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Human Resources Administration

(08/07/02) Home Care Services Program
' NURSE'S ASSESSMENT VISIT REPORT
Case Manager:
1A. Client's Name: Birthdate: O if Mutual Case, other Client's Name:
Social seam— Nedicaid --
S—— F. o v g i
ASSESSMENT AGENCY: | Billable Hours Per | Recommendation for Authorization of Services (in houn)
(] Home Attendant Week: [days 1 deoys . < bours
[] Housekseper Authorized Hours [Istat  []Continue [ incresse Tasks |-
Home Health Agency | Per Week:
Other (] Oeny [C] Decrease Tasks [ ] Discontinue
PRESENT AT INTERVIEW: RECOMMENDED LEVEL OF CARE
[JHua [OJvKk THHA -0 Relative/Friend ,Z’Homomn [] Home Heaith Aide
Source of information: ?ah ent d Housokoep.r ] Other
Contact Person: Telephone
(dowabitr 343 J’JZP Rmussmom (] change
B. DIAGNOSIS: ICD-9 CODE Significant Sympiloms:
Primary: 272157C L0Pes If Available
Socongncr’(}ffﬁg Vital Signs:

CLIENT PRIMARY MEDICAL PROVIDER:
Name;

Regularly Scheduled Appointments-Day/Time-Frequency

HA.  IMPAIRMENTS: YEEJS
Dom. Hand/Arm O
Other Hand/Am 4
Lower Extremities A
Cardiac Function A
Respiratory Function p=g
Obesity Pal ,
ADDITIONAL FUNCTIONAL IMPAIRMENTS '
8. BLADDER CONTROL BOWEL CONTROL !
Continent I Continent _
| Somstimes incontinent [C] Sometimes Incontinent - I
Catheter D I
indicate Type O Indwelling C Texas Ostomy }
Frequency: Urgency: Frequency: Urgency: f
C.  SIGHT: HEARING: L
| ] Total Blindness ] Total Deafness |
' _ Legally Blind (] Hearing Aid |
Glasses (] Lip Reading I
g (] Contact Lenses (] Can Interpret Loudness :
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Human Resources Administration
Home Care Services Program

NURSE’'S ASSESSMENT VISIT REPORT

. A. MOBLITY Can |CanW |CanWiAld Can-| B. CLIENT ENDURANCE
lm' Mech Ald | of Person not P‘I; :ZC :" onm( e, S?‘dcr‘edr Can‘:f
Walk or Wheel inside yd - P Tolerates 250F1 +)
i Needs intermittent Rest
Walk or WWheel Outside 4 .
L a ' L ] Barely Tolerates ShonActMﬁ“
Get Up From Seated P y yd ] No Tolerance
Get Up From Bed /- yd TELEPHONE USAGE *
Is Client Able to Use Telephone-
Transfer To Commode X(Yes T No, Explain
Transfer To Wheelichair Does Cl‘l‘ll'l;l\n a Personal
Bedpan Emergency Response System
Use OYes 2 No

0

Q‘ i J2

J o

Rise Time
Breakfast
Bathing A0 o
Lunch 1 o
Dinner

+To "

C. CLIENT PREFERENCES FOR SERVICE
HOURS AND ACTIVITIES: Use 24:00 Hour Clock

-

D. CLIENT STATUS VARIATIONS DURING DAY
include Any Peak Periods Of Functioning(e.g. Early

Or Later In Day)
&Ene/‘a{:?ea/
PJJP S/‘CCPI

lhakress 4 pt do
pmmowwaﬂwShw

V. A. MENTAL STATUS
Orientsd To Time, Person, Place
Alert
Able To Leam
Able To Direct Worker
Able To Manage Affairs
Impaired Recent Memory
Agitated
Wanders If Unsupervised
Depressed
Anxious

NTElRINY:

DDQDDRDDDDS

B. JUDGEMENT:

Would Not Go Away?

