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www.adultcarecenter.net  (540) 450-2263 

 

 

ADULT CARE CENTER OF THE NORTHERN SHENANDOAH VALLEY, INC. 

 

HONORARY BOARD MEMBERS 

Bill Armstrong, Charles Harris, Julie Read, Florine Sempeles, Diane & Chris Shipe, J.J. Smith 
BOARD OF DIRECTORS 

Thomas Turner, Ph.D., PT, President; Linda Shimer, MA CCC-SLP, Vice-President; Christopher Francis, MSN, Treasurer; Rosalie Lewis, MSN, 

MS, RN, FCN, Secretary; David Booth, PT; Joyce Casey; Ann B. Colson, RN, CCRN, BSN; Dr. Mariecken Fowler, Neurologist; Dr. Rebecca 
Morrison, Psychologist; Janet Murphy; Tess Newcome; Jeannie Shiley, NHA, CASP;; Sally Stryker; Varina (Vee) Tavenner 
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REPORT OF PARTICIPANT PHYSICAL EXAMINATION 
 

Examination is to be completed by or under the direction of a licensed physician either within 30 days 
prior to acceptance for admission or within 30 days prior to admission. Report is to be kept as part of 
the participant’s permanent record. 
 
_____________________________________________________________________________________ 
NAME        DATE OF PHYSICAL EXAMINATION 
 
_____________________________________________________________________________________ 
ADDRESS 
 
_____________________________________________________________________________________ 
TELEPHONE 
 
Diagnoses and significant problems: 
 
_____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Special diet or any food intolerances: 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
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Allergies (food, medicine, animal or other): 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
 

Therapy, treatments or procedures participant is undergoing or should receive, and by whom: 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 

 
Restrictions or limitations on activities or program participation: 

 

____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

 

Medications (Including dosages, route, and frequency of administration): 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

 

Is this person: 

 

_______            Capable of administering his own medications without assistance? 

 

_______ Not capable of administering his own medications without assistance? 
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Is this person: 

 

________ Physically and mentally capable of self-preservation by being able to respond to an emergency, 

either to an area of  

                 safe refuge area or from the building, without the assistance of another person, even if he 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. 

 

 

 
 

Signature:__________________________________________ Date:________________________ 

 

_____________________________________________ 

         (Please print or type physician’s name here) 

 

 

Address (Street, City, State, Zip Code) 

 

_________________________________________________________________________________  

 

Telephone:___________________________________ 
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