance, etc. not home care agency staff): [No one person
UFriend or neighbor or community or church member ~ UPaid help
hé;louse or significant other (Daughter, son, or other family member UK-Unknown

Caregiver’s ability and willingness to care for patient:

Does caregiver availability impact care? BYes UNo
Other individuals or organizations involved in patient’s care/further comments:

Sensory Status
21, OVision with corrective lenses if the patient usually wears them:

AdNormal vision: sees adequately in most situations; can see medication labels, newsprint
OPartially impaired: cannot see medication labels or newsprint, but can see obstacles in path, and the
surrounding layout; can count fingers at arm’s length.
USeverely impaired: cannot locate objects without hearing or touching them or patient nonresponsive

22. Eyes Assessment: (Mark all that apply)

Right Eye Left Eye
(Jaundice (Jaundice
U Cataracts UcCataracts
U Drainage U Drainage
O Glaucoma UGlaucoma
UProsthesis W Prosthesis
UBlurred Vision  UBlurred Vision
JRedness URedness
UContacts U Contacts

UNo Problems Reported/Observed ~ Corrective Lenses Prescribed: NA E{?/Glasses (Lill«dé‘/?j‘)
Wltching Does patient usually wear corrective lenses as prescribed? UdYes UNo
UEdema Comments:




Carelink Health Care Services, LLC

Comprehensive Assessment
(23. Ears Assessment: (Mark all that apply) Cﬁtlo Problems Reported or Observed ~ WDeaf: right/ left/ both —|
WDrainage: right/ left/ both  [Redness: right/ left/ both U Tinnitus: right/ left/ both

QHard of Hearing: right/ left/ both Qltching: right/ left/ both Hearing Aid: right/ left/ both
Comments:

24. Nose Assessment: (Mark all that apply) No Problems Reported or Observed
W Congestion USinus Problems WDrainage/Bleeding
UAltered Smell UOther:

Comments: §Pﬂ W CLQ,(Z’/DSJ 29

25. Speech and Oral (Verbal) Expression of Language (in patient’s own language):
Expresses complex ideas, feelings, and needs clearly, completely, and easily in all situations with no
observable impairment.
UMinimal difficulty in expressing ideas and needs (may take extra time; makes occasional errors in word
choice, grammar or speech intelligibility; needs minimal prompting or assistance).
U Expresses simple ideas or needs with moderate difficulty (needs prompting or assistance, errors in word
choice, organization or speech intelligibility). Speaks in phrases or short sentences.
(L Has severe difficulty expressing basic ideas or needs.
U Speech limited to single words or short phrases.
WUnable to express basic needs even with maximal prompting or assistance but is not comatose or
unresponsive (e.g., speech is nonsensical or unintelligible).
UPatient is nonresponsive or unable to speak.

26. Does patient have Dysphagia (swallowing difficulty)?
UYes* /QNO *If yes, include in list of diagnoses

27. Mouth Assessment: (Mark all that apply)

Teeth Gums/Oral Mucosa Lips Tongue
WMNatural Teeth OPpink Qpink Opink
gDentures Lppen UPale OPale OPale
Partial/Bridg UMoist UCyanotic UMoist
U Edentulous UDry U Moist UEdema
U Chewing Problems UEdema UDry UProtrusion
(Bleeding UBleeding UCracked U Altered Taste Sensation
o problems observed/reported QOdor ATMJ  Lesion-site
Lesion-site Lesion-site
Other

Pain Status
28. Frequency of Pain interfering with patient’s activity or movement:
QPatient has no pain or pain doesn’t interfere with activity or movement [Daily, but not constantly
OLess often than daily KIAll of the time

29. Non-Verbal Patient Pain Assessment: (Mark all observed or reported behaviors that may be pain related)
None Reported/Observed Restlessness WRigidity WCrying BFacial Grimaces
UGuarding [Moaning Other
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Comprehensive Assessment

30. Does pain impact patient’s daily functioning? @’Yes UNo

Comments:
Does the patient take any OTC oral or topical meds (such as NSAID’s, Ben-Gay etc.) and/or herbal
remedies to obtain pain relief? Yes MNO (Add all OTC/Herbal meds to Medication List.)

