Resident Assessment
About You
Name:










date




current living status and address:









Phone:















What is your age?



 years old

What is your gender? 


           (1) Male



           (2) Female
What is your current marital status?
           (1)  Married

           (2)  Separated

           (3)  Divorced

           (4)  Widowed

           (5)  Single

In general, how would you rate your quality of life? 

           (1)  Excellent

           (2)  Very good

           (3)  Good 

           (4)  Fair

           (5)  Poor

Physical Health 
In general, would you say your health is: 

           (1)  Excellent

           (2)  Very good

           (3)  Good 

           (4)  Fair

           (5)  Poor

Has a doctor ever told you that you have any of the following health conditions? 
	
	(1) YES
	(2) NO

	A.
High blood pressure or hypertension 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Diabetes or high blood sugar
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Cancer 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Chronic lung disease/breathing problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Heart problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Arthritis or rheumatism
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Eye problems like cataracts, glaucoma, or macular degeneration
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Neurological problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Memory-related disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Emotional, nervous, or psychiatric problems

K.     Substance or alcohol abuse treatment & dates


	_______

      FORMCHECKBOX 

_______


	_______

 FORMCHECKBOX 

_______




	Because of a health or memory problem. . . 

	Do you have difficulty with any of the following activities?
	If YES, do you 

have help?

	
	(1) YES
	(2) NO
	(1) YES
	(2) NO

	A.
Bathing/showering 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	B.
Dressing 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	C.
Get in and out of bed/chair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	D.
Using the toilet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	E.
Incontinence (wetting/soiling yourself)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	F.
Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	G.
Using the telephone 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	H.
Shopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I.
Preparing meals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	J.
Housekeeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	K.
Doing laundry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	L.
Traveling to places out of walking distance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	M.
Managing medications
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	N.
Managing money or finances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



During the past 12 months, have you fallen down?  

           (1)  Yes



           (2)  No

If YES, how many times? 



   Times

Health Service Use

During the past 12 months, have you gone to a hospital emergency room about your own health? 

           (1)  Yes



           (2)  No

If YES, how many times?




 
  Times

Physical Activity

Is there anything that keeps you from engaging in physical activity? 
           (1)  No

           (2)  Not motivated

           (3)  Don’t know what to do 
           (4)  Physical or health limitations
Community and Support Network
Are you involved in the life of your building? (e.g., have friends in building, participate in building activities, etc.)
           (1)  No, not interested
           (2)  No, but would be interested
           (3)  Yes
Do you have family or friends in the area who can assist you when needed? 


           (1)  Yes



           (2)  No

Are there any group activities that you would like to be involved in that we could provide?

____________________________

____________________________

____________________________

____________________________

How would you describe the level of assistance your family members or friends provide? 

           (1)  I do not need assistance

           (2)  Do not provide assistance

           (3)   Limited assistance

           (4)  Moderate assistance

           (5)  Lots of assistance
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