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C - Needs administration by licensed Professional

A B C A B C

A B C A B C

A B C A B C

DIET INSTRUCTION: Regular No added table salt

Other _______________________________________________________________________

Independent Independent

Needs supervision Needs supervision

Needs assistance Needs assistance

Needs total help Needs total help

Bedridden

Independent Independent

Needs supervision Needs supervision

Needs assistance Hygiene assistance

Needs total help Adult briefs

Catheter care assistance

Ostomy

Requires no restraints Requires physical restraints

Type: _______________

Revised March 2004 Rev 3

STATUS OF THE FOLLOWING

2. Physical Limitations

Present address

City

ALLERGIES:

RESTRAINTS

Comments

STATE OF GEORGIA

PERSONAL CARE HOME PHYSICIAN'S REPORT

Name

State

Height

3. Mental Health Limitations

List all medications; include route, dosage, and mode of administration. Note: PRN for B or C must include instructions

Date of Birth

Zip

5. Supportive Services Needed

Weight

Telephone

1. Current Diagnosis

No concentraded sweets

Independent

Needs supervision

MEDICATIONS/INSTRUCTIONS (May attach prescriptions):

4. Treatment/Therapies (Describe medical services or nursing care or treatment needed)

Needs total help

EATING

TRANSFERRINGTOILETING

Tube feeding

Independent

Needs supervision

Needs assistance

DRESSING

Needs assistance

Type: _______________

Location:_____________

_____________________

GROOMING

No pressure sores

Stage one

Stage two

SKIN INTEGRITY

Mode of administration: A - Self-administered, B - Needs supervision to self administer,

BATHING

Stage three

Stage four

Requires chemical restraints

Independent

Needs supervision

Needs assistance

Needs total help

AMBULATING
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1

2

3

4

5

TELEPHONE

ZIP

30004

FAX

(770) 410-9491

Revised March 2004 Rev 3

STATE ZIP

The individual   DOES / DOES NOT   require assistance from staff during the night. If DOES, please explain: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

The individual   DOES / DOES NOT   require 24 hour nursing supervision.

Based on the type of care the staff of Personal Care Homes may legally provide, the individual's needs   CAN / CAN NOT   

be met in a Personal Care Home for adults that is not a medical or nursing facility.

TYPED NAME OF EXAMINER GEORGIA LICENSE

Laurey Sherman (404) 824-1008

TELEPHONECONTACT PERSON

COMMENTS

CITYADDRESS OF EXAMINER

SIGNATURE OF EXAMINER

GA

PROVIDENCE HOUSE ASSISTED LIVING, LLC

FACILITY

12775 Providence Road Alpharetta

ADDRESS CITY STATE

STATE OF GEORGIA

PERSONAL CARE HOME PHYSICIAN'S REPORT

PLEASE RETURN COMPLETED FORM TO

Name: 

The individual   HAS / HAS NOT   received screening for TB and   HAS / DOES NOT HAVE   signs and/or symptoms of infectious 

diseases which are likely to be transmitted to other residents or staff.

TB SCREENING INFORMATION: Date: __________________ Results: ____________________________________  

The individual's behavior   DOES / DOES NOT   pose a danger to self or others. If DOES, please explain. If medications are necessary 

to control behavior, please explain: ____________________________________________________________

________________________________________________________________________________________________

CIRCLE THE APPROPRIATE ANSWER IN EACH STATEMENT BELOW

DATE