31. Describe patient’s pain:
Intesnsit
0 1 2 3 4 6 7 8 9 10
No Pain Mild Moderate Severe .

Characteristics: A=Ache (Dull) B-Burning C-Crushing R-Radiating (S=Sharp '=Throbbing
O=Other (describe)

Location of Pain: ﬂé) el Lwroccnf dedo

Current Relief Methods Oral meds, ice, elé&atmn other

Obypcodsae — Wmm;ﬂ/% g@é?zuﬂ, - Z /,Oc: ,,-? e ~

Goal: (0—1@) 7@ Comments:

Integumentary Status
32. Does this patient have a Skin Lesion or an Open Wound? Including healed pressure ulcers.

es ‘%40 Wﬂ,xé Anterior Posterior

Skin Condition (Record code # on body area.
Indicate size to right of numbered category.)

1 Lesions

Bruises

Masses yd

Incisions V/

Scars

Ulcers
Decubiti

DN OB |WN

Pressure areas

-
33. Skin Assessment: (Mark all that apply)
UGood WJaundiced UFlushed UMoist
OFair QCool UPale UDry
UPoor UWarm UCyanotic U Scaly/Cracked
Turgor Color
Recent hair loss/growth:

Comments: 5/ l/j /K' ] Rewnraceso ;&L@?/

34. Document any wounds on the Wound Care Flow Sheet.
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Comprehensive Assessment

Respiratory Status
35, Is the patient dyspneic or noticeably short of breath?
AN No UYes, Explain

36. Respiratory Treatments utilized at home: (Mark all that apply) (List settings for each if applicable)
(1 Oxygen (intermittent or continuous) QContinuous positive airway pressure
( Ventilator (continually or at night) None of the above

37. Respiratory Assessment ‘Qﬁo problems reported or observed
U Use of accessory muscles noted Orthopnea LJApnea

*02 orders? UYes UNo

Cough:

one reported/heard via U Non-productive Cont. / Intermittent / PRN / HS
Amount
Productive: UClear U Blood-tinged U Brown U Yellow Green
U Other
Tracheostomy care orders? L Yes 1 No Tracheostomy Size: U/ //'}' Type:
Comments: /
38. Heart Sounds: Pedal Pulses: ; Right Left Capillary Refill:
WNL UStrong (fingers/toes)

UMurmur U Weak U<3sec. >3 sec
QValvular Click U Absent

Other:

39. (Mark all that apply) aﬁ o Problems Reported/Observed
U Fatigues Easily U Impaired Circulation [ Angina [ Syncope U Palpitations
ONeck Vein Distention O Varicosities O Other

40. Edema: ﬁNA U None observed Last Checked: (date)

U Non-pitting Parameters: Pitting High

Site(s)/Amount (1 - 4+) Low

Comments:

minutes

41. VITAL SIGNS - lgAt Rest QPost Activity: Type X
Radial Pulse: & X Respirations: ,qUnlabored WLabored
Rhythm: ﬁRegular Ulrregular
Quality: ﬁNormal UBounding Thready

Apical Pulse:
Rhythm: URegular Ulrregular
Quality: Normal Bounding UThready
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Comprehensive Assessment

Blood Pressure: 133/ 78 ﬁl{ight OLeft Site BP Taken: @ u'pPQV M

Temperature: ? X URectal UTympanic JOral UAxillary ﬁﬁ“emporal
Weight: / 65 Ibs. Abdominal Girth cm Height: ft, in.
Actual Stated BMI: WUActual UStated _
;ﬁUnable to weigh due to Mid Arm Circumference: cm E;l@nable to stand
Breath Sounds i
Quadrant ﬁClear URhonchi Rales Wheezes Diminished
Elimination Status

%. Urinary Incontinence or Urinary-Catheter Presence:
ANo incontinence or catheter-(neluding anuria or ostomy for urinary drainage) (If No-go to # 44)
WPatient requires a urinary catheter (i.e., external, indwelling, intermittent, Suprapubic) (Complete next
section then go to # 44)
UPatient is incontinent

43. Catheter: Initial insertion date: }J / ﬁ/ Reason for insertion:
Type: (Mark all that apply) Date of last catheter change: / /
UExternal Latex

Indwelling Size: Fr. cc

Suprapubic Catheter Irrigation Orders? UYes UNo
Foley Catheter Insertion/Replacement Orders? Yes UNo
Coude’ Comments:

Silastic

44, Urinary Assessment

Appearance: [QReported UObserved Amount: (Urostomy:
Clear L Site:

UCloudy Oliguria Appearance:

UConcentrated Polyuria Appliance type:

