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Needs Interpreter  ❏ YES    Language _________________    Advanced Directives placed in chart   ❏ YES

❏ Male    ❏ Female    Age _______     Marital Status   ❏ Single   ❏ Divorced   ❏ Widow   ❏ Married ______ years     

Funeral Home & Planning Needs __________________________________________________________________

ADVANCED  DIRECTIVES

❏ living will   ❏ POA-HC   ❏ patient/family will provide   ❏ patient/family provided copy   ❏ none           

Check Factors

❏ Complex Medical   ❏ Medical Family   ❏ Prior Negative Experience  ❏ Suicide   ❏ No DNR   ❏ No Caregiver Plan   

Describe______________________________________________________________________________________

Patient’s Mental Status

❏ Oriented

❏ Disoriented  ❏ Person  ❏ Place  ❏ Time  ❏ Purpose  ❏ Intermittent Confusion  ❏ Forgetful  ❏ Agitated

Patient’s Occupation & Quality of Life Interests ____________________________________________________

CURRENT FAMILY COMPOSITION

NAME  (Use * to indicate the Indicate the Relationship DOB       Telephone (Home) (Work)

communication point person) Legal Surrogate / POAHC

Are children in the family  ❏ NO     ❏ YES   Age, Gender, Needs ________________________________________

____________________________________________________________________________________________

ADJUSTMENT TO ILLNESS/PAIN Check if           COMMENTS  (INDICATE HOW COPING)
applies

Financial stress

Acceptance and Understanding of Chronicity/Prognosis

Does not readily discuss illness

Angry, rejection of terminal status

Denial of terminal status

Marked depression

Marked anxiety/fear

Bargaining to live for event/goal

Recent Dx/prognosis

Difficulties with body image

Unresponsive; cannot evaluate

Suicidal ideation

NEED FOR A FAMILY MEETING  ❏ NO    ❏ YES ____________________________________________________

ABUSE/NEGLECT/SAFETY ISSUES   ❏ Alcohol/drug abuse   ❏ Mental Health Hx   ❏ Neglect   ❏ NA

Signature ____________________________________________________________________________________

Date/Time
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INITIAL SPIRITUAL ASSESSEMENT OF PATIENT/CAREGIVER

Religion ___________________________   Faith Community _________________________   ❏ Present    ❏ Past

Clergy/Spiritual Caregiver _____________________________________ Frequency of Contact ________________

EXPLORE patient and caregiver’s importance of belief system/spirituality to their overall sense of well being

____________________________________________________________________________________________

DESCRIBE spiritual concerns/needs, including who and what brings life and meaning to patient and family

❏ Despair   ❏ Suffering   ❏ Guilt   ❏ Forgiveness   ❏ Fear   ❏ Peace    ❏ Declines Spiritual Care    ❏ Other  

____________________________________________________________________________________________

ADMISSION AFTERCARE ASSESSMENT FOR CAREGIVERS NAME                NAME

CRITERIA  Enter in caregivers names and check appropriate columns for at risk concerns

Will death result in loss of financial support/home

Will death mean loss of constant companion, emotional support

Does family have difficulty making decisions

Continued difficulty in dealing with a previous loss

Is the patient/family experiencing emotional dysfunction or family discord

Is there a perceived lack of community, neighborhood, family support

Has diagnosis /prognosis been recent  (Less than 6 months)

Has illness been of long duration  (Greater than 12 months)

Does caregiver exhibit suicidal ideation or is unable to cope with current life crisis 

ADMISSION INTERVENTIONS____________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Signature ____________________________________________________________________________________

Date/Time   


