 PATIENT BASELINE ASSESSMENT

Medical Record Extraction

1. HELP Number:											
2. Hospital Admit Date:				(m/d/yr)		/		/		
3. Date of Interview:				(m/d/yr)		/		/		
4. Hospital Elder Life Program Start Date:	(m/d/yr)		/		/		
5. Date of Birth:					(m/d/yr)		/		/		
6. Gender (circle one):				Male –1		Female -2
7. Admission Diagnosis (Primary):									
8. Admission Type (circle one):			Elective –1		Emergency/urgent -2
9. In the last 12 months, how many times has the patient been admitted to this hospital? 		
10-a Has patient been admitted to HELP within the last 12 months? (circle one)   Yes –1	No - 2
10-b  If yes, most recent previous admission date in last 12 month: (m/d/yr)		/	/	
	If no, code “99 99 9999”
10-c  In the last 12 months, how many times has the patient been admitted to HELP?  			
BUN/Cr ________   Above 0.7
Current Living Situation
 Alone			 with Others		 Home of Relative	 Paid Services
 Own Home / Apartment Senior Housing	 Skilled Facility	 Nursing Facility
 Assisted Living		 No paid Services (type) 					

Vision Screening
Vision Score: 20/ 		 Legally Blind		
Eyeglasses:    Yes    No	Contact Lenses:   Yes    No
If yes, does patient have them here?   Yes    No

Hearing Screening
WHISPER TEST:	(357,192)	Right Ear 		/ 6
				(068,294)	Left Ear 		/6
Hearing Aid:    Yes    No    Right    Left    Both
		If yes, does patient have it / them here?	 Yes    No
PATIENT BASELINE ASSESSMENT
Instrumental Activities of Daily Living (IADLs)	
			No Help	Some Help		Unable
Telephone		    		      			    		 No phone
Go places out of 
   walking distance    		      			    
Shopping		    		      			    
Prepare meals	    		      			    
Housework	    		      			    
Take medication	    		      			    		 No meds
Manages finances	    		      			    

Activities of Daily Living (ADLs)
				   Today				        1-Month Ago
		No Help	Some Help	Unable     	    No Help	Some Help	Unable
Feeds Self	    		      		    	 			      		    
Dresses Self  		      		    	 			      		    
Grooms Self  		      		    	 			      		    
Walks	    		      		    	 			      		    
In/out of Bed 		      		    	 			      		    
Baths Self	    		      		    	 			      		    
Uses Toilet    		      		    	 			      		    

Mobility
One month ago:
Walks: 	  Without assistive device	 with assistive device	 Type of device 		
 With assist person       Needs assist to transfer to chair        needs to be lifted to get in/out of bed
Has Fallen:  within past 3 months	 within past year		 Fear of Falling

Falls Risk Stratify Score: 							

      Osteoporosis       Tx   

Pain Management
Pain:    Yes    No
Location of pain / discomfort:							   Acute     Chronic
Patient’s report of pain now (0-10): 						
Frequency of pain / discomfort:							
Pain meds used at home:								
Other methods of pain relief used: 						
Pain Meds at the hospital:  ___________________________________________

Elimination
Patient reports or there is evidence of incontinence:	 Bowel    Urinary
Usual bowel regiment:								
Urinary Incontinence: (# of times per week)						
PATIENT BASELINE ASSESSMENT

Skin       Open areas   Rashes   Dryness   Toenails
	
Sleep
Pre-Admission:
Patient sleeps at home:	 Good	 Fair		 Poor
Usual sleep time / routine:								
Takes sleep meds at home:								
Has difficulty falling asleep:	 Yes    No       Frequent Wakening   Yes    No
Currently:
Patient sleep in hospital:	 Good	 Fair			 Poor
Reason for poor sleep:	 Hall noise	 Room noise		 Chronic insomnia
				 Medical illness/symptomatic	 Medical procedure
                                          SOB              Nightmares
Nutrition
Pre-Admission:
Unintentional weight change:	 Yes    No		Time period 		  Amount 		
Eats 2 meals or snacks a day: 	 Yes    No	
Special diet:			 Yes    No		Type of Diet 					
Wears dentures:			 Yes    No		 Upper	 Lower
If yes, does patient have them here?  			 Yes    No
Currently:                                                                                                        Hb___      Alb ___
Patient’s appetite:			 Good	  Fair		 Poor       MCV___   Lymp___
 Difficulty chewing		 Difficulty swallowing	 NPO    Oral mucosa ________ 

Emotion / Coping
Source of strength / comfort:	 Religion	 Faith		 Spirituality	
					 Great deal	 Little	 Not at all
Would like a hospital chaplain/home parish to visit:	 Yes    No Contact ________________

Often feels: 	 Sad		 Depressed		 Nervous	 Stressed	
GDS:  Satisfied   Decreased interests/activities   ? Happy   Stay home/going out

Caregiver Factors:  Dependency:   Financial or   Physical   Prior conflicted relationship
                                   Limited Resources   Substance Abuse    Mental Illness

Cognition
     MMSE SCORE:         /10       /3       /5       /3        /9     =        /30

DIGIT SPAN:
3-6-9-2-5			 Correct		 Incorrect		 Not assessed

CLOX DRAWING:	 normal		 abnormal

MoCA –date____            SCORE ____________         AD8_________________


CONFUSION ASSESSMENT METHOD (CAM):
Acute onset	 Yes    No       AND     Fluctuating course  Yes  No
	AND
Inattention		 Yes    No

     AND one or both of the following:
Disorganized thinking	 Yes   No  AND/OR   Altered level of consciousness   Yes   No

Delirium:		 present	 not present
Has experienced acute confusion in the hospital in the past:	 Yes    No

Hospital Considerations
Patient or caregiver preferences while in hospital:
 
Therapeutic Activities
Occupation (current or past): 									
Activities:		 Newspaper		 Music		 Books
			 Magazines		 Cards		 Board Games
			 Puzzles		 Arts & Crafts	 Other 			
			Examples: 									
				      									
				      									

Risk Factors for Delirium and / or Functional Decline
 Cognition (MMSE less than 24)	 Dehydration		 Poor nutrition	
 Poor mobility				 Sleep deficit		 Vision impairment			
 Hearing impairment			 Delirium in past hospitalization

Volunteer Interventions (to maintain cognition & function):
 Not applicable
 Orientation / Therapeutic activities		 Meal assistance
 Mobility: 					 Fluid repletion
 Sleep assistance				             Relaxation / massage
 Reinforce use of sensory aids
                                                                                                                                                                                                                          
Recommendations
Discharge Issues:  New Dx or Tx   Cognition   Self Management/chronic ill   ETOH  Smoking
                        Falls   Fires   Meds   Help seeking   ADL’s  IADL’s   Caregiver   Abuse
                        Self Neglect  




Completed by: 					Date: 				     24-h Time: 		
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