 Exhibit B

FUNCTIONAL ASSESSMENT AND CARE PLAN

Resident Services Coordinator Program

Assessment:  Initial_____________
     Recertification__________     Major Change___________

                      Date______________       Date__________________      Date___________________

Apt. No.__________    Name____________________________  Phone______________________

S.S.#______________  P.A.#_________________________Title 19#________________________

Birthdate_________________ Doctor_________________________ Phone___________________

Emergency Contact________________________________________ Phone___________________

Mobility Status________________________________________ Barrier Free Unit_____________

RESIDENT FUNCTIONAL ASSESSMENT

( Get in & out of bed

( Prepare/eat meals

( Incontinence

( Get around outside

( Filing for benefits

( Do laundry

( Do light housework
( Bathing/grooming

( Handle toileting

( Shop for groceries

( Get dressed/undressed
( Take medications

( Disorientation

( Socializing


( ________________










Other

RESIDENT CARE PLAN STATUS






       Current


Date




  
    Care
       Status of


Service

RSC

   Services


    Plan
       Service
 Need(s)
Procured
Participation
 1.  Homemaker

    _____      _____
 _____

_____

______

 2.  Home Health Aide
    _____      _____
 _____

_____

______

 3.  Visiting Nurse

    _____      _____
 _____

_____

______

 4.  Adult Day Care

    _____      _____
 _____

_____

______

 5.  Community Meals

    _____      _____
 _____

_____

______

 6.  Transportation Services
    _____      _____
 _____

_____

______

 7.  Public Assistance Programs  _____      _____
 _____
            _____
 
______


 8.  Protective Services
    _____      _____       _____
     
_____

______

 9.  Substance Abuse Services
    _____      _____
 _____

_____

______






          Current


Date




  
       Care        Status of
   
Service

RSC

 Services


       Plan        Service
   Need(s)
Procured
Participation
 10.  Mental Health Services
         _____     _____
   _____
_____

______

 11.  Mediation/Facilitation   

         Services

         _____     _____
   _____
_____

______

 12.  Legal Services

         _____     _____
   _____
_____

______

 13.  Medicare/Health Insurance    _____     _____
   _____
_____

______

 14.  Friendly Visitor/Companion  _____     _____
   _____
_____

______

 15.  Health Screening
         _____     _____
   _____
_____

______

 16.  Money Management
         _____      _____
   _____
_____
 
______

 17.  Relocation Planning
         _____      _____    _____
_____

______

 18.  Socialization


         recreation, leisure time

         and other efforts
        _____      _____
   _____
_____

______

 19.  Other


        _____      _____     _____ 
_____

______

Was the resident involved in the development of the care plan?_______

Is the resident satisfied with the care plan?_______

Is there a current agency case manager?_______        Name:__________________________________

	Agency Care Provider(s)
	Phone
	Contact Person(s)



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Comments:



	

	

	

	

	

	

	


	Comments:



	

	

	

	

	

	

	

	

	

	

	

	

	


	Related Health Care/Shelter Issues:



	

	

	

	

	

	

	

	

	

	


Status Review Date:__________________________

Initials:____________________________     Date:___________________________
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