Agape Senior Care Placement
Client Assessment
	Name
	Phone
	Date

	
	
	

	Address
	Cell Phone
	Religious Preference

	
	
	

	Geographic location preference
	Hospital Preference

	
	


[bookmark: _GoBack]
	Who is the placement for?
	Primary Language spoken:

	
    Parent                                                                 Family  
    Spouse                                                                Friend
    Self                                                                      Other:_________________________________________




	Reason for Placement

	
    Client can no longer take care of themselves
    Client needs more care than can be given by family or friends
    Client needs medical supervision 
    Discharged from a medical facility, but needs temporary skilled care
    Physician recommended
    Other: ____________________________________________________________________________
                ____________________________________________________________________________
                ____________________________________________________________________________
 




	Prescribed Medications 
	Dosage

	_____________________________________________________________________________________1.___________________________________________________________________________________2.___________________________________________________________________________________3.___________________________________________________________________________________4.___________________________________________________________________________________5.___________________________________________________________________________________6.___________________________________________________________________________________7.___________________________________________________________________________________
8.___________________________________________________________________________________
Other Information:
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	Level of Care Needed

	
    Medication Supervision                                Assistance with daily living (bathing, dressing, incontinence, eating, etc)                                                                                                                                                 
    Extensive nursing                                           24 hour nursing (problems sleeping)
    Therapy (physical, occupational, etc.)
    Other care needs: ___________________________________________________________________
                                     ___________________________________________________________________
                                     ___________________________________________________________________





	Medical Issues

	
    Alzheimer’s Disease                                                       Cancer
    Heart Condition                                                              Dementia
    Mental Health issues                                                     Pulmonary Disease 
    Diabetes                                                                           Wound
    Stroke
    Other: ___________________________________________________________________________
                ___________________________________________________________________________
                ___________________________________________________________________________                                               




	Special Needs

	
    IV Drugs                                                                             Medical Supplies
    Prescription Drugs                                                           Prosthetics
    Oxygen                                                                               Special Bed
    Ventilator                                                                          Wheel Chair
    Other: ___________________________________________________________________________
                ___________________________________________________________________________
                ___________________________________________________________________________




	Financial Resources

	
    Medicaid                                                                             Medicare
    Private Pay                                                                          Private long term insurance
    Veteran’s benefits
    Other: ___________________________________________________________________________
                ___________________________________________________________________________
                ___________________________________________________________________________
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	Dietary Needs

	     
    Gluten Free                                                                        Vegetarian
    Low calorie                                                                         Low protein
    Low purine                                                                         Low sodium
    Low fat/cholesterol                                                          Food allergies
    Other:  __________________________________________________________________________
                 __________________________________________________________________________
                 __________________________________________________________________________
                 



	Assistance Needed with the following:

	
    Bathing                                                                                     Continence/Incontinence
    Dressing                                                                                   Eating
    Mobility                                                                                   Personal Hygiene 
    Taking medication                                                                 
    Other: ___________________________________________________________________________
                ___________________________________________________________________________
                ___________________________________________________________________________




	Time frame for move-in

	     
    Emergency Placement (within 48 hours)                             Within 3 days -2 weeks
    Within 2 weeks-30 days                                                          When a good home fit is found
    Unsure: __________________________________________________________________________
                   __________________________________________________________________________
                   __________________________________________________________________________




Additional information we need to know:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
