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NAME:    Date of Birth:        

HEALTH HISTORY
Primary physician’s name:   Phone:        

Address:        

Medicare #:        Part A         Part B           SS #:        

Health Insurance:        Policy #:        

Address:        Zip:        

Other Physician specialist:        

Who will be responsible for arranging doctor appointments?    Facility        Family

Who will transport resident to appointments?    Facility Van        Family 

Pharmacy you currently use:        Phone:        

Will you use the facility pharmacy upon admission?:        *If no, resident/family is responsible for ordering.

   Mail order        VA        Other:        

Hospital preference :        If an emergency, we will transport to the local hospital. 

Homecare agency preference, if other than UPMC HomeCare:        

Please indicate the following as excellent, good, fair or poor

Hearing:        Eyesight:        Ambulation:        

Do you use a    Walker        Wheelchair        Cane        Motorized Scooter/Wheelchair

List your last three hospitalizations

Hospital:        Year:        Reason:        

Hospital:        Year:        Reason:        

Hospital:        Year:        Reason:        

Check any of the following conditions that you have or have had in the past:

   Heart Disease    High blood pressure    Incontinence    Cancer

   Diabetes    Low blood pressure    Memory loss     Tuberculosis

   Stroke    Arthritis    Confusion    Cataracts

   Paralysis    Limb impairments    Parkinson’s disease    Other

   Oxygen    Glucose monitoring    Ted hose

   Dentures _____ Upper _____ Lower _____ Partial    Hearing aides _____ left ear _____right ear

List other medical conditions: 
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Check any of the following you need assistance with:

    Ambulation     Dressing     Finances     Special diet

    Bathing     Eating     Transportation     Other

    Toilet     Medications     Housekeeping     Other

    Grooming     Telephone use     Laundry     Other

List medications you are currently taking (if needed use additional paper):        

List any allergies you have:        

Flu vaccine:   yes     Date:       Pneumonia vaccine:      yes Date:     TB Test:   yes Date:  

  no            no   no 

PERSONAL HISTORY
Where have you lived most of your life?:        

With whom do you now live?         Wife/husband         Son/daughter         Alone         Other:        

Type of current residence:        

Length of time at current residence:        

Have you applied to any other facility?       yes      no          Have you ever lived in another facility?         yes         no             

Your profession, trade, or occupation?:        

Highest grade level attained in school?:        

List volunteer and/or community services in which you have participated:        

List hobbies/interests:        

List military background:        

Registered Voter?         yes         no         Poll         Absentee Ballot

Do you use tobacco?         yes         no         Alcohol?         yes         no           Narcotics?         yes         no              

Who will be doing your personal laundry?         Resident          Family         Facility

Do you have Power of Attorney appointed?         yes         no   

If yes: Name:        Phone:        

 Address:        Relationship:        

 Email:        

CHURCH LIFE
Denominational affiliation:        Congregation:        

I have been a church member for   years. Pastor’s name:        

Phone:         Address:        

I have been involved in the following church-related activities:        

FURNITURE
    Bringing own         Facility bed         Facility dresser         Facility nightstand         Facility chair

Admission
Profile


	Text Field 1037: 
	Text Field 1036: 
	Text Field 1035: 
	Text Field 1034: 
	Text Field 1033: 
	Text Field 1032: 
	Check Box 62: Off
	Check Box 61: Off
	Text Field 1031: 
	Text Field 1030: 
	Text Field 1029: 
	Text Field 1028: 
	Text Field 1027: 
	Text Field 1026: 
	Check Box 54: Off
	Check Box 53: Off
	Check Box 52: Off
	Check Box 51: Off
	Text Field 1025: 
	Text Field 1024: 
	Text Field 1023: 
	Check Box 47: Off
	Check Box 46: Off
	Check Box 45: Off
	Text Field 1022: 
	Text Field 1021: 
	Text Field 1020: 
	Text Field 1019: 
	Text Field 1018: 
	Text Field 1017: 
	Check Box 38: Off
	Check Box 37: Off
	Check Box 36: Off
	Check Box 35: Off
	Text Field 1016: 
	Text Field 1015: 
	Text Field 1014: 
	Text Field 1068: 
	Text Field 1067: 
	Text Field 1066: 
	Text Field 1071: 
	Text Field 1070: 
	Text Field 1069: 
	Check Box 25: Off
	Check Box 24: Off
	Check Box 23: Off
	Check Box 22: Off
	Check Box 21: Off
	Check Box 20: Off
	Check Box 19: Off
	Check Box 18: Off
	Check Box 17: Off
	Check Box 16: Off
	Check Box 15: Off
	Check Box 14: Off
	Check Box 13: Off
	Check Box 12: Off
	Check Box 11: Off
	Check Box 10: Off
	Check Box 9: Off
	Check Box 8: Off
	Check Box 7: Off
	Check Box 6: Off
	Check Box 5: Off
	Text Field 1059: 
	Check Box 144: Off
	Check Box 143: Off
	Check Box 142: Off
	Check Box 141: Off
	Check Box 140: Off
	Check Box 139: Off
	Check Box 138: Off
	Check Box 137: Off
	Check Box 136: Off
	Check Box 135: Off
	Check Box 134: Off
	Check Box 133: Off
	Check Box 132: Off
	Check Box 131: Off
	Check Box 130: Off
	Check Box 129: Off
	Text Field 1072: 
	Text Field 1064: 
	Check Box 1011: Off
	Text Field 1062: 
	Check Box 1013: Off
	Text Field 1060: 
	Check Box 1012: Off
	Text Field 1061: 
	Check Box 1016: Off
	Check Box 1017: Off
	Check Box 1018: Off
	Text Field 1057: 
	Check Box 117: Off
	Check Box 116: Off
	Check Box 115: Off
	Check Box 114: Off
	Text Field 1056: 
	Text Field 1055: 
	Text Field 1054: 
	Check Box 109: Off
	Check Box 108: Off
	Check Box 107: Off
	Check Box 106: Off
	Text Field 1053: 
	Text Field 1052: 
	Text Field 1051: 
	Text Field 1050: 
	Text Field 1049: 
	Check Box 100: Off
	Check Box 99: Off
	Check Box 98: Off
	Check Box 97: Off
	Check Box 96: Off
	Check Box 95: Off
	Check Box 94: Off
	Check Box 93: Off
	Check Box 92: Off
	Check Box 91: Off
	Check Box 90: Off
	Check Box 89: Off
	Check Box 88: Off
	Check Box 87: Off
	Check Box 86: Off
	Text Field 1048: 
	Text Field 1047: 
	Text Field 1046: 
	Text Field 1045: 
	Text Field 1044: 
	Text Field 1043: 
	Text Field 1042: 
	Text Field 1058: 
	Text Field 1041: 
	Text Field 1040: 
	Text Field 1039: 
	Text Field 1038: 
	Check Box 73: Off
	Check Box 72: Off
	Check Box 71: Off
	Check Box 70: Off
	Check Box 69: Off


