. | 400 North Walnut Street
HME 70 mdn West Chester, PA 19380

Dear Doctor:

Your patient has-applied for admission to The Hickman Friends Senior Community of
West Chester and requires medical information as part of the admission process. Your
assistance in completing the required forms is greatly appreciated.

Form No. 1 — The Hickman Resident Application — Pre-Admission Medical Screening
+ Complete TB (Mantoux) testing
¢ Complete Immunization Record
¢ Complete Medication List including both prescription and over the counter
medications.
e Advance Directive. Please attach copy if the resident applicant has an
advance directive.

Form No. 2 — PA Department of Public Welfare Resident Medical Evaluation Form
o It is appropriate to refer to the above reference form by marking “See attached
list” under Section 19 — Medications.

Form No. 3 — Mini Mental Status Examination (MMSE}
o If a previous MMSE form was completed within the past six months, just attach a
copy of that form.
e Hickman can supply this form if MD does not already have in office.

Form No. 4 — Out of Hospital DNR Order

¢ Hickman can supply this form if MD does not already have in office.

e Please discuss this with your patient: The state of Pennsylvania does not accept a
DNR within an advance directive in a personal care home.

¢ The Department of Public Welfare requires that if a resident requests a DNR
status, the Department of Health “Out of Hospital DNR” form must be
completed.

o If your patient meets the criteria and wishes to declare DNR, please complete
the form and return the original to us.

Please do not hesitate to contact me if you have any questions.
Best regards,

Anthony DeCarolis, Admissions Director
Direct: 484-760-6401 Fax: 610-696-1627 Email: adecarolis@thehickman.org
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INSTRUCTIONS FOR COMPLETING RESIDENT MEDICAL EVALUATION

NOTE: THE RESIDENT MEDICAL EVALUATION IS VALID AS LONG AS IT REFLECTS THE CURRENT
CONDITIONS FOR THE INDIVIDUAL

In the top left-hand box, indicate if this is a NEW or an UPDATED resident medical evaluation.

APPLICANT INFORMATION:

Questions 1 through 6 are self-explanatory.

7.  Physician’s Signatui'e. A licensed physician must sign and date the resident medical
evaluation. It may not be signed by a “physician in training® (a Medical Doctor in Training

IMT] or an Osteopathic Doctor in Training [OT]).

9.  Physician License Number. Enter the physician license number, not the Medical
Assistance number.

10. Essential Vital Signs. Self-explanatory — complete all sections.

11. Medical History. Include any medical information pertinent for determination of the
individual's services. Attach a separate sheet if additional documentation is necessary.

12. Diagnoses. List all conditions that the individual has been diagnosed as having.

13. Communicable Disease. Indicate the most current up-to-date information. Is the individual
free of communicable disease?

14. Immunizations. Are the immunizations up-to-date for this individual? List the individual's
immunization history. Examples include: Tetanus/Diphtheria/Acellular Pertussia (Td/Tdap),
Influenza, and other immunizations. Attach a separate sheet if necessary. If the individual's
medical history is unknown, please check the “unknown” box provided.

16. Allergies. List the individual's known allergy history. Aftach a separate sheet if necessary. If
the individual's allergy history is unknown, please check the “unknown” box provided. If the
individual has no known allergies, please check the "none” box provided.

16. Emergency Evacuation. Indicate the type of assistance the individual requires to evacuate
the building in an emergency. Check all applicable.

17. Medication Administration. Is the individual capable of administering hisfher own
medications? Check all applicable.

18. Recommendation for Appropriate Level of Care. Physician must recommend individual's
level of care.

19. Physician Orders. Medications should have diagnoses to support their use. Please
complete all sections. If the individual has no special needs, please check the “none” box
provided.
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ADULT RESIDENTIAL LICENSING — PERSONAL CARE HOMES

RESIDENT MEDICAL EVALUATION - 55 Pa.Code § 2600.141
(To be completed within 60 days prior to admission or within 30 days after admissior)}

Required for ALL residents. For residents who receive SSI a MA-51 medical evalualion form is also required.

{:] NEW 1. NAME OF APPLICANT 2. SOCIAL SECURITY NUMBER 3. BIRTHDATE 4, AGE 5. SEX
{1 uPDATED

6. PHYSIGIAN NAME (Printed) 7. PHYSICIAN SIGNATURE 8. DATE 9. PHYSICIAN LICENSE NUMBER
10. HEIGHT WEIGHT BLOOD PRESSURE TEMPERATURE PULSE RATE

11. MEDICAL HISTORY: (Attach a signed and daled separate sheat if additional documentation is necessary}

12. DIAGNOSES:

13. COMMUNICABLE DISEASE: s the Individual free of Communicable Disease? [] Yes [ No

14. IMMUNIZATIONS: Are lmmunizations up-to-date? [] Yes £t No [ Unknown

Tetanus / Diphtheria / Acellular Pertussis {Td/Tdap) (every 10 years) Date:

fnfluenza {every year) Date: Other — List Immunization & Date:

15. ALLERGIES - List known allergies: {Attach a signed and dated separate sheet if additional documentation is necessary) CINONE L JUNKNOWN
16. EMERGENGY EVACUATION - Mobility Needs: 18, RECOMMENDATION FOR APPROPRIATE

In the event of an emergency, how much assistance does the applicant require to vacate the LEVEL OF CARE:

building? (Check All Applicable)

Unable to move from one location to another without physical assistance from others D Nursing Care
Unabte to move from one location to another without oral prompting from others
Difficulty understanding and following oral directions in the event of an emergency
Independently mobile with ambulation device. Specify device used:
Walks without assistance

aonr

7. MEDICATION ADMINISTRATION - Self-Administer Medications:

—

supports

Can self-administer medications with no assistance from others

Can self-administer medications with assistance to store medications in a secure place
Can self-administer medications with assistance in remembering schedule [CSpecialized Care
Can self-administer medications with assistance in offering medications at prescribed times (Specify Type:

] Persona! Care Home

[} Independent Living without supports

Is the applicant capable of administering bisfher own medications? (Check All Applicable} [ independent Living with in-home

Qooon

Can self-administer medications with assistance in opening contaier or locked slorage area
OR {Check)

3 cannot self-administer medications

19. PHYSICIAN ORDERS {Record as “NONE” if there are no sgecial needs related to the following):

Medications [INONE

Treatment/Therapies CINONE

Diet (JNO SPECIAL DIET

Activities/Soclal Services

Body Pasitioning CHYA
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The Hickman
Resident Application - Pre-Admission Medical Screening

Applicant’s Name: Date: / /
TB Screen: Mantoux Testing:
{If applicant is unable to have a Mantoux test, please arrange for a chest x-ray and attach copy of the results.)

Date: /[ / Results:
Immunizations:
{Please list date of the following.}

Influenza: /] Pheumovax: !/ Other: /7

DPT: / Tenanus: !/ 7 Other: !/
R 2
Advance Directive:

Does applicant have an advance directive? Yes UNo If YES, please attach copy.
Medications:
{Please indicate all medications, including over the counter drugs below.)
Maedication Dosage Route Frequency
Physician’s Signature: Date:

The Hickman — Resident Application - Pre-Admission Medical Screening
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