
KINGDOM LIVING ADHC


620 BERCUT DRIVE SACRAMENTO, CA 95811


PHONE:  (916) 444-7700     FAX:   (916) 444-7794
info@kingdomlivingca.com
Participant Name:_________________________

Date:_________________

DOB: ____________
 Medi-Cal ID& Insurance#_________________________   Weight:___________
TB Test Results: (Please circle one)      Neg        Positive      Date of results:__________
SIGNIFICANT MEDICAL HISTORY AND EXAMINATION:          
General: ________________________________

Cardiac: _________________________________

HEENT: ________________________________

Abdomen: ________________________________

Mouth: _________________________________

Genital: __________________________________

Breast: _________________________________

Rectal: ___________________________________

Lungs: _________________________________

Musculoskeletal: __________________________

Neuro: _________________________________

Lymphatic: _______________________________


PROGNOSIS: ____________________________________________________________________________

	DIAGNOSES:
	MEDICATION(S)

	1.______________________
	1.______________________

	2.______________________
	2.______________________

	3.______________________
	3.______________________

	4.______________________
	4.______________________

	5.______________________
	5.______________________

	6.______________________
	6.______________________

	7.______________________
	7.______________________

	8.______________________
	8.______________________

	9.______________________
	9.______________________

	10.______________________
	10.______________________

	11.______________________
	11.______________________

	12.______________________
	12.______________________


MEDICATION MANAGEMENT (Check only one)
 FORMCHECKBOX 
  Pts. is able to self administer and manage own medication(s) including injections.

 FORMCHECKBOX 
  Pts. is NOT able to self administer and manage own medication(s) including injections.

Participant is currently receiving Home Health?   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

DRUG ALLERGIES: _____________________     FOOD ALLERGIES: _______________________
  FOOD INTOLERANCE: ____________________
Please list any physical restrictions:

 FORMCHECKBOX 
 No assistive device
 FORMCHECKBOX 
  Walker          
 FORMCHECKBOX 
  Cane


 FORMCHECKBOX 
  Wheelchair
Other Physical Restrictions

Most Recent HA1C____________

Date: __________

I specify FBG & or RBG / BP monitoring on this patient:
      FBG and /or RBG Monitoring:  ____________   x per week

                                BP Monitoring:  ____________    x per week

Normal Limit Range:       FBG: ________________


BP: _________________



     RBG: ________________

Emergency Parameters- Please notify MD if:
BG > ______________mg/dl      or <______________mg/dl

BP> ______________mm/HG or <_____________mug
 Center may administer the following medications on a PRN basis:

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No        Tylenol mg p.o. q4h prn for pain and discomfort.

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No        Mylanta or equiv. 30cc p.o. q4h prn for GI upset.

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Oxygen 2L via nasal 
SPECIAL DISCIPLINES NEEDED:  Please check all that apply.  In order to qualify for program, nursing, physical therapy, and occupational therapy evaluations must be conducted.

       NURSING





___ Eval & Treatment as specified

       PHYSICAL THERAPY



___ Eval & Treatment as specified

       OCCUPATIONAL THERAPY


___ Eval & Treatment as specified

       Other:____________



___ Eval & Treatment as specified

DIET:

 FORMCHECKBOX 
 Regular Diet

 FORMCHECKBOX 
 Cardiac Diet (↓ saturated fat, ↓Cholesterol, 2gm Salt) 
 FORMCHECKBOX 
 Diabetic (Consistent Carbohydrates)
 FORMCHECKBOX 
 Renal without Dialysis

 FORMCHECKBOX 
  Renal with Dialysis

 FORMCHECKBOX 
 Dysphagia Diet:              FORMCHECKBOX 
  Dysphagia 1       FORMCHECKBOX 
  Dysphagia 2        FORMCHECKBOX 
  Dysphagia 3    FORMCHECKBOX 
  Nectar Thick Liquids
 FORMCHECKBOX 
 Dental Soft Diet              FORMCHECKBOX 
  Other: _____________________________________
I wish to receive bi-annual progress notes:





 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

Participant may have a regular diet on special occasions, while at Center:

              FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
Participant is able to be in transit one way greater than 1 hr without medical issues
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
I approve my patient to attend a Community Based Adult Services Program
(Please note: all five criteria must be met)





 FORMCHECKBOX 
  Yes
              FORMCHECKBOX 
  No
1. One or more chronic or post acute medical, cognitive or mental conditions that requires monitoring, treatment, or intervention. Condition(s) will likely deteriorate and require emergency department visits, hospitalization, or other institutionalization if no ADHC services provided.

2. Limitations in performance of two or more ADLs and/or IADLs and a need for assistance or supervision in performing ADLs / IADLs as related to the participant’s medical, cognitive, or mental health condition or conditions.

3. The participant’s network of non-ADHC center supports is insufficient to maintain the individual in the community.

4. A high potential exists for the deterioration of the participant’s medical, cognitive, or mental health condition or conditions in a manner likely to result in emergency department visits, hospitalization, or other institutionalization.

5. Pt’s condition(s) require professional nursing, personal care/ social services, therapeutic activities, and at least one meal on each day of attendance.
Treating Physician Signature: ___________________________________
Date: __________________      
                                       Name: _________________________________ 
License#:_______________             
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