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1- IDENTIFICATION

(Beneficiary’s name at birth Health insurance no. Sex )
. year month day

Date of birth I l Cle Elw
Spouse’s name
Physician’s name Telephone License no. Assessment date
. J
2- CURRENT SITUATION
r Specify the biological, psychological and social factors that have given rise to this service request. )

L .......................................................................................................................................................................................

3- ILLNESS OR HEALTH PROBLEMS

List any MAJOR ilinesses or health problems, beginning with the most serious.
Specify the type of intervention undertaken for each (for instance, hospitalization, surgery, physiotherapy, ergotherapy, etc.) and after-effects.

Year lliness or problem Intervention After-effects

_ J

4- ADDITIONAL DATA
o w

Wounds: location
desCription (QIMENSION/SEIIOUSIIESS) ..............cccowwvvvwweeuieiises s weeping wound: Dyes Llno

Habits No | Yes Give details of any problem (physical, mental, social) related to this habit

Tobacco use

Consumption of alcohol

Drug abuse
(prescribed or not)

Poor nutrition
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1- IDENTIFICATION

(Beneficiary’s name at birth Health insurance no. Sex 1
. h year month day
Date of birt I l iz |3

Spouse’s name

Physician’s name Telephone License no. Assessment date
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2- CURRENT SITUATION

f Specify the biological, psychological and social factors that have given rise to this service request. )

3- ILLNESS OR HEALTH PROBLEMS

List any MAJOR illnesses or health probfems, beginning with the most serious.
Specify the type of intervention undertaken for each (for instance, hospitalization, surgery, physiotherapy, ergotherapy, etc. ) and after-effects.

Year lliness or problem Intervention After-effects

R J

4- ADDITIONAL DATA

, :

AHBEGIOS: ..ottt ismsssdssnsinesinsuassanssessisstsssshsssiosasasssinsuasessssamssssossosssassssns

= B e e o Possibility of orthostatic hypotension: Dyes (no
N OGS OB O o orooiessismsesssiassseioms esesss oo o303 s 55 A5 A2 AR o o 5 o st AUPRHION: .l smsvsibinsigesson
desCription (QIMENSION/SEIIOUSIIESS) ..............ccooooviioieeieeeieeeeeie e weeping wound: Dyes Ulno
Habits No | Yes Give details of any problem (physical, mental, social) related to this habit

Tobacco use

Consumption of alcohol

Drug abuse
(prescribed or not)

Poor nutrition J
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5- SUMMARY ASSESSMENT OF FUNCTIONAL AUTONOMY

Ghis section is of vital importance.
It provides information that is crucial in directing the beneficiary toward the most appropriate program (at home or other) in view of his needs.
Give details in regard to each of the following aspects, stating the relation with the illnesses and health problems (etiology, interventions,

prognosis) identified..
PHYSICAL MOBILITY (Transfer, getting about, stairs, endurance, aids, falls, etc.) and DAILY ACTIVITIES (washing, dressing, feeding oneself, etc.)

ABILITY TO COMMUNICATE (Specify the diagnosis associated with the handicap)

Eyesight: ....

MENTAL FUNCTIONS
Cognitive (orientation, memory, judgment, concentration, comprehension)
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5- SUMMARY ASSESSMENT OF FUNCTIONAL AUTONOMY
ﬁrhis section is of vital importance.

)
prognosis) identified..

It provides information that is crucial in directing the beneficiary toward the most appropriate program (at home or other) in view of his needs.
Give details in regard to each of the following aspects, stating the relation with the illnesses and health problems (etiology, interventions,

PHYSICAL MOBILITY (Transfer, getting about, stairs, endurance, aids, falls, etc.) and DAILY ACTIVITIES (washing, dressing, feeding oneself, etc.)

ABILITY TO COMMUNICATE (Specify the diagnosis associated with the handicap)
e Bt Tt ek e e S B e A P A v ot o O ot e o

Hearing: ...

