
Adult Residential Care Program provide 24 hour residential care settings for dependent adults. They are not medical facilities. Persons in need of
constant medical care and supervision should not be admitted or retained in an adult residential care facility because such a facility lacks the staff
and expertise to provide needed services. Persons who, by reason of age and/or physical and/or mental limitation, are in need of assistance with
the basic activities of daily living can be cared for in adult residential care settings.

Name Date of Birth: _____ / _____ / _____

Address Sex: � M � F

PAST HISTORY:

SECTION 2: MEDICAL HISTORY

MEDICAL EVALUATION
(To be completed by applicant’s physician)

STATEMENT OF PURPOSE

SECTION 1: APPLICANT’S NAME

EXAMINATION FINDINGS:

Height: Weight: Blood Pressure:

Appearance: Nutrition:

Head: Hair: Eyes:

Ears: Nose: Mouth:

Neck: Chest: Lungs:

Heart Rate: Rhythm: Borders:

Sounds: Murmurs:

Abdomen Viscera: Masses: Hernia:

Genital Organs: Rectal & Urological: Continent:

Skeletal: Mobility: Deformities:

Vascular: Veins: Arteries:

Skin: Tumors: Nodes:

Neurological Tremors: Paralyses: Other:

LAST PPD TEST:

ADMINISTERED ON:

DATE READ:

RESULT:

CHEST X-RAY NEEDED: � YES � NO

IF YES, DATE OF CHEST X-RAY:

RESULT:

MD SIGNATURE:

PRESENT STATUS/SPECIAL DIET REQUIREMENTS:

ALLERGIES TO: (List any known) ___ NONE KNOWN

MEDICATIONS ___ NONE

FOOD ___ NONE

OTHER ___ NONE

ACTIVITY RESTRICTIONS ___ NONE



INCONTINENT?

LIST ALL CURRENT MEDICATIONS (PRESCRIPTION AND OTC) AND NOTE SPECIAL INSTRUCTION:

SECTION 3: MEDICATION (TYPE, FREQUENCY AND DOSAGE)

SECTION 4: OBSERVATION OF INDIVIDUAL

IS INDIVIDUAL: (PLEASE CHECK EITHER YES OR NO) YES NO DESCRIBE AS NEEDED

AMBULATORY?

CAPABLE OF SELF-ADMINISTRATION OF MEDICATION?

HABITUATED TO DRUGS?

HABITUATED TO ALCOHOL?

DANGER TO SELF OR OTHERS?

FREE OF COMMUNICABLE DISEASE?

IN YOUR OPINION CAN THE INDIVIDUAL’S NEEDS BE MET BY THE SUPPORT SERVICES AVAILABLE IN AN ADULT CARE FACILITY?
� YES � NO (PLEASE DESCRIBE)

DOES THE INDIVIDUAL HAVE A RELEVANT HISTORY, CURRENT CONDITION OR RECENT HOSPITALIZATION FOR MENTAL ILLNESS?
� YES � NO (PLEASE DESCRIBE)

IF YES TO THE ABOVE QUESTION, DOES THE INDIVIDUAL REQUIRE A MENTAL HEALTH EVALUATION? � YES � NO

PHYSICIAN’S SIGNATURE DATE OF EXAMINATION

______ / ______ / ______

FORM COMPLETED

______ / ______ / ______

PHYSICIAN’S NAME (PLEASE PRINT) ADDRESS PHONE NUMBER

SECTION 5: EVALUATION


