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UCare for Seniors Telephonic Assessment

Date:        FORMTEXT 

     





        CM Name: 






Member Name:       





  Member ID #:      
Member DOB:       




PCP Name:       



Phone:      


 
PCC Name:      




Address:      
Source of Information:   FORMCHECKBOX 
 Member
 FORMCHECKBOX 
 Other:       




CM trigger:      
Describe member’s living situation:   FORMCHECKBOX 
  Lives Alone 
 FORMCHECKBOX 
  Lives With:       




Type of Living Situation:

 FORMCHECKBOX 
  Home

 FORMCHECKBOX 
  Sr. Housing 


 FORMCHECKBOX 
  Condominium

                                               
 FORMCHECKBOX 
  Apartment                  FORMCHECKBOX 
  Customized Living
             
 FORMCHECKBOX 
  Nursing Home                                                             

                                                                                                FORMCHECKBOX 
  Customized Living Plus          FORMCHECKBOX 
  Other:                                                                                           
Emergency Department/ Hospital/ or Rehab in last 6 months?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No  

If Yes, Reason/Dates/Facility:       










             _____________________________________________________________________________________                       
Conditions/Diagnoses (check all that apply)



 FORMCHECKBOX 
  CAD


                            FORMCHECKBOX 
  CHF


 FORMCHECKBOX 
  Hypertension



 FORMCHECKBOX 
  COPD/Emphysema 



 FORMCHECKBOX 
  Diabetes



 FORMCHECKBOX 
  Depression     FORMCHECKBOX 
 Other Mental Illness Dx:      


 



 FORMCHECKBOX 
  Dementia        FORMCHECKBOX 
  Alzheimer’s Disease


 FORMCHECKBOX 
  Disability (If Yes, list:      










 FORMCHECKBOX 
  Other (list):       










Symptoms 

Current acute or chronic symptoms:  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No
     
Tobacco use:

Does member smoke?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No 

If yes, is member interested in programs/education to stop smoking?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No 

If yes, list interventions planned:      









MEDICATIONS (Prescription & Over-the-Counter)


Yes

            No

Is member independent with medications/treatments ordered by MD?
  FORMCHECKBOX 



 FORMCHECKBOX 

(If NO, what assistance is required?):
      
	Medication
	Dose, Route, Frequency
	Is patient currently taking?
	Comments

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


PREVENTIVE CARE:

	Last preventive exam:  

	Last dental exam: 

	Date of Last Influenza/flu shot:  
	Last vision exam:  

	Approximate Date of Pneumovax::  

	Last hearing screening: 


	Last mammogram:  
NA   FORMCHECKBOX 
  
	Other:  


	Last Prostate/PSA:  
NA   FORMCHECKBOX 
  
	


FUNCTION (These are the activities that are fundamental for self care.)
Is the member able to perform the following ADL’s independently?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If “No” what are the identified areas of difficulty? (Include level of assistance required)


Ambulation 



 FORMCHECKBOX 


Feeding Self



 FORMCHECKBOX 


Mobility/Transferring


 FORMCHECKBOX 


Dressing



 FORMCHECKBOX 


 FORMCHECKBOX 
    
Bed


 FORMCHECKBOX 
    
Chair


Communication



 FORMCHECKBOX 


Grooming



 FORMCHECKBOX 


 FORMCHECKBOX 
    
Language Barrier


 FORMCHECKBOX 

Hard of Hearing


Toileting



 FORMCHECKBOX 


Bathing




 FORMCHECKBOX 


 FORMCHECKBOX 

Bowel


 FORMCHECKBOX 

Bladder


Assistive device care: Includes items

such as hearing aids, glasses, braces,
 FORMCHECKBOX 


dentures

Additional Notes:  

     
HOME SAFETY






Yes


No
Do you feel safe in your home?




 FORMCHECKBOX 



 FORMCHECKBOX 

Do you feel you have been threatened or mistreated by anyone?  FORMCHECKBOX 



 FORMCHECKBOX 

FALL RISK






Yes


No
Has the member fallen in the last 6 months?


 FORMCHECKBOX 



 FORMCHECKBOX 

If yes, describe circumstances involved: 
     
CAREGIVER






Yes


No
Does the member have someone available to

provide daily care if needed?




 FORMCHECKBOX 



 FORMCHECKBOX 

If so, Who:      




Relationship:       



Contact Info:      



Does the member provide daily care for someone else?

 FORMCHECKBOX 



 FORMCHECKBOX 

If so, Who:      




Relationship:      



How Often:      




ADVANCED CARE PLANNING




Yes


No
Have you completed any of the following?







Advance Directives





 FORMCHECKBOX 



 FORMCHECKBOX 

Durable Power of Attorney for Healthcare


 FORMCHECKBOX 



 FORMCHECKBOX 

Living Will






 FORMCHECKBOX 



 FORMCHECKBOX 



NOTES: 
     
CM Signature:       






Date:      
PAGE  
1
5/17/2011