MENTAL FUNCTIONS

Cognitive (orientation, memory, judgment, concentration, comprehension)

e
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6- RELEVANT REPORTS FROM COMPLEMENTARY EXAMINATIONS AND CONSULTATIONS

Qaboratmy, X-ray, physiotherapy, neurology, psychiatry, etc. Attach report, if deemed advisable.) By

7- PROPOSED INTERVENTIONS
(A. MEDICATION For each prescription medicine, provide w

Name - dose - posology - how administered - anticipated duration

Has the beneficiary been observed to have difficulty administering his medication? Dyes Clno
I YOS BIOCHIY: it Bt feiaiidstosss v hoviieaGovsosabiosssanassob Sosesnes e s dvvsomassissinsl syt s hupl osmsbuns i e idofto ovessinassbodsonssovs s hmmed s ssnsnessis oo s i mensos RSORS00

B. FOOD AND DIET

[balanced |___]high fibre content [Jlow sugar Uno salt
[other, -To- o1 ) S WD IR MUY (e M otn 3 S AT VSN N B ROt S IR R RS i SRR 50 L s e

C. CARE/SERVICES

No | Yes If yes, specify the care/service needs and restrictions

e physiotherapy

¢ ergotherapy

e respiration therapy

® oxygen therapy

e speech therapy

e specific nursing care
® social service

e other(s)

D. OTHER (further assessment, etc.)
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6- RELEVANT REPORTS FROM COMPLEMENTARY EXAMINATIONS AND CONSULTATIONS

((Laboratory, X-ray, physiotherapy, neurology, psychiatry, etc. Attach report, if deemed advisable.) )

7- PROPOSED INTERVENTIONS
ﬂ-\. MEDICATION For each prescription medicine, provide )

Name - dose - posology - how administered - anticipated duration

Has the beneficiary been observed to have difficulty administering his medication? Dyes Uno
s o el e e e P e e e R s O O O S

B. FOOD AND DIET

[balanced Dhigh fibre content [ Jlow sugar [no salt
[other, e e e e e Sy B T e Lo

C. CARE/SERVICES

No | Yes If yes, specify the care/service needs and restrictions

¢ physiotherapy
e ergotherapy

e respiration therapy

e oxygen therapy

e speech therapy

e specific nursing care
e social service

e other(s)

D. OTHER (further assessment, etc.)

OO T S b v R s e e e L e e s OGRS T 253 SR e VS NS RS SR s A SRR

 eohitsiugitn sk ot e e e b e i >
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8- PROGNOSIS
( \
biological condition is [Jstable [Junstable
The beneficiary’s  Psychological condition is [ stable [Junstable
social condition is [stable [Junstable

What is your prognosis as to how his biological, psychological and social condition can be expected to change?

9- PHYSICIAN’S OPINION AS TO THE MOST APPROPRIATE SERVICES FOR THE BENEFICIARY

rln view of the beneficiary’s current situation (health, living conditions, etc.), what type of services do you feel are best suited to his needs? =)

{ [ continuation (return to) the home (day centre, day hospital, home care/services, temporary accomodation)
[intermediate resources (foster family, pavilion...)

[institutional resources (ECHC, HCC, STCHC...)

Give details as to the type of services and under what condition(s):

................................................................................................................................................................................................................................................................................................ 9
10- OTHER INFORMATION DEEMED IMPORTANT OR SPECIFIC RECOMMENDATIONS BY THE PHYSICIAN

Are you the beneficiary’s physician? Dyes Ulno How long have you known him?

Did you have the necessary medical information when you performed your assessment? Dyes Uno

k Physician’s signature! Date )
11- BENEFICIARY’S AUTHORIZATION
e 5

| authorize to release the information contained in
name of physician

this form to the persons responsible for evaluating my application for services.

(IN CASE OF INCAPACITY)
Beneficiary’s signature Signature of legally authorized person Capacity

Witness

& Date of authorization Y,
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8- PROGNOSIS
(" B
biological condition is [stable [Junstable
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social condition is  [_Istable [ unstable
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e J
9- PHYSICIAN’S OPINION AS TO THE MOST APPROPRIATE SERVICES FOR THE BENEFICIARY

("In view of the beneficiary’s current situation (health, living conditions, etc.), what type of services do you feel are best suited to his needs? 2

{ [ continuation (return to) the home (day centre, day hospital, home care/services, temporary accomodation)
Uintermediate resources (foster family, pavilion...)

Uinstitutional resources (ECHC, HCC, STCHC...)

Give details as to the type of services and under what condition(s):

10- OTHER INFORMATION DEEMED IMPORTANT OR SPECIFIC RECOMMENDATIONS BY THE PHYSICIAN

Are you the beneficiary’s physician? |:|yes Clno How long have you known him?

Did you have the necessary medical information when you performed your assessment? Dyes Uno

L Physician’s signature! Date )

11- BENEFICIARY’S AUTHORIZATION

@ )

| authorize to release the information contained in
name of physician

this form to the persons responsible for evaluating my application for services.

(IN CASE OF INCAPACITY)
Beneficiary's signature Signature of legally authorized person Capacity

Witness

Date of authorization
\_ _/
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