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Dear Doctor,

Your patient, ____________________________, has applied for enrollment in the Adult Care Center of the Northern Shenandoah Valley, Inc.  This is a non-residential day program offering planned activities and supervision of participants in a therapeutic and caring environment.  Socialization and therapeutic activities are designed to motivate, sustain and if possible, regain functional independence.  The Center’s program may help to postpone or possibly prevent the need for nursing home placement, while offering respite for the participant’s caregiver.
In order for the Center to enroll your patient, it is necessary for us to obtain certain medical information.  A Physician’s Report is attached for you to complete.  Please feel free to call the Center if we can be of any assistance or if you have any questions.

Thank you for your time and assistance.  Please complete the enclosed form (including tuberculosis evaluation) and return it to us via fax, mail, or family member.

Sincerely,

Dana Ankers, RN

Release:  I  give my permission for the doctor to release the above information to the Adult Care Center.

_______________________________________________________________________

Signature of Participant or his/her Representative                                      Date
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Physician’s Report

This report must be completed and signed by a physician to indicate if adult day care services are appropriate for the person named below.  Physicians should note that, as is the case with all adult day care centers, the Adult Care Center of the Northern Shenandoah Valley, Inc. is not licensed to provide nursing or convalescent care and is NOT a medical facility.
Participant’s Name:  ____________________________________________

Date of Examination:  ___________________________________________

Diagnoses and/or Significant Medical Problems:

	Current Diagnoses
	Yes
	Special Attention Required
	Activity Restrictions

	Alzheimer’s Disease
	
	
	

	Anemia
	
	
	

	Arthritis/gout
	
	
	

	Asthma
	
	
	

	Blindness
	
	
	

	Cerebral Palsy
	
	
	

	Diabetes
	
	
	

	Dementia (not Alzheimer’s)
	
	
	

	Effect of stroke paralysis
	
	
	

	Emphysema, bronchitis
	
	
	

	Endocrine disorder
	
	
	

	Epilepsy
	
	
	

	Fainting spells
	
	
	

	Gastrointestinal problems
	
	
	

	Urinary tract problems
	
	
	

	Heart trouble
	
	
	

	Hepatitis
	
	
	

	High blood pressure
	
	
	

	Kidney disease
	
	
	

	Malignancy
	
	
	


(continued on next page)
Diagnoses and/or Significant Medical Problems
	Current Diagnoses
	Yes
	Special Attention Required
	Activity Restrictions

	Mental retardation
	
	
	

	Skin disorders
	
	
	

	Tuberculosis
	
	
	

	Ulcers
	
	
	

	Parkinson’s Disease
	
	
	


Physical



________ WNL

______  Other (specify)
Mental and/or emotional

________  WNL

______  Other (specify)

Significant past history

________  WNL

______  Other (specify)
Special Requirements/Recommendations for Care:

Any other disease or condition not mentioned on previous pages:

____________________________________________________________________________________________________________________________________________________________

Medications (name, dosage, frequency, route):

Allergies:  ________  Aspirin                  ________  Penicillin          __________  Other (specify)

Diet:
     ________  As tolerated             ________  Other (specify)

                 List known food intolerances, if any:

Therapy (currently receiving or in need of):

Physical restrictions/limitations:


_______  No restrictions
________  Assistive device (specify)

______   Poor endurance
________  Other (specify)

Any psychiatric problems?
_______  Yes

_______  No


If yes, please comment on nature, severity, and treatment needs.

Will this person wander off if not closely attended?

_____ Yes
______  No

Will this person do harm to self, others, or property without constant supervision?


_____  Yes

______  No

Is this person physically and mentally able to make an exit from the building in an emergency without assistance (i.e., without another person, wheelchair, walker, leg prosthesis, or other device)?  






______  Yes

______  No

If assistance is needed, what type? 

Is this person free of tuberculosis in a communicable form?      _____ Yes    _____  No


Type of test(s):  _________________________________________________________


Date of test(s):  ___________________    Test results:  __________________________

Examination for tuberculosis is to be completed within 30 days prior to acceptance for admission to the Adult Day Care or within 30 days prior to admission.
--------------------------------------------------------------------------------------------------------------------
Is this person capable of administering his/her own medications?   






                                     ______  Yes    ______  No


---------------------------------------------------------------------------------------------------------------------
Permission is given to administer acetaminophen:            _______ Yes    ______  No
Symptoms that indicate use of this medication:  _______________________________________

____________________________________________________________________________________________________________________________________________________________

Medication dosage (note:  must be exactly specified; for example, ‘2 tabs’ instead of 

1-2 tabs):  _____________________________________________________________________

Times the medication is to be given in a 24-hour period (note:  must be exactly specified; for example, ‘q 4 hours prn’ instead of ‘q 4-6 hours prn’):__________________________________

Directions if symptoms persist:  ___________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Any additional instructions:  ______________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________

Verification of above information:

MD Signature:  _____________________________________    Date:  _______________

Print/type physician name:  __________________________________________________

Address:  ________________________________________________________________

Telephone:  ______________________________________________________________

Report of Tuberculosis Screening Evaluation

Name:  ______________________________________
Birthdate:  _________________

Address:  ____________________________________

                ____________________________________

1.  Date and result of most recent Mantoux tuberculin skin test:   Date:__________________





             Millimeters (mm) of induration: __________________

2.  Check here if previously positive and above information unknown:  _________________

3.  Check here if is exhibiting TB-like symptoms:  _________________________________

4.  If TB skin test is 10 mm or greater (5 mm in the HIV-infected), previously positive or if TB-like symptoms exist, respond to the following: 


a.  Date of last chest x-ray evaluation:   _______________________________________

b.  Is the chest x-ray suggestive of active TB? (circle one)       Yes

No

c.  Were sputum smears collected and analyzed for the

                 presence of Acid Fast Bacilli AFB)?  (circle one)                Yes

No


d.  If the answer to 4c is Yes, were three consecutive


     smears negative for AFB?  (circle one)     

    Yes

No
5.  Based on the above information, is this individual free of

     communicable TB?  (circle one)  




     Yes

No

6.  Name of licensed physician, physician’s designee or local health department official completing the evaluation:

____________________________________

_________________________

Print Name






Telephone Number
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