UHematuria U Anuria

JSediment present

45. (Mark all that apply) ;i‘lgo problems reported
UHesitancy Urgency URetention Other:
UFrequency UBladder Distention WNocturia WBurning

46. Bowel Incontinence Frequency: M@a&astmmeﬁhmm&&en_@w)w

L Four to six times weekly [ Very rarely or never has bowel incontinence WOn a daily basis
U Less than once weekly More often than once daily [ One to three times weekly L UK-Unknown

47. Ostomy Assessment: )?(NA (see #46)
Ostomy Site Location:
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Comprehensive Assessment

P Vs 1

r Date Ostomy Created: / (mofyr) N / T
Appearance:
Type of Appliance:
Reason for Ostomy (Diagnosis):
Comments:

48. Gastrointestinal Assessment: (Mark all that apply) ~ No Problems Reported/Observed
OHemorrhoids: OExternal linternal

UDiarrhea
KlConstipation
UNausea

U Vomiting Frequency:
ULaxatives: Type and Frequency
U Abdominal Distention Color:
OBleeding Date of last BM___ /| _paf Juit—
UHeartburn

QFecal Impactions Comments:
QOther:
Bowel Sounds RUQ BLUQ BARLQ ELLQ WWNL OHypoactive Hyperactive JAbsent

Nutritional Status
4;(;1 utritional Risk Assessment: (Mark all that apply) (D1301p11nes in () are suggested consults if checked)

No nutritional risk assessed
U Nausea/vomiting (MD) LWt. Loss/gain of 5-10% body mass Wound/Post-Surgical (RD)
W Diarrhea/constipation (MD) in last 6 mos. (MD/RD) UDrinks 3/ > alc. bev./day (MSW/RD)
UEats 2 or < meals/day (RD/MSW) OEmotional issues/Eating disorder OLimited access to food
U Difficulty chewing/swallowing (MSW) or assist. w/preparation physically (RD/SLP)
UTakes 3 or > Rx drugs/d y (RD/MD) or financially (MSW/RD)
Comments: JU-} L Y )17

50. Nutritional Requirements: (Mark all that apply)
aRegular UHigh Protein UBland Enteral

Cal ADA URestricted Protein Grams UWClear Liquid
a Gram Na UHigh Fiber OFull Liquid
ONo Salt O (Hi/Lo) Carbohydrate UPureed Low Fat/Cholesterol

URenal QTPN QOther:
*Does patient/caregiver require diet teaching by SN? UYes UNo
Appetite: Good OFair QPoor
USupplement(s):
Hydration: [AGood QFair UPoor UFluid restriction: cc/L per

10
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Endocrine Status

51. Endocrine Assessment: (Mark all that apply) ﬁNo Problems Reported/Observed
WDiabetes: Onset: WAdult QJuvenile Blood Glucose: mg/dl

WDiaphoresis WInsulin Dependent UFasting Non-fasting

QIntolerance of heat/cold WNon-Insulin Dependent Blood Glucose Routinely Performed per:
UExcessive thirst/hunger Diet Controlled * QSN UCG UPt.

WHyper/Hypothyroidism UGlucometer/AST Frequency:
MPituitary Disorders Type: Comments:
QPancreatic Disorders Other:

Genitalla/Reproductive Status

52. Genitalja/Reproductive Assessment: (Mark all that apply) ¥Not assessed this visit
UMale ﬁfemale UNo Problems Reported/Observed

QPost-Menopausal QOther:
Scrotum/Penis: Not Assessed
Labia/Vagina: WNot assessed
UEdema-site

U Lesions-site
UDischarge-type
USigns of trauma or abuse
Comments:

Neuro/Emotional/Behavioral Status
53. Neurological Assessment: (Mark all that apply) ;ﬁ\lo problems Reported/Observed
UAltered Balance Short term memory loss Catatonia
ULong term memory loss WVertigo  LPERRL

Impaired judgment due to: USeizures QTremors WParalysis Syncope
USemi-comatose Altered Sensation UDementia QOther:

Comments:

54. Mental Status: (Mark all that apply)

Ml -Oriented (person, place, and time) (J2-Comatose (13-Forgetful J4-Depressed O5-Disoriented
Q6-Lethargic (7-Agitated 18-Other

Comments:

55. Psychosocial Assessment: (Mark all that apply) [UNo Problems Reported/Observed

F&Coping Difficulties Hallucinations UManic Mood QGrief UParanoia WDepressed Mood
QlInterpersonal Conflicts WBody Image Distortion Delusions  WOther:
Unusual home/social environment that impacts care:

