
 Have you had any recent unexplained weight loss or gain?       Yes       No


 Do you have difficulty with chewing, swallowing, or loss of appetite?       Yes       No


Are you currently on any special diets?       Yes       No	If so please list type________________________________________








NUTRITIONAL 





Are you having pain now?        Yes       No	If yes what is the location?_________________________________________


When did it begin?_______________________   	 On a scale of 1 - 10  what would your rate the pain currently?  ___________


How would you describe the pain?       Dull       Sharp       Stabbing       Throbbing       Pressure       Other:___________








PAIN 





Are you 65 years of age or older?       Yes       No


Can you perform daily activities such as feeding yourself, bathing, dressing, grooming?       Yes       No


Have you had 2 or more falls in the past year or any fall with injury in the past year?       Yes       No


Do you need any ambulatory devices such as a cane, walker, or wheelchair to move around?       Yes       No





FUNCTIONAL / FALL 





EMOTIONAL





Please circle any of the items below that you have repeated difficulties with.


Anxious  	     Sad                   Calm                  Fearful                 Nervous                     Stressed                Aggression


Have you experienced any recent life changes such as divorce, death in the family, or loss of job?       Yes       No


If so please explain__________________________________________________________________________________________


Do you feel safe at home?       Yes       No




















CULTURAL / SPIRITUAL 





Can you read?         Yes       No				What is your primary language?  ___________________________ What is the highest level of school you have completed? _____________


Please circle any of the following that you have difficulty with.	Hearing		Seeing		Speaking	








Do you have any religious or cultural beliefs that may affect your treatment?       Yes       No


If so please explain__________________________________________________________________________________________





EDUCATIONAL 





Patient, family member or person completing this forms signature.  X__________________________________________________











Patient Name:______________________________________________  DOB:_________________  DATE:__________________





For Clinic Use Only


Abuse Signs & Symptoms	  None


Physical:	  Bruises / Welts	  Abrasions / Sores	  Any injury incompatible with history	


Emotional:	  Hesitation to talk openly	  Unexplainable Fear	  Withdrawn	  Agitation


Neglect:		  Dirty		  Unkept appearance	   Unexplainable Rashes 


Sexual:		  Difficulty sitting or walking	  Visible bruising to inner thighs       Teen with symptoms of an STD  	








HEALTH HABITS





Do you smoke or use tobacco products?       Yes       No     	Do you use any illegal drugs?       Yes       No     


How much alcohol do you consume per week?       None       1-2 drinks per week       1 drink per day       > 1 drink per day     





PATIENT SCREENING FORM UPDATED (Date and Initial below after reviewing with patient and/or family)








______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








