Facility Name

Social Services History and Admission Assessment

Resident Name Prefers to be Called Admission Date
Room # Date of Birth / Age Facility Physician
Address Prior To Admission Phone

Legal Status:|:| Responsible for Self |:|Lega| Guardian |:| POA |:| NOK If Resident has POA:

Type of POA:

Paperwork on File: |:| N/A |_| Yes No
Resident Still Capable of Making Independent Decisions |:| N/A |:| Yes|:|No Comments:

Advance Directive |:| No |:| Yes |:|Unknown at this time Type
Information Packet Provided I:lYesD No |:| N/A

Aware of SW's Availability Should He/She Decide to Execute/Change a Directive While Here |:| Yes No N/A

PASRR |:| Negative[l Positive (If positive, what Social Service Related Recommendations from the Level Il Have

Been Implemented)

Preferred Contact Person Relation Phone

Email Address
If Resident has Spouse and/or Children but they are not the Preferred Contact, Please Explain:

Current Payer Source

Medicare # Social Security # ***-**- Medicaid #
If Medicaid Pending, Pertinent Info Regarding Status of Application:

Ins Plan Name Plan #

PHARMACY: COMMUNITY PHYSICIAN:

[CIsmoker [_]Non-Smoker Comments

Verbal Ability[ ] Good [ ] Fair[_JPoor Comments |
» Understands[_]Yes[_]No [ ] AtTimes Comments
> Responds Appropriately[_]Yes ] No|:| AtTimes Comments

»  Any Communication Needs/Problems/Deficits

Vision [_] No Reported Issues[_] Reported Issues  Comments

Hearing |:| No Reported Issues |:| Reported Issues Comments

Signature of Social Worker Date

Continued on Next Page




Facility Name

Social Services History and Admission Assessment

Resident Name Prefers to be Called Admission Date

BACKGROUND INFORMATION Informant:[_] Patient [_| Medical Records [_] Other

Primary Language Spoken Other Languages

Need for Interpreter Services |:| Yes |:| No Comments

Place of Birth

Parents/Siblings/ Marital Status/Children / Other Supportive Family or Individuals:

Highest Level of Schooling Completed: [] Elementary Grade [ JHigh School Grade|:| Vo-tech |:| Some College

[] College [ ]Graduate School [_]Other

Comments/Pertinent Details:

Employment History:|:| Retired |:| Working full-time |:| Working part time |:|Other

> Position/Location:

Military Experience (Self or Spouse) [ ] No []Yes
> Ifyes, Branch: [] Army [] Navy [] Air Force [ ]Marines [] Coast Guard [_]Merchant Marines

[INational Guard [] Veteran ] Non Veteran

Years of Service: Special Honors:

Comments:

Religious Affiliation:

» Level of Religiosity/Spirituality:

> Religious / Spiritual Practices/Traditions/Beliefs Resident Would Like Observed During Stay:

Hobbies / Interests:

Any Specific Roommate Requests:

[CINo [] N/A [JYes(Explain)

Other Preferences, Including Cultural, Resident Would Like Observed During Stay:

Have Any Identified Preferences been Referred the Appropriate Department for Review / Implementation:

[JYes[] N/ALINo (Explain)

Signature of Social Worker Date
Continued on Next Page



Facility Name

Social Services History and Admission Assessment

Resident Name Prefers to be Called Admission Date

For SAR Patients
PRIOR LEVEL OF FUNCTIONING/HOME ENVIRONMENT

Dlndependent ] Mostly Independent |:| Some Independence |:| Dependent
Describe Help Received:

Living Arrangements Pre-Hospitalization: |:| House |:|Town house |:| Apartment |:|Senior’s Apartment |:| ALF

[]other

How Many Levels # of Exterior Steps # of Interior Steps Bed/Bath

Was Living: [_]Alone [_]With Spouse[ ] w/Family [[] w/Companion Animals [] w/Caretaker

[ Jother

Plans to Return to Same Living Arrangement |:|Yes [ ] No If no, where:

DME at Home

D/C Goal:
Discharge Potential: [_] Good [] Fair [] Poor [] Unknown At This Time

Will Family / Significant Other Be Involved in Care[ | Yes|:| No Comments:

Who Was Discharge Discussed With:

Any Community Support? |:|Yes |:| No |:|N/A or U/K At This Time
>If Yes, Will They be Present Post D/C D Yes |:| No |:| N/A

If resident or Spouse a Veteran, is he/she interested in supplemental support services? |:| No |:|Yes |:| N/A
>If yes, Does Resident Have Discharge Papers: |:|Yes |:| No |:| N/A

Any Known Barriers to Discharge: |:| No |:|Yes (Explain):

Will Family Meeting Be Held Before Discharge:[_] Yes[_] No(Explain):

Anticipated Discharge Needs:DHome Services[l Legal |:|Community Resources ADC []Other:

Discharge Care Plan Implemented [ves[] No (Explain)

Signature of Social Worker Date
Continued on Next Page




Facility Name

Social Services History and Admission Assessment

Resident Name

Prefers to be Called

HIGH RISK FACTORS REQUIRING INTERVENTION [ ] No [] Yes

Admission Date

If yes, Check all that apply:

[] Vulnerable to Abuse (Social Isolation/Under Socialized)

[]Signs/Reports of Physical Abuse (Bruises/Broken Bones)[_]Signs/Reports of Neglect (Dirty Clothing/Unkempt)

[] Signs/Reports of Verbal or Emotional Abuse(Withdrawn/Apathy)[] Sign/Reports of Sexual Abuse (Reported
Bruises in Intimate Areas)[] Signs/Reports of Financial Exploitation (Bills Not Being Paid)

|:| Signs/Reports of PTSD

[]Lack of Support

|:| Behavioral Disturbances

[ ] Relationship Conflicts

[] History of Danger to Self

|:| History of Danger to Others

[ Legal Issues

[JLack of Financial Support/Benefits | [] History of Non-

Compliance with Follow-

|:| History of Substance Abuse/Dependence

[C] Any Known History of Mental Iliness Up Care

[] Negative Family Attitude

[]Dependent on Others for ADL’s [] Poor Insight

|:| Any Known/Reported Triggers of Behavioral Disturbances

[ ] Other/

Comments/
Pertinent Details:

STRENGTHS

[ ]Strong Family Support

[_1Family Will be Involved in Care

[]Financial Stability

[]strong Employment Foundation /
History

[] strong Social Support / Well Socialized |[]Good Insight

[] Articulates Needs and Goals for
Treatment

] will be Effectively Connected with Outpatient Services /Community

Services

[IMotivated / Cooperative with
Treatment

[] Stable Housing / Providers

[]Strong Educational /
Training Base

[positive Family Attitude

[[]Other/Comments/

Pertinent Details:

COMMUNITY RESOURCES AND/OR CONTACTS IDENTIFIED |:| Yes D No |:| N/A

[] Home Health

[ ]Medical

[ ] Peer Support

[]senior Social / Medical Day Care

[] Legal

[] other/Comments/,
Pertinent Details:

* Incorporate Strengths /Risk Factors and Family Dynamics into Narrative where Applicable

Signature of Social Worker

Date




Facility Name

Social Services History and Admission Assessment

Resident Name:

| Prefers to be Called:l

Date of Admission: |:|

NARRATIVE - INCOPORATE STRENGTHS/RISK FACTORS AND FAMILY DYNAMICS INTO NARRATIVE WHERE APPLICABLE

PRESENTING PROBLEM

(Attempt to Include but not Necessarily Limit
to: Where Individual Came From (if from
Hospital, Why Hospitalized); Reason for
Placement (i.e. IV Antibiotics, PT, Respite,
etc.); How This Facility was Chosen; How
Individual Arrived (i.e. Via Caror Ambulance,
Alone or with Someone); Was Individual
Greeted by SW Upon Admission and ifso, What
was Response; Room Assignment; Physician
Assignment; How Cost of Care Being Covered;
PMH)

ICOGNITIVE STATUS - ADJUSTMENT TO
FACILITY - MOOD / PSYCHIATRIC /
BEHAVIORAL / ADJUSTMENT / SA
SSUES AND INTERVENTIONS

(Attempt to Include but not Necessarily Limit
to: Level of Alertness; Level of Orientation;
Description of Long and Short-term Memory
Capabilities; Overall ~ Adjustment to Facility
(i.e. Level of Motivation for Recovery (if
applicable), Level of Involvement in the Life
of the Facility, Relationship with Staff, Level of
Cooperation, Ability/Willingness to Verbalize
Needs Concerns, Relationship ~ with Roommate
and Other Residents; Anything  Causing
Distress);|f Resident Desires to Discharge but it
has Been Determined Not  to be Feasible,
Who Made the Determination and ~ Why;
General  Mood; Any History of Mental
lliness; Behaviors / Problems Observed (is
psych eval necessary); Any Thought Disorders;
Statements About Self,  Staff, and Facility;
Coping Mechanisms; Any History of Drug
Alcohol Abuse (if Active User, Level of
Interest in Treatment) Any Verbalized Needs;
Services/Interventions/ Community ~ Resources
Provided by  Social Worker since ~ Admission
to Help Resident Attain and/or Maintain the
Highest, Practicable Mental and
Psychosocial Well-being)

SUMMARY OF D/C PLANS
OTHER

(Attempt to Include but not Necessarily Limit to :
Who wasthe Admission Packet Discussed with;
What Forms/Policies ~ were  Presented (i.e.
Resident Rights, Visitation  Rights,Care Plan
Meetings, Smoking Policy, Privacy Policy, Three
Missed Days of Skilled Services, Ombudsman
Disclosure Form, Funeral Information Form, Voting
Questionnaire; Right to Make Grievance; Process
for Making Grievance, Clothing Policy, Resident
Council, Pastoral/Religious ~ Services  Available,
PNA); Affirmation of Social Worker's Availability
for Any Questions or Concerns)

Signature of Social Worker

Date



Facility Name

Social Services History and Admission Assessment

Resident Name: Prefers to be Called: Date of Admission:

Narrative Continued

Signature of Social Worker Date
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