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Admission process

*Please note any medications brought to the center for the nurse MUST be in its original bottle. ptease do nothave clients bring in any rarge purses or backpacks to the center.

lnsurances which cover Loo% of Adult Day Health services and transportation
o Masshealth Standard
o Navicare

o Tufts - Senior Care Options
o Senior Whole Health
. Long Term Care lnsurance

Private Pay per day (includes breakfast, snack, lunch and field trips)

Basic Level of care: s61'75 Transportation - one way, Sg.zs for first 3 miles, then S.75 for everyComplex Level of Care:917.75 mile after that.
Exampre - rf crient rives in Natick, r.2 mires away from Liberty ADH, it
would be Sg.ZS (first 3 miles) plus g6.75 for additional 9 miles. Totat:
Sr0.oo one way.

!nstructions

t. Fill out all requested information
2. Attach pages for additional information if needed
3. once comprete, mair, fax, scan or emair apprication to the center
4' After receiving the application, the center will call and set up an appointment for a visit and for

the applicant to be evaluated

Questions or Concerns
Please call 508-497 -2300
Admissions Coordinato r xtO2
RegisteredNurse-x104
Program Director x105

25 F South Street, Hopkinton, fve Of Z+e lpf,
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Personal lnformation
Applicants Name:

Admission Screening for Adult Day Health

Nickname:

Address:

Phone: Lives with:

Date of Birth: Age:_Sex: M F Religion:

Primary Language:

Do you have: Medicaid/Masshealth lf yes, Card #

Medicare

Other: Name of lnsurance Company

Phone #

ln Case of Emergency Notify:

Name:

MaritalStatus: Single Married Divorced Widowecl

lf yes, Card #

Policy #

Social Security #

Relationship:

Address:

Home # Cell#

Work #

Children or other interested parties:

Name:

Email

Relationship:

Address:

Home # Cell#

Work # Email

25 F south Street, Hopkinton, MA01,748 lphone 5g$aw .23oo I Fax50g_497_2320
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Legal status- Provide legat documentation if Legal Guardian/power of Attorney has been appointed
Advanced Directive: Pleose note Liberty ADH must hove o copy ol tegol docume,ntotion from the
Primary core Physicion in order to honor o DNR. we must hove copy of ony advonced directives on
file.

Referral

How did you hear about Liberty ADH?
Reason for referral: _Doctor Recommended Family Request Client Request
Reoson for seeking Adutt Day Heolth? (Check all that apply)

LEGAL STATUS Name Relationship Number
Do Not

Resuscitate

Health Care Proxy

Legal Guardian

Power of

Attorney

n Safety
D Socialization/Friendships
n Medication Management

n Therapy Services
! Nursing Services
n Supervision

fl lntellectual
Stimulation

n Caregiver Respite
n Therapeutic

Recreation

ls the client enrolled in

lf determined eligible,

r ADH, currently? lf so, where?
how many days a week are you

Which days? Mon Tue Wed Thurs Fri

interested in attendir.rg?

Living Arrangements, Supports and Transportation
Living Arrangements: Spouse Child _ other, specify.
Type of Dwelling: House _ Apartment _ other, specify Stairs
Lives with:

Lives alone
will you provide transportation? _ Requesting tronsportotioni
Does the applicant carry a house key? _ can appricant be reft rror. ,ronJ-
Does applicant need assistance getting in and out of the van?
ls it safe for applicant to attend community fierd tips with riuurffiFv.,, * ,r,

if yes,
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ldentify current tn-home services

Caregiver (agency or family)
Name

! Nursing n Physical

Therapy
! Occupational

Therapy
n Home Care

Aid
n Home-

makerfluutUonat Largglve

Does caretaker feel the need for support? Explain

MedicalContacts

lnclude Primary Care physician and allspecialists

Pharmacy: Town:

Preferred Hospital:

Medical tnformation and Health History

Number:

Number:

Diagnosis:

Name of Physician

Primary Care physician

Medical Hospitalization Date

Psychiatric Hospitalization Date

Allergies to medications/reactions

Reason Where

Reason Where

25 F South Street, Hopkinton, MAO174B
(Revised 0t/2022)
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Ever Experienced any of the following heatth problems:

f diabetic, how is it controiled? pt"are circle, oral medication lnjection
lf there are seizures, please explain

Environnnental allergies? yes or l\,lo Explain

ls superv'ision or herp required with medication? yes or No Explain, if yes

Can Liberrty ADH administer the following if needed?