Comments: Lé/ﬂ/_.\ef @‘gﬁ%dc&ﬁp CecAer T Afixﬁ,ﬁﬁ

11
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Comprehensive Assessment

56. Indicators of Physical, Verbal, Sexual Abuse/Neglect (Mark all that apply) ﬁNone reported or observed
WUnusual defense of caretaker Direct disclosure by patient/other L History of previous/recurrent injury
UExtreme upset/shame when bathed, toileted, changed Unnecessary confinement (bed, chair, room)

QUnusual/unexplained injuries (burns, bruises, bite marks) QUnusual fear/guarding against caretaker
WLack of attention to medical/dental needs by caretaker abrasions, lacerations, fractures, etc.

QInjuries in unusual places-thighs, buttocks, genitals, rectum contributing to weight loss
UMisuse of patient’s funds contributing to poor care ~ Unsafe/unsanitary conditions in home

Meals not prepared or are of poor nutritional quality

Explain further any findings:
Problems addressed as

Musculoskeletal/Functional Status
57. Musculoskeletal Assessment: (Mark all that apply)
QAmbulatory OJoint Inflammation JFWB
QChair bound UDecreased Strength OPWB-Extremity:
WUBedbound Poor Endurance/Act. Intolerance ONWB-Extremity:
UMoves All Extremities Furniture Support L Altered Gait: (Describe)
ULimited AROM: (site) Assistive Devices: (list)
UContractures: (site)
U Amputation: (site)
URight Handed QLeft Handed
Expand on current ADL/IADL details: (frequency, assistance, equipment/assistive devices used, safety,
environment)

58. Functional Limitation: (Mark all that apply) (dNone reported or observed
UAmputation QHearing mmbulation UDyspnea With Minimal Exertion
QBowel/Bladder (incontinence) UParalysis OSpeech QOther (Specify)
QContracture QEndurance QLegally Blind

Expand on Functional Limitations and Prior Functional Status, if needed:

59. Activities Permitted: (Mark all that apply) Uﬁo restriction

UComplete Bedrest QTransfer Bed/Chair QIndependent at Home Wheelchair
UBedrest BRP UExercises Prescribed OCrutches OWalker

WUp as Tolerated UPartial Weight Bearing QCane

Other:

60. Homebound Status: (Mark all that apply) LNA

Describe items picked in measurable terms as applicable
WPoor endurance/activity intolerance l;jfain (as prescribed in Pain Status Area) (QParanoia
U Dyspnea with minimal exertion LMD ordered relative to:
WPost-surgical incision/weakness
ﬁGait instability dDementia LOpen/draining wound

UBedbound due to: U Vertigo/Dizziness
UParalysis-location:
UAnxiety Other:

12
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61. Specity any known medical and/or non-medical reasons the patient regularly leaves home and

frequency of occurrence ,
OMD appointments: frequency /) W UDialysis-frequency

UOther: ;
Outpatient Therapy for:}XPT-frequency 2-3x [wk.  OOT-frequency
UST-frequency QPsych-frequency

62. Management of Medications: Patient’s ability to prepare and take all prescribed medications reliably
and safely
LINA-No oral medications prescribed
W Able to independently take the correct medication(s) and proper dosage(s) at the correct times.
Able to take medication(s) at the correct times if:
@individual dosages are prepared in advance by another person, OR
Ogiven daily reminders, OR
QOsomeone develops a drug diary or chart,
LUnable to take medication unless administered by someone else.

OYes KINo
Who will manage inhalation treatments? Patient QCaregiver SN
QOther:

63.1s p%’ent taking any inhalation treatments or medications?

64. Is patient taking any injectable medications? Yes %\Io l

Who will administer injectable medications? [Patient (QCaregiver QSN
QOther:

65. Does patient have any new or changed medications that require teaching by SN?
QYes %\To

WUYes WNo

66. Is patjent on any medications that require SN to perform Venipuncture to monitor therapeutic levels?
List megichtion(s)/comments:

67. Equipment NONE
DME Company:

Phone/Fax:

Current DME items: (3 )a [[<¢ v

DME Needs:

68. Does the patient/caregiver need DME assistance or training?
OYes ;il\l()

69. Patient Management of Equipment/supplies: Patient’s ability to set up, monitor and change equipment
reliably and safely, add appropriate fluids or medications, clean/store/dispose of equipment or supplies

13
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Comprehensive Assessment

using proper technique

INA-No equipment of this type used in care.
#atient manages all tasks related to equipment completely independently.

