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REGION IV REACH Pre-Admission Health Checklist

Guest Name: _____________________________________	       ID#: ______________
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REGION IV REACH Pre-Admission Health Checklist
   
      
Guest Name: ___ __________________________	       ID#: __________________
Date of Birth: _____________________________

Contact Person (primary caregiver(s): _ _____________________
Telephone:  _________________________	        		
Fax: ______________________________

Current Home Health/Nursing Services/Specify Provider: ________________________
______________________________________________________________________
Date of Last Service: _____________________________	
Current OT/PT Services/Specify Providers: ___________________________________
Date of Last Service: ________________________________
Illnesses/Injuries/Hospitalizations within the Past Year: __________________________
______________________________________________________________________
[bookmark: Check1][bookmark: Check2]Diabetic: |_| No	|_| Yes/Specify any Control Issues: _________________________
______________________________________________________________________
[bookmark: Check3][bookmark: Check4]Requested to bring in all Testing Equipment: |_| No	|_| Yes
Medic Alert/Specify Type/Reason: __________________________________________
______________________________________________________________________
Allergies/Reactions: _____________________________________________________
[bookmark: Check5][bookmark: Check6][bookmark: Check7]Pregnant: |_| Yes       |_| No       |_| N/A
Date of Last Menses: ________________________________	                                          
Other Medical Concerns: _____________________________

[bookmark: Check11][bookmark: Check12]Physician’s Orders for Current Prescribed Medications: |_| Yes (must attach)   |_| No 
[bookmark: Check13][bookmark: Check14]Physician’s Orders for Current PRN Medications: |_| Yes (must attach)       |_| No

[bookmark: Check15][bookmark: Check16]Physician’s Orders for Current OTC Medications: |_| Yes (must attach)       |_| No
[bookmark: Check19][bookmark: Check20]If applicable, MARs attached: |_| Yes       |_| No
[bookmark: Check21][bookmark: Check22]Requested to Bring in Medications: |_| Yes       |_|No		
[bookmark: Check23][bookmark: Check24]Medications Labels Agree with Physician’s Orders: |_| Yes    |_| No/Explain: _________
______________________________________________________________________
Any Special Orders for Medication Administration/Specify: _______________________
______________________________________________________________________
Who Administers Medications in Home: _ ________________________
Date of last Tardive Dyskinesia Screening and Results (if on psychotropic medications):
______________________
Date of Last Physical (within one year): __________________________
Date of Last TB Vaccine/Screening (within one year): _________________________
(Verification of TB Vaccine/Screening must be provided)
Date of Last Dental: ________________________
Medical/Adaptive Equipment used/Requested to bring in/Specify: _________________
______________________________________________________________________
Physician’s Orders for Medical/Adaptive Equipment Current and Present: |_| Yes    
|_|  No/Explain: _________________________________________________________
Dietary Supplement Requirements/Specify: ___________________________________
______________________________________________________________________
Requested to Bring in Adequate Supply of Dietary Supplement: |_| Yes       |_| No
Dietary Restrictions/Specify: _______________________________________________
Swallowing Restrictions/Specify: ___________________________________________
If Applicable, Date Last Swallow Evaluation Completed: _________________________
______________________________________________________________________
If Yes, Results and Recommendations: ______________________________________
______________________________________________________________________


Additional Physician’s Orders Up-to-Date/Requested/Specify: ____________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Comments: ____________________________________________________________
____________________________________________________________________________________________________________________________________________


_____________________________________________
Print Name & Title of Person Completing Checklist

_____________________________________________		________________
Signature of Person Completing Checklist				Date
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