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Physician’s Assessment and Order Form  

 

 

Date_________________ Name of Participant________________________________________ 

 

DOB__________________ Social Security Number___________________________________ 

 

Date of last exam_______________________________________________________________ 

 

Cognition:  

Is this person oriented to:    Person    Place             Time 

Disorientation:     Never      Mild              Moderate     Severe 

Impaired recall: Recent    Never      Occasional    Regular        Continuous 

Impaired recall: Distant    Never      Occasional    Regular        Continuous 

Impaired judgment:               Never      Mild              Moderate     Severe 

 

Do any of the following apply: 

Depression      Never      Mild              Moderate     Severe 

Anxiety       Never      Occasional    Regular        Continuous 

Hostility/combativeness    Never      Occasional    Regular        Continuous 

 

Is there evidence of: 

Behavior disorder_______________________________________________________________ 

Infectious disease_______________________________________________________________ 

Speech deficit? ________________________________________________________________ 

Bowel/bladder incontinence? _____________________________________________________ 

History of seizures? ____________________________________________________________ 

History of alcohol abuse or drug addiction? _________________________________________ 

History of falls? _______________________________________________________________ 

Mobility: Independent  With supervision   One person physical assistance  

      Two person physical assistance, or complete mechanical assistance (e.g., Hoyer lift) 

 

Allergies:  List any allergies or sensitivities to foods, medications or environmental factors, and 

(if known) the nature of the problem (rash, anaphylactic reaction, GI symptoms, etc) 

_____________________________________________________________________________ 

 

THIS PERSON MUST BE CERTIFIED TO BE FREE FROM COMMUNICABLE 

TUBERCULOSIS 

By either PPD Skin Test within Last Three Months or Chest X-Ray within Last Twelve 

Months  

1. PPD__________ mm redness and ____mm induration   Date read_____________ 

Or 

2. Chest X-ray result___________________________        Date read ____________ 

********************************************************************* 

Recent Hospitalizations: 

Date: _____________Reason: ____________________________________________ 

Date: _____________Reason: ____________________________________________  
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Date: _____________Reason: ____________________________________________ 

Name of Participant_____________________________________________________________ 

 

Blood Pressure____________ Pulse ____________ Weight___________ Height____________ 

 

Monitoring of nutritional or hydration status necessary?  No  Yes-explain_______________ 

_____________________________________________________________________________ 

 

Recommended Diet: 

Regular   No Added Salt    Limited Concentrated Sweets   Limited K+   Vegetarian 
  
 Mechanical Soft    Thick LiquidsNo Pork    No Shellfish   Dietary Supplement(s) 
 

Regular diets are low salt, low in saturated fat, trans fat free, high in whole grains, and 

meet State guidelines. Limited Concentrated Sweets (LCS) and Limited K+ diets are as 

defined in the State Diet Manual, but are NOT individually calculated diabetic and renal 

diets. Day participants receive one meal and 2 snacks per day at the center.  

           System     Normal         Abnormal          Comments 
 

1. Vision     ______            _________    _________________________________ 

2. Hearing    ______    _________    _________________________________ 

3. Skin     ______    _________    _________________________________ 

4. Appendages    ______    _________    _________________________________ 

5. Cardiovascular   ______    _________    _________________________________ 

6. Respiratory    ______    _________    _________________________________ 

7. Endocrine    ______    _________    _________________________________ 

8. Gastrointestinal  ______     __________    _________________________________ 

9. Musculoskeletal  ______     __________    _________________________________ 

10. Genitourinary     ______     __________    _________________________________ 

11. Hematological     ______     __________    _________________________________ 

12. Neurological     ______     __________    _________________________________ 

13. Psychological     ______     __________    _________________________________
  
 

Diagnosis (es)_________________________________________________________________ 

__________________________________________________________

__________________________________________________________ 
 

Please indicate any restrictions on physical activities for this person:  

__________________________________________________________

__________________________________________________________ 
 

Does this person have Advanced Directives for Healthcare ? ____________________________ 

 

 

Please indicate any needed monitoring or performance of tests after admission:______________ 

__________________________________________________________ 
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Is this person capable of self-medicating? ___________________________________________ 

 

Name of Participant_________________________________________________ 

 

 

Medications:  (Please list dosage, frequency, and precautions. Include over the counter drugs.) 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

Medication orders in affect for 180 days. 

 

Would you like your patient to be evaluated and treated by   PT,    OT,   or   Speech?  

                                                                                             (If yes, circle applicable therapies.) 

 

Would you like your patient to participate in a base-line assessment in  PT,    OT,   or   Speech? 

                                                                                             (If yes, circle applicable therapies.) 

 

I  (DO)   (DO NOT)  believe that an Adult Day Center is the appropriate placement for this 

person. Your staff should be alert to the following symptoms and respond according to my 

directions: ____________________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

 

This person requires Medical Adult Day Programming (Please circle:  1  2  3  4  5 ) days per 

week. 

 

 

 

Signed_____________________________________________Date_______________________ 

 

Print Physician Name___________________________________________________________ 

 

Address______________________________________________________________________ 

 

_____________________________________________________________________________ 

 

Phone________________________________________________________________________ 
 

         Montgomery County                                              Howard County 
                    18110 Prince Philip Drive                                    5460 Ruth Keeton Way                      

                                    Olney, Maryland 20832                                    Columbia, Maryland 21044 
                301-774-7501           410-964-9616 
           240-389-1017 (fax)                     410-992-1487 (fax) 
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Patient Name:  _______________________________________________ 
 

Agreement between 
 

Dr. ___________________________ (PCP) NPI # _________________________ 
                   Print First, Last Name    

And 
 

Winter Growth, Inc., (Company) a non-profit agency providing Adult Medical Day 
Programs, Assisted Living and Memory Care in Columbia and Olney, Maryland.  
 
On behalf of my patient (referenced above), PCP is willing and able to provide 
support to the Company’s nursing staff on behalf of the referenced patient by: 
 

1. Providing routine and emergency direction and written orders to Winter 
Growth nurses. 
Note: Should a potentially life-threatening emergency arise with your patient while at  
the center, 911 would be called for urgent care and transport to the nearest hospital.  

 
2. Updating medical orders at least every 180 days and when orders are 

changed.  
 

3. Provide for an on-call licensed physician or nurse practitioner in PCP’s 
absence to provide direction to Company nursing staff as needed.   
 

 
   

Physician: _____________________________________Date:________________ 
    Signature 

 