What if Your Home Attendant Couild Not Get Here
What Would You Do If There Was A Fire While You Were Alone?
What Would You Do If You Were Alone And You Got Chest Pain That

f'vtnﬂr-zvrﬂ-m. én -

-(J’a

a
4d

d
g

Taken And Recommended Foliow-up:

[} Verbally Abusive

" Physically Assaultive

__ Suicidal Ideation

__ Seif-Endangering Behavior
{_ Known Psychiatric Disorder

i|__If Someone Rings Your Bell, What Do You Do?
If Any Evidence Of The Following, Please Describe. Inciude Source Of lnfonnahon And Indicate Action

— e )
v —
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Human Resources Administration
Home Care Services Program

NURSE'S ASSESSMENT VISIT REPORT

What Functional Aids Does Cli\ont And
Have? 80721 beRS
Name of % :

pwpment o0 ordkrR  cane |
V.  FUNCTIONAL AIDS P T Shrcuic |
What Functional Aids Does Clent Have: ba —fz. bom
Have They Been
Ordered? kYos CINe

V. A. SKILLED NEEDS: Does Clent Need B. ADDITIONAL SERVICES/REFERRAL: Indcato\Mnlhqr
Any Of The folowing? [] Yes [ ] No The Ciient Shoukd Be Referred For, Or is Receiving The .
ProM Following:

If Yes, Specify Frequency and
Frequency ReferralNeeded [Receiving Service
Oves (INo | i Yes [INo
Decubitus Care Psychiatric Evaluation VA
Sterile Dressings Rehabiitation Therapy|
ROM/Therapeutic Other: X
Exsrcises
Enema
Ostomy Care C. CURRENT MEDICATIONS
Oxygen , ‘4 Can Client Self
Administration Medication| Dosage [Frequency] Route | Administer?
_ (Jyes [ No .
Respiratory Therapy Beclsoe Q—Dmg Pawy] Po
?nmlnumon %M!:j 5;0:4 _Zzz:‘;_ _2_53;‘:\[ gg
Tube lrigation | A}nnfnfg)\ 7"%93. 2x I?:;\fu gg
Tube Feeding 20CoR 2074 Daily | Po
Suctioning Pepna 3,‘2‘5%"‘" Deily P2 f
Monitor Vital Signs 2 ¥ ik o Ty Vens) 2123- (’Lﬁ»\’oiﬁ’ fo
Other : Albuterst |2, ,jfg P Y Ninhater _
Atroverd | 2 offs 2976 Tinnaler |
 Does Medication Need To Be Prepared JYes _ No |

For Client? .'
! If Yes, Who Wil Prepare? f

COMMENTS: C/e T
COPD /’/m deere_sS:ob
}'\?/dr ohto walls 4 ﬁrmfufe
wies assistance it A’DLS JAOL S'S“\of’/)!/B | Wy,/'buckefpd, t%f‘T?‘DMDWo?_‘S
Eﬂ demes Vuicidal ‘ﬂuw/vﬁ a'\o/ vees [)Sydwcdm f(]X)"’vTﬂv |

7Ze9f old ferale, fvar alne. Ho S/ s ystermic fypus cr}j’&mﬁasim

becco Drwg Use, obesit, P moves ;/%,,// wTh onf.fgaé épn‘f
-ﬁﬁ bq(an(c (Zr\d diminis heg Cno’ufhnfé ,-

J




,J'--'M.-Zh(PaQO‘) Human Resources Administraion
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NURSE'S ASSESSMENT VISIT REPORT

Vil. RECOMMENDED PLAN OF CARE: Indicate The Personal Care Services Required By The Client,
Using The Following Codes To Identify The Providers.
v 3 DmMSE SRR I o

. Not . Cilent Assistance requency .
PERSONAL CARE ACTIVITIES | ot oy | | Shent Assistan o;m;m Pro. ™[ Tome o

1. Bathing
(] Bed :
JTud —

Chair
%sm Z 70 9 _ﬁm_
[ Sponge

<

é

TN N C AN

7
7
2

_1

NN (N

[]
:
'8
.
5
NN NI

10m/qd | 15mvqd 70

O rom /

(] commode/Bedpan
(] Diaper

5. Transferring From (4 ‘
To Chaw [fodet 1
(] Motor Lift (per event) O 15m
g Slide Board -
Pivot (per event) !
Length Of Time Can Sit Up: @m_ L] Sm_ ——/ _Z | 35 __L M (
8. Mo&li:: (J20miqd [O20mied /| 7 | /4o g M"
[ Outdoors : 120mwi ] 1 — | 20| 4 T
SUB Total Time ' il
NOTE: If you indicate “some” or “total” assistance with ambulating, transferring, or toileting, explain the
assistance needed below. If assistance with these tasks is unscheduled, indicate the span of time over

which the assistance of a home attendant is required
: COMMENTS:

>

vl 7 200 4 Al"Vf/V)
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NURSE'S ASSESSMENT VISIT REPORT