__Tylenol _Cough Syrup antacid ibuprofen
Signaturr-.:

Nutrition

ite

n Diabetes

tr lHeart Attack
n Kidney

Problems
n Seizure
tr litroke
! lleart Disease
tr t{eart Failure
tr Pace Maker I

! l\nemia 
I! Depression 
In Anxiety 
I

Headaches

Dizziness
High Blood
Pressure

Urinary
lnfection
Skin Problems
Head lnjury
Stomach
Problems
Cancer
(specify)

!
n
u

n
n
n

Dementia
Alzheimer's
disease
Parkinson's
disease

Multiple Sclerosis
Chronic Lung
Disease

Osteoporosis
Pneumonia
Diarrhea
Constipation
lncontinence

D
tr

!
tr

n
tr
tr
n
tr

lnability to
speak
Memory
problems

Joint
pain/arthritis
Fractu res
Thyroid
Problems
Hard of Hearing
Legally blind
Alcoholism or
drug use

tr
tr

tr
tr
tr

Diet

n Regular
n Low Sodium
n Diabetic
tr Other

tl Good
n Fair

D Poor

Any weight loss or gain over the last 6 months?

Troublesome foods: Tea or Coffee vrith

Eating Challe

D
tr
tr

Chewing
Swallowing
Holding
utensils

25 F South Street, Hopkinton, MA 0174g
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ilt. Safety Concerns

Please explarin the behrviof 
;

lV. trctivities of Daily Living

E Flight Risk
U Wanders
U Puts Objects in mouth
tl Poor Balance

! History of falls
tr Aggressive towards

others
n Aggressive towards self
! Personal Boundaries

tr lnappropriate language
tr Sexually acts out
tr Destroys property
tl Tantrums

0 = lnde;rendent - Completes ta,,t 
-1= Mininnum Assistance - occasional assistance or supervision may be needed

2= Moderrate Ass;istance - Assistilnce or supervision is always needed
3= Maxirnum As:;istance - Totally dependent on others

Transportation

Toilet Usre

! lncontinent of urine
tr lncontinerrt of stool
tr lncontinent of both
tr Needs reminders to

go to the llathroom
tr Us;es depends

Medical Devices Used
! Walker
tr Cane

D Wheel Chair
! Glasses

! Hearing Aid
tr Dentures
T-t

Additional lnformation :

25 F South Street, Hopkinton, MAOLl, g
(Revised 0L/2022)
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Cognitive/Behavioral Status/Mentat/Emotiona I

Short

V.

Applicants orientation
n Person
n Place

! Time
Speech

n ilnability to word
lFind

n Slurring
n Nonsensical speech

Diagnosis

tr Depression

D tlipolar Disorder
tr l\nxiety
! S;chizophrenia
N OCD

tr P,ost Traumatic
Stress Disorder

n C)ther

ort term memory
n Good
tr Fair
tr Poor

-

mmunication

! Understands verbal direction
tr Communicates needs
D Understands written

instruction

Long term memory
D Good
tr Fair

! Poor
Abilities

n Read

tr Write

)ocl

D No issues

n Occasional sadness or bouts of
crying

D Feeling hopeless, lonely
D Manic behavior such as

overeatin g, overspend ing,
hyper

tr Suicidalthoughts

Behavior

D No issues

tr Argumentative or
irritable

ll Withdrawn or
u n responsive, obsessive
compulsive behavior, 

I

aggression/lashing out Iil Unable to go in public or I

relate to people 
I

rer vijllol'lS IO Snafe

tr Withdrawn
n Socially isolated
n Agitated
n Relationship challenges
f, Cooperative
I Dependent
I High stress in proportion to

life circumstances
I High stress to nature of

individual
I Paranoid

Sleep

n No issues

n Occasional complaint of
not sleeping or disrupted
patterns

U Frequentoversleeping
tl Frequent not sleeping
U Sleep interferes with

normal functioning
fl Takes medication to

sleep

Anxiety

tl No issues

D Frearful of new
situations

n Physical symptoms
strch as sweating,
increased heart
rarte, shallow
breathing

tr Constant worrier
tr Hinders everyday

function
vt. Coping

Ob:;ervations

Unhealthy Coping

methods

tI Alcohol
tl Cigarettes
tl Drugs

nMa ana

n
!

tl

Healthy coping methods
n Cuddling with a pet
! Walking
n Friiends

D Crossword puzzle

n Knitting

Additional lnformation/Other:

25 F South Street, Hopkinton, MA 0t_7,4g
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Family and Social History
Where did individualgrow up?

