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 FORMCHECKBOX 
 Admission
 FORMCHECKBOX 
 180-day

 FORMCHECKBOX 
 Annual

Name:       
MR#:      
Admission Date: 
Address:        
DOB:       
Phone:      
Power of Attorney: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Copy in chart? Yes  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Name and Telephone:      
Referral Source:      
Health Care Proxy? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Name and Telephone:      
Registrant’s desired schedule for program attendance:      
HOUSING

 FORMCHECKBOX 
 Alone                 
 FORMCHECKBOX 
 Significant other 

 FORMCHECKBOX 
 Son/daughter
 FORMCHECKBOX 
 Other relative  

 FORMCHECKBOX 
 Spouse              
 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 Private residence
 FORMCHECKBOX 
 Senior housing 

 FORMCHECKBOX 
 Apt low-rise
 FORMCHECKBOX 
 Community housing 

 FORMCHECKBOX 
 Apt high-rise
 FORMCHECKBOX 
 Adult Home                 


Name of Apt. building:  
Building Manager’s Name:  
Phone #:  
Structural barriers?   FORMCHECKBOX 
 No        FORMCHECKBOX 
Yes  

Name:         
MR#:      
Explain: 

 
RESOURCES/INSURANCE

Medicare#                  FORMCHECKBOX 
 Part A          FORMCHECKBOX 
Part B 

Medicaid #:          Spend down amount:  
Copies of cards in chart?   FORMCHECKBOX 
 Yes

Private Insurance:      


US Citizen?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 
Income source:   FORMCHECKBOX 
SSI,  FORMCHECKBOX 
SSD,  FORMCHECKBOX 
Pension     Amount:  
Medicaid Caseworker:      
Verified with DSS that GuildCare is the only ADHCP registrant is currently enrolled in: 

 FORMCHECKBOX 
Yes    Verified with:      
 FORMCHECKBOX 
unable to verify
Supportive Assistance

Marital Status:  
Primary Support Person:      
Relationship:  
Type of caregiver assistance:

 FORMCHECKBOX 
 Environmental support (housing, home maintenance)

 FORMCHECKBOX 
 Psychosocial support (socialization, companionship, recreation)

 FORMCHECKBOX 
 Advocacy (facilitates participation in appropriate medical care)

Name:         
MR#:      
Family background: (children, siblings, significant relationships, etc): 

     
GENERAL INFORMATION: (Occupation, hobbies, lifestyle, language, ed. Etc)   



Substance abuse:

 FORMCHECKBOX 
 Yes Specify:      
 FORMCHECKBOX 
 No    

Community Mental Health services?

 FORMCHECKBOX 
 Yes Specify: 


 FORMCHECKBOX 
 No   

MMSE completed?  FORMCHECKBOX 
 Yes

Elopement Risk Assessment completed?  FORMCHECKBOX 
 Yes

Does the registrant demonstrate Impaired Decision Making? 

 FORMCHECKBOX 
 Yes explain:      
 FORMCHECKBOX 
 No

SERVICES CURRENTLY IN PLACE:

 FORMCHECKBOX 
 Aide services

 FORMCHECKBOX 
 Visiting Nurse 



 FORMCHECKBOX 
 LTHHC program
 

 FORMCHECKBOX 
 MLTC   Caseworker:      
Phone:      
Provider agency:      
 FORMCHECKBOX 
 In-home        FORMCHECKBOX 
PT       FORMCHECKBOX 
OT      FORMCHECKBOX 
ST         Provider:      
 FORMCHECKBOX 
 Out-patient   FORMCHECKBOX 
PT       FORMCHECKBOX 
OT      FORMCHECKBOX 
ST         Provider:      

 FORMTEXT 
     
 FORMCHECKBOX 
 Food stamps   Amt:  
 FORMCHECKBOX 
 Meals on Wheels  

 FORMCHECKBOX 
 HEAP   Amt:      
 FORMCHECKBOX 
 Personal Emergency Response System
Name:         
MR#:      
 FORMCHECKBOX 
 Transportation   Specify choice:   
Community Service Needs:  

 FORMCHECKBOX 
 None at present

 FORMCHECKBOX 
 The following services are needed: 

     
ASSESSMENT:  
     
___________________________________________
_____________
Signature                                                                      Date
Reviewed 12/19 phg