If someone else sets up equipment (i.e., fills portable oxygen tank, provides patient with prepared solutions),

patient is able to manage all other aspects of equipment.

WPatient requires considerable assistance from another person to manage equipment, but independently completes
portions of the task.

UPatient is only able to monitor equipment (e.g., liter flow, fluid in bag) and must call someone else to
manage the equipment.

QPatient is completely dependent on someone else to manage all equipment.

70. Narrative Summa.ry (Summary of Patient’s History, Problems, Needs, and Strengths)

foddly Gacf. UWallre,. {aﬂ-ﬁ o/~ Fhe loxe . 4 _M

"0- (2P0l le LI c‘ LT ALy WFl 32 D7t Flkel 897 o/
tiured o . & A AU 10 ped ZD i, pleaglay & L 2,
oA 1D UL HMD el ' : ‘ Hreacy
,ﬂixﬁmvﬂrﬁd ' d

71. Skill performed this visit (Including patient/family education):

I P

\ﬂ_.»..a_b% /‘L’

£ ARTIZF

fuREd - da e ltor) ant diliceslirr

14
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72. Patient/Caregiver Response to Teaching/Intervention:

Mwu&aﬁgy@ﬂ ﬂmﬁ;

73. Supplies Used This Visit: (list supplies or attach supply sheet)

A

74. Orders for discipline and Treatments (Specify Amount/Frequency/Duration; Include lab orders):

Frequencies:

Skilled Nurse: -2 x/nk_ Home Care Aide:
Physical Therapy: 2.- %’x,/ Wk Occupational Therapy:
Speech Therapy: MSW:

75. Orders:

Shulded Nptdunce -2 x‘// wk
ﬁ#%m.}xnj Wé",’g’%} z-2 x//wu/(

15
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Comprehensive Assessment

77. Rehabilitation Potential: Good QFair OPoor

Due to: Above stated orders and goals Other:

78. Discharge Plans:
Patient will be discharged to:
USelf-care UFamily UCaregiver Extended Care Facility
Patient will be discharged when able to:
mMeet stated goals
Other:

79. Date physician last saw patient: 5 /2 4/ 1S~

Reason for provider contact: b/ Yo ij,w_rn L a A?M (

Patient Signature: N /537»7 o / . ,Z.{/ /Z/ijz_—w

Nurse Signature: | M&/;?/%?)Mbw

Date: J‘; ~30 g

Date: 5-3 0’”7,3/

16
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Comprehensive Assessment

77. Rehabilitation Potential: @AGood OFair DPoor
Due to: Above stated orders and goals Other:

78. Discharge Plans:
Patient will be discharged to:
USelf-care UFamily QCaregiver UExtended Care Facility
Patient will be discharged when able to:
ml\/{eet stated goals
Other:

79. Date physician last saw patient: 5 /X 4, 1S~

Reason for provider contact: TPy e T
' )] I y

¢ P z
Patient Signature: ool /53747 - / . ,Zf//zéfaé/

Nurse Signature: %M&Z?%JM b&)

Date: 5 —5 O =S

Date:

560“7.,5/

16



, Carelink Health Care Services, LLC
Nursing Visit Record i%me . Justin ano OO N5

Patients Name Medical Record Number

Allergies: JKDA
Medication change since last visit? @No 0o Yes, Specify

Homebound? @@No o Yes (If yes, reason) Patient Lives - o Alone, @@With Family, o Non Relative
VITAL SIGI:IS RESPIRATORY SKIN GU CARDIOVASCULAR
o Temp: 2 ﬁ @ No Deficit Edema Location__(; TR 1+ 2+ 3+ 4+ | @ No Deficit © No Deficit
o Pulse: © Rale/Rhonchi o Non Pitting o Pifting o Distention © Chest Pain
2 %]etsl) LGP SOB______ | © NoDeficit O Warm/Dry O Retention o Heart Sounds E égi;]& Lanill
3 il o Cough o Cool/Clammy O Turgor Adequate O Burning © Peripheral Pulses
sight | © g;;utum i 2™ Wound Location O Frequency O Dizziness
o at o Foleycath o Edema
left Yy
P Exgzmity Pulses | © ©O2Sat L O Suprapubic © Neck Vein Distention
O Other w O Incontinence 0 Arrhythmia

o Glucometer Commenfﬁm __ Size ~~F Comments:

BS: DRAINAGE ml
o Universal é-“;‘__.%__A Comments:

Precautions olor

Maintained Odor
MUSCUILOSKELETAL NEUROLOGICAL DIGESTIVE/NU TRI:FIQN PAIN
© No Deficit @ No Deficit o No Deficit - Last BM b‘ Zg l'{S Frequency of Pain interfering with patient’s activity or
© Weakness O Oriented to Person /Place | © N/V movement:
o B_alance!’Gait Abnormal / Time o Diarrhea o 0 - Patient has none or pain doesn’t interfere with
o Limi bility/RO! O Seizure/Tremors o Constipati(_m activity or movement " . -
ek |CRamin. oI e T L

Risht/Left/Equal o ype/ Amoun o _2— Daily, but not constantly .
ngn o back]  RightLef/Equa o Placement I of the time Ve sensitie.
left o Residual/Amt, P ROFILE .
T SENSORY I
o Bed_bou.nd O Hearing éﬁ)aﬂﬁ o Bowel Sounds Present Primary Site:
° ggﬁﬁcﬁ: O Speech Impaired e Sﬁi‘ G{Z%Aﬁwu i 0
o Paralysis O Visually Impaired o Meals Prepaeéd & Administered low high )
@ Assistive/Device O Legally Blind Appropriately Current pain management & effectiveness:
Fall Prgcautions maintained o Past 24-Hour Diet Recall - :
o Adequate Pain Management Teaching to patient/family
i,r{ ;:L [ ke o Inadequate (d ent below)
Patients pain goal:
Progress toward pain gbal:

Reason for visit: anth M; > J Auz4 ,\_J AN 0 LPN
(K) bﬂﬂﬁ/ .S/P Bovrsion oh ‘7'7(1? S T Jesnmpred | osie

&jﬂﬁj‘&jd{jz L,b,q_ér/;(ﬂ g/j/& Mm 6@2’7"&& li‘rcscntonﬂlisvisit? Yes No

La leg T S Doy condlmatle, £od—"0s ntuagaafhice Oioving e plan?  Yes No
2t medialesy . (onlalalis untt 3 Y o A app e | Couteous and polite? Yes No
i oz IF7€. I Chre n 87 & AT L Report changes in status? Yes No

Patient satisfied with care? Yes No

Patient response to care: !:':{ M /LWJD‘CQ? G'—g- / S_;: 7€ / b G- “—— / r Changes made to care plan?  Yes No

Additional instruction given? Yes No

Progress toward goals:
Teaching Tools used/given: @nstructed @ P/Cg. Verbalized Understanding o Pt/Cg. Return Demonstration

Conference with: SN PT OT SLP MSS HHA (circle one) Name: Regarding:

Plan for Next Visit:

Oopr— T 61175

Nurse Signature & Title B J Time In / ¥ iime Out Date

Patie Date

[ Nursing Supervisor Review

s Supervisor Sigmagre pE CEIVED JUN T2 2085




Carelink Health Care Services, LLC

Nursing Visit Record E}ﬁﬂe Jo— W 509 907 778 1

Patients Name Medical Record Number

OBSERVATION

Allergies:
Medication change since last visit? @ No 0 Yes, Specify.
Homebound? o No o Yes (If yes, reason) Patient Lives - o Alone, ¢ With Family, o Non Relative
VITAL SIGNS RESPIRATORY SKIN GU CARDIOVASCULAR

o Temp: i ©® No Deficit Edemalocation TR I+ 2+ 3+ 4+ | @ No Deficit @ No Deficit
o Pulse: © Rale/Rhonchi________ | @Non Pitting o Pitting o Distention ©  Chest Pain
o Resp: 0 SOB___________ | © NoDeficit o Warm/Dry O Retention © Heart Sounds
g g}f EE o Cough_____ | © Cool/Clammy O Turgor Adequate O Buming © Peripheral Pulses

134 {Kf sghe { O Spemn 15‘_53_ ound Location | 2™ Wound Location | © Frequency O Dizziness

i | © O2at < o Foleycath O Edema
o Extremity Pulses | © 028at L x4 ? g; cof L O Suprapubic ¢ Neck Vein Distention
O Other W _<u W © Incontinence ©  Arrhythmia

o Glucometer Comments: | D_bhpaled D |Size_F | Comments:

BS: DRAINAGE DRAINAGE ml
o Universal Amt Amt Comments:

Precautions Color Color

Maintained Odor Odor
MUSCULOSKELETAL NEUROLOGICAL DIGESTIVE/NUTRITION, PAIN
0 No Deficit o i ® No Deficit o No Deficit—Last BM _(( /i %{g € " | Frequency of Pain interfering with patient’s activity or
@ Weakness 2% Pain O Oriented to Person/Place | © N/V movement:
& Balance/Gait Abnormal / Time o Diarrhea o 0 - Patient has none or pain doesn’t interfere with
o Lir_nited Mobility/ROM O Seizure/Tremors o Constipati(:m activity or movement s
@ Pa{n o Pupillary Reaction o Tube Feeding o 1 - Less than daily ' Kfl(,e/ =
o Grip Strength Right/Lef/Equal o NPO Type/Amount © 'f Daily, but not constantly fﬁrp[gh nr ;

right o Placement 3 -All of the time ‘; e VP

left SENSORY o Residual/Amt. P. ROFILE
o Bed bound O Hearing Im ﬁ’ aliesd © Bowel Sounds Present X Lf Primary Site: /2 . [
© Chair bound p— d o Abd. Girth Intensity Sheie
o Contracture 2 pest mpall'.e o Diet ] 012 3 4 @6 7 8 9 10
o Paralysis O Visually I“:‘pa"ed o Meals Prefdred & Administered low high
o Assistive/Device O Legally Blind Appropriately Current pa.us management & effectiveness: )
Fall Precautions maintained o Past 24-Hour Diet Recall [rcocet Q =°

o Adequate Pain Management Teaching to patient/family
o Inadequate (document below)
Patients pain goal: [Pty
Progress toward pain goal: :

INTERVENTION SUPERVISION
Reason for visiz i usth M Seen ool poapdion

2 (T MU LA LA IEAIE = A 0 Gaite

’ ?my iz, 7 %Me_ P co_ep—| Present on this visit? Yes No

r

i [AJI A BL e _/ L7 L/'&? ﬂaj/}(/) / Aide following care plan? Yes No
AW AR A ‘- 2 2H 2] 7 /"'A 2. tﬁ A Y, ‘ A Az 2T ﬂﬁ&' Courteous and polite? Yes No
It 3 " :
0 T Pt osir s j P /mmp,e’,i W }/,M Report changes in status? Yes No
F/ u/ < -‘._SLLUZ,{.{'H & A S'% il Patient satisfied with care? Yes No

Patleﬁt response to care: WW Changes made to care plan?  Yes No

£ Additional instruction given? Yes No

Progress toward goals:
Teaching Tools used/given: @ Instructed @Pt/Cg. Verbalized Understanding o Pt/Cg. Return Demonstration

Conference with: SN PT OT SLP MSS HHA (circle one) Name: Regarding:

Plan for Next Visit:

V \%éd@/ﬁgﬁ’ﬂg b (9/! ”’/f&
- M f/%w@)é&) Lopor J Lo/ s’x

Nurse Signature & Title Time In Timg Out Date /

[J Nursing Supervisor Review

Supervisor Name Supervisor Signature R F [ E Y F D JUN 10 ?pﬁ

— - SopERs  spesipsios ey = SR g



Carelink Health Care Services, LLC
Narrative/Progress Therapy Note

Patient Name (Last, First) please print

i irs 1 Patient
FPameds  Tusha\ano ‘7 ,LMM

.N

Theraplsf Name (Lasl, t) please print Miles |me In Time Out
@ywu =il (0o

Discipline Im @

Date:

ST Q(ga’f{{

Type

[ JEvaluation [ JRe-Evaluation [_] Supervisory MDischarge L] Routine[ ] 30 Day Summary [ 90 Day Summary

“Jarranve!Progﬁ

e 55 waw Jo oSG wle d

Covse| s = %W’féﬂﬁ—w(

|
} y s\wuﬁt)}&

SR e Wgﬁl@.\ »&—5» e S

Reason Patient Remains Homebound: (Must Check One pr More)

J Ambajation 0 Mobility
J Endurance O Respiratory

O Strength C ROM
[l Balance O Other:

Therapist Signature: g @/\Nﬁw\ Date: é){ Z O( [ 5

Day Discharge Notice Given

b

RECEIVED JUL 0 12015