Fathers Name: Mothers Name

Names of living brothers and sisters:

Names rcf deceased brothers and sisters:

Relatiorrship with sibtings: 

-Very 

ctose 

-Good 
_Fair poor

Who is important in individual,s life?

ls the individual a: _Veteran _spouse of a veteran _ parent of a Veteran
What was the main occupation?

Mornin6;person or night owl?

Activities of potential interest

Like to nap?

, current activities of enjoyrnent?

When?

! A,rts and Crafts
n Bingo
n Pet Therapy
! Singing/Music

Plant Care

Reading

Outings
Writing

n
D
tr
tr

tr
D

Cards

Puzzles

Exercise

Movies

D Board Games
n Mentalstimulation
tr Sensory

Stimulation
tr 1lValkingOthe

Describe strengths:

Describe worries I

Billing

Name' address, and phone number of individualor agency responsible for payment of Adult DayHealth Services

Phone

Address

Applicants Signature
Date

Signature of person Completing this form

25 F South Street, Hopkinton, vn oi;a8 lph
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Commitment

Please rrote that Liberty Adult Day Health is a business geared toward making your loved onecomfortable and welcome.

we do need to ask that there is a commitment on the client's part for the time agreed to be spent atLiberty r\dult Day Health.

lf there iis an agreement that your loved one will come anywhere from two to five days, we need thisagreement adhered to' lf a day is missed we would like our clients to come on another day to make upthe time' we completely understand that there are things that come up that will create absences,Upon admission,, please bring a change of clothes for your loved one to keep at Liberty Adult DayHealth' Each clierrt will receive a personal bin for their change of clothes. please include L pair ofpants' shirt, underwear, sweatshirt, socks, and sanitary products/depends if necessary.

Please discuss this with our Admissions coordinator or our program Director. Thank you.

Signatu re Date

25 F South Street, Hopkinton, MAOtl,48
(Revised 01./2022')
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AUTHORIZATION TO

Last Name:
Mailing Address;:

RELEASE/OBTAIN MEDICAL RECORDS

First Name: Middle tnitial:

City: State:
Date of Birth: zip:

Sex: Male _ Female _ phone #:

Recordi s Released Form :
Name (i,e. Health Facility, provicler):
Address:

Phone #: Fax #:City: State:

Records Released To:
Liberty Adult Doy Heotth
25 F South Street Hopkinton, MA 0J.74g
Phone: (!;08)497,-2300 Fax: (SOB,i 4g7_2j20

lnform:rtion to be Reteased/Obtained :

- 
Medical lnformation Requested or pcp Documentation

- 
Medical lnformation Requested or physicians summary Form

_ Hos pitalization/Rehab (Medical) (psych iatric) (Rehab)

- 

Developmental Disabilities
Other:

Purpose'or Need for Disclosure: Admission to Adutt Day Health program and ongoing core

This authrcrization is limited to the following time period : J J 
-- 

Date or Discharge from LibertyADH

I have read and understand this authorization and had a chance to ask questions about the disclosureof the health inforrnation. lauthorize release of my medical records in accordance with thespecificatiions listerj above. A photocopyof this consent shall be valid asthe original. lam aware lcanmake charnges to this Release/Obtain form at any time.

Signature of patient or Authorized person by Law:

zip:

(Revised 01,12022)
lPhone 508-497-2300 | Fax SOB-4g7_2i2O

Date:
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Massachuseltts Return to Day Program RisuBenefit Discussion checklist
This tool is designed for use by participants, caregivers, and providers coilectively to helpinform the decision to return to a oay program. checked boxes should be tallied for eachsection' Upon completion, you will'have"a , ilj ;pr"sentation of risks and benefitsassocierted witlr returning to a oay program- Higher tallies in the rist caiegories indicate agreater risk of poor hearth outcomes from covrD-1g infectio;'v 

"v'I\ vqLs

Note: I'his Risk/Benefit rool is meant toassist participants and their loved ones in
*1"#:,'#:3.their 

comfort level in returning to JJ"v program based on their individuat

Il: fll,::l:llir not abte to foilow sociat oistancins protocot with 6feet of distance

The parllicipant rreeds promptinglffi

The participant ir; not abre to use personar protective 
"q;iil;;i(PPE) fc,r extended periods of time

The participant rr_.quires physical assistan." 
".. 

nr";1;r*completc'ADLs such as toileting, eating, or ,o[itity 
-'

Check box if present(X= 1

Oheck box if present(X= 1

n
n
T

rThe participant is not wiling or abre to answer a series oih;riil
screening quesli.