VI. RECOMMENDED PLAN OF CARE: Indicate The Personal Care Services Required By The Client,
Using The Following Codes To Identify The Providers.
Key: 1. Family Member 4. HomeAlendant 7. Other-
2. FriaendMNeighbor S. Homs Heslh Aide M = Minuiss qd = Delly
3. HouseKeeper 6 Nures P.E. = Per Evert i
Not .| Client Assistan F Total | Prov.
TASK Neoded| | some " Tom | Da ey Weeldy w“
Time X
7. Prepare for Bed v [ 20miqa | 30miqd ‘ -
8. Medical Supplies/ Equipment: _ . .
Help in Using (e.g. Waiker) o a‘{ VI F L lgo | 9 |Amp|
9. Dressing: (per event)
{(C] Change Nonsterile Dressing O 10mvpe [C] 10mvpe
(] Reinforce Dressing ] 10mive {(] 10mipe
10. Stable Colostomy Care (per [ 15mpe (] 15mipe
11. Foley Catheter Care
(Empty Bag/Wash Area) [J 10mmpe .“
12. Texas Catheter Care 3 10mvpe
| 13. Bedbound Positioning/Tumin [ 10mpe
14. - ] JR ever
Stay with Client (qu min gy MO qub') weef | 60O |4 Y/ Pr]
15. Prepare For Day Care Or
Special Treatment (e.g. Dialysis)
16. Other
N Heal Praparsion (30miad | O €0miaa
'] Breakfast 4 F | 2o | 4 (A A
Lunch ; ; 4 L
Dinner g | am A
[ snack(s) _ Osmpe | £ | 7 | Y |4 |ampm
18. al Diet g I0m | 15nvpe
Teach 250 5 ﬁde%l |
19. Feeding !
] Cut Food 3 smvpe } |
] Help With Feeding I3 15mipe | ! f
%Encoumcormm [ smipe| Ol 15mipe 7 | s | g ;Aﬂ/ﬂf?
] Tube i |
] Record Intake [15mpe i
|
' SUB Total Time
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NURSE'S ASSESSMENT VISIT REPORT

Vil. RECOMMENDED PLAN OF CARE: Indicate The Personal Care Services Required By The Client,
Using The Following Codes To Identify The Providers.
Key: 3 Femiy ember 4. HomeAfiendent 7. Other- Specily

Friend/MNeighbor S. Home HeslihAlde M = Minules qd = Daly
HouseKssper 6. Nume P.E. = Par Event
Not indep. | Client Assistance | Frequency | Total Prov. | Time
TASK Needed Some Total | Daily Weeldy Dey of
Time <
Medication Activities
" I 52 5mvpe [ Sevpe |
Prompting/Cueing v |_F 35 )i M
Bringing .
[[] Opening Container
Removing From Contain
Providing Liquids | F
21 Other
22 Housekeeping Activities
Level | Cases Canom® |8 nowk
Beds Level Il Cases 5.5 hriwk

7 hriwk ? 745 y A

%Mnko
Change

23 Dust/VVacuunvMop

4 shing
' Hand
(] Dishwasher
25 Light Cleaning
Bathroom
Patient Room
(] Kitchen
I;Z Living room N
26 Laundry
Mending
Hand
Automatic Washer
ironing ' T
27 Listing Needed Supplies f
(e.g., groceries) J
' |
|

28 Other Activities

Au Personal Errands
Grocery Shopping
Y] Picking Up Prescriptions

] other

'SUB Total Time
, Total Time (Pages 4, 5 and 6)

!
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(08/07/02) Home Care Services Program
NURSE'S ASSESSMENT VISIT REPORT

Viil. A. ENVIRONMENT
Are there any environmental problems in the apartmongzr No [ Yes if Yes, Explain:

Do environmental problems affect task times? _'No [ Yes If Yes, Explain:

B. SLEEP-IN FACILITIES )
Describe facilities for a sleep-in home attendant /\///]—

Sleeping: S,

Cooking:

Spacs for personal belongings:

Privacy:

C. 1. Can the client over be safely left alone in the home? _2XYes [ No If No, Explain:

2. Can the client provide access to the home? [ 1Xes [INo If No, who will provide access :

3. Is the client appropriate for home care? j}‘m [CNo I No, Expiain:

4 7s he e appropriate for inciusion in & Home Care Gluster? [ 1Yes -ETNo If No, Explain:

5. Is the client currently included in a Home Care Cluster? [ | Yes [ THo

D. COMMENTS, SPECIAL INSTRUCTIONS, PLANS OR GOALS FOR CONTINUED SERVICE:

Pt is 2 W yer od Rrale, Ives Qbre with Unskadl, garr and
diminuhed endararce . Ordered Gone & Scfeh, Cguprent Tastructtd or
fall o0 wafe f@“" ,cleat /)a‘ﬁwcy,fzduce Clutfer charge /a:S/'z:{/u
1 U,/\P{.%f' obl aj‘bﬁe, 4o P are, lichT mealf,PT repor13 ukm/l), skps )
maauz and c};r 1 laye meal a c‘?c;y./’ﬁ needs assistance with ADL,

Grocery S‘L‘qyp@)”‘&/ prepasibsn, laudy, hoore keepisy 4 ey fo apo’s.

