
l. Do you now have, or have you ever had a problem with alcohol? YES NO

EXPLAIN _

2. Have you ever been hospitalized for alcoholism or related illness? YES NO

EXPLAIN (WHERE/WHEN) _

3. Do you now have or have you ever had a problem with illicit drugs (marijuana, cocaine, etc)? YES NO

EXPLAIN _

4. Has applicant ever been treated for a psychiatric (mental) illness? YES NO

EXPLAIN (Dia.gnosis, Where, When.) _

5. Is applicant currently participating in any experimental research therapy program? YES NO

EX PLAIN ID E S CRIB E _

ADD IT 10 N AL COM MEN T S: CDescrib e daily rontine, personality, habitB, likes/dislikes, etc)

NAME-. _
SIGN ATURE

RELA TIONSHIP TO APPLICANT: _

D ATE: Please return this form with your a ppltcatlna. JlA.LSlJIlCAT LON 0 JI LN JlO KMA. T ION MA Y RES U L T IN
THE APPLICA.NT BEING DENlEDkDMISSlON OR DISCHARGED FROM THE NURSING HOME.
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APPLICANT ACTIVITIES OF DAILY LIVING SURVEY FORM

(This Survey Rorm is needed by the Admission Screening Cnra m ltte eto more aecuntely evaluate the amount and type of care needed by tbe applicant. PLEASE CIRCLE
THE APPR OPRIA TE ANSWER FO R EACH ITEM. Incomplete and/or unsignod Iorm s will dday processing of tile applicatlon.)

BEHA VIaRS:
AlertfA ware YES NO
Hostile Physically (Fights) YES NO
Yells YES NO
Wanders YES NO
Comatose (Unconscious) YES NO
Cooperative YES NO

W A.LKING:
Walks by Self YES NO
Uses cane or w alker YES NO
Uses Wheelchair YES NO
Stays in Bed or Chair Y!:iS NO
Falls Freq uen tly Y s s NO

MOVEMENT }i'ROM BED TO CHA.lR/TOILET:
Moves by Self YES NO
H as to be carried or help ed YES NO
Shifts weight in chair by Self YES NO
T urns Self in Bed YES NO
A ble to Use NUIse Call Button YES NO

EXERCISE 011 LIMBS:
Moyes arms by self YES NO
Moves legs by self YES NO
Receives Physical Therapy YES NO

DRESSING:

Dresses upper body by self YES NO
Dresses lower body by self YES NO
Puts on socks and shoes by self YES NO
Receives 0 ccupational Therapy YES NO

BATHING:

Needs Bed B ath Given YES NO
Takes Tub Bath by self YES NO
Takes Shower by self YES NO
Resists Bathing YES NO

EA. TlNG:

Feeds self YES NO
Feeding Tube YES NO
Eats complete meal YES NO
Diet Type (Specify):
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GRO OMING:
Shaves self YES NO
B rushes ow n teeth/dentures YES NO
Trim sow n nails YES NO

TOILETING:
Bowel Control YES NO
Bladder c ontro1 YES NO
Urinary C ath eter (T Ube in Bladder) YES NO
Colostomy (Hole in Abdomen) YES NO
Illeostomy (Tube in Bladder) YES NO

SKiN CONDITION:
Dry Skin YES NO
Bruises easily YES NO
S kin tears easily YES NO
Rash on bo dv YES NGl
Bedsores YES NO
How Many:
Where:

BREA THING STA TUS:
Uses 0 xygen Tanks/concentrator YES NO
Tracheostomy (hole in throat) YES NO
Needs suctioning YES NO
Can cough YES NO
Smokes Tobacco YES NO

OTHER:
Poor vision YBS NO
Blind Y BS NO
Wears glasses/contacts YES NO
Deaf YES NO
Wears Hearing aid YES NO
Can talk/communicate YES NO
Needs safety devices YES NO
Dentures YBS NO
Artificial lim bs or braces YES NO
Legal Guardian YES NO
Power of Attorney (POA) YES NO
Living Will YES NO
Durable Po w er of A ttorney for Healthcare YHS NO


