Adult Care Center of the Northern Shenandoah Valley, Inc.
Report of Participant Physical Examination
	

	This form and the report of TB screening evaluation is to be completed by (or under the direction of) a licensed physician within the 30-day period preceding admission to the program. 

	First Name
	Middle Name
	Last Name
	

	
	
	
	

	Street Address
	City
	State
	Zip Code

	
	
	
	

	

	Date of Physical Exam
	

	
	

	Diagnoses and significant medical problems, history, conditions

	

	

	

	

	

	

	

	Special diet or any food intolerances

	

	

	

	

	

	Allergies (food, medicine, animal, or other)

	

	

	

	Therapy, treatments, or procedures the patient is undergoing or should receive, and by whom

	

	

	

	Restrictions or limitations on physical activities or program

	

	

	

	Complete list of all medications currently taking (include dosages, route, and frequency of administrations)

	

	

	

	

	

	

	This person is

	
	Capable of administering their own medications without assistance

	
	Not capable of administering their own medications without assistance

	

	This person is

	
	Physically and mentally capable of self-preservation by being able to respond to emergency, by moving to an are of safe refuge from the building without assistance of another person, even if they may require the assistance of a wheelchair, walker, cane, prosthetic device, or a single verbal command

	
	By reason of physical or mental impairment is not capable of self-preservation without the assistance of another person

	

	Acetaminophen Administration

	YN
	Permission is given to administer acetaminophen

	If yes, please answer the following

	Symptoms that indicates use of this medications:

	

	

	

	Medication dosage (note: must be exactly specified, for example, ‘two 325 tab’ instead of 1-2 tabs)

	

	

	Times the medication is to be given in a 24-hour period (note: must be exactly specified; for example, ‘q 4 hours prn’ instead of q 4-6 hours prn’)

	

	

	Directions if symptoms persist

	

	

	

	Any additional instructions

	

	

	

	Physician Signature

	

	Physician Name
	Office Phone Number

	
	

	Street Address
	City
	State
	Zip Code

	
	
	
	

	