]
|
1

]
!

N%" Date of this Visit: |’
| | |
Agency: /{H C Telephone Number: | i:

}

Healtn 4 Home Core 3W_

Month next visit' Nurse Name: '
to be made:

]

1
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M27R ADDENDUM FOR CENTRAL CONVERSION UNIT

Piease provide the following information concerning social supports/

snvironmental information:

HOUSING: Does the client live in u’ ‘:5”( Private house [ ] Seaier housing [ ]
Enriched Housing [ ] Adult Home [ ) Wumber of rooms__ Pets in home? YES [ ] N Y

Housing condition: poor [ ] Fair [ ] Good
Can client communicate in Englies;? If not, language spoken

Is there sufficient room and & bed for sleep-in HA Yes L 1 N M

SUPPORT SYS : (lnclude anyone living in the home as well as outsids the homs) Y
NAME : usuﬂousm_d%hifgm
aooness:__ ALy YecK TELEPHONE NO. %

&N oCCcasts :/rod

SCHEDULE OF CARE: Sewera, %Mg_mlg__rusxmrmoum m,‘cmgagm( Lp2R
' employed, employment schedule: Il.ork Telephone MNo.

e G RELATIONSHIP:_S ((T60 L
aoonesss__ M Yerk TELEPHONE n.’_‘._
scumuLe oF crE:_(/ x) ek Taskqs) perromnen:_Dryclosocin) Supped

If employed, employment schedulet Work Telephone Ne.

Other Relatives/Sigaificant Others:

| Nams Address
Relstionship Telephone M.

) Nam® ' Address
Relationship Telephone No.

-

ABILITY TO DIRECT/MANAGE FINANCIAL AFFAIRS:
(
Is client able to direct & home care worker? Yes [ ) Neo [ ] Mansge Finances? Yes [ ] Ne [ ]

If the answer to either of both of these questions is *No,” give the name, relationship,
address, and telephone number of the person(s) who will assume each respoasibility. =

f you have any additional comments please write them on the back of this form.



“ Ray CHOSNGS Hams Care Suviam Progmm '

PERSONAL EMERGENCY RESPONSE SERVICES (PERS) EVALUATION FORM

aerere SR, -~ YR, -\

1. Daes the dienthave s Anctiring telsphone with 8 pevate IneXIYESC] NO HYES, contiue; If NO, STOR -
.;.!) HERE - Clent NOT appropriate for PERS. - ,
~'.-zummmumum-hmmdmmmmmamw;
v. wnmammumwwurundmm)“mn
: wdmmbmnmmmumpmmmamm
.. mammm.ummammmmmmuﬁu activate the
) ﬂﬁﬂm IYES.MINO.STOFM-MNGTMII:FER&

: amnmhﬂmmm-waummm!yi

to hisfher heslth and safety? . .

. .U%m—,—mopmmmmnpm ) o

4.émlndulmlbch¢mdhhcbhhmm‘meﬂmommedmheb _
detarmine whether he clent mests these elighhillty orfteria _

a. Can the clent verbally cammunicate with the PERS moniioring sgency by speaking basic Engish? (] YES (] NO

\ b. IfNQ, can the clant verbally communicate with the PERS monitoring sgancy by use of & language transiaton service
3 (e.g. Language Line) I such service is avallable to the clent? (] . NO ifa andb are NO,STOP

HERE, .

&MhMManMthMdNMMM)Mmy
impeds the sbilly to hear the spuktd.vla.npnkmﬂhnhPERBquku.uMuMhoFEﬂShM?
O ves(] N0 If YES, describe this Impalrment.

5. Doss the dient have s medical condition, disability or impairment that may require the clent to summaon emergency, ’
mlwammwmmmmdawmmmamm(mem/
appropdate seclions of the assessment documents.) (] YES ] NO ¥ YES Is checked, describe the madical

™
.
‘>
=,

——

8. the clent's physical, emotional and cognitive capacities, can the client activate a PERS? (] YES(] NO
Name ﬂi of PERS Reviewer
Date of PERS Review Telephone ;@:@-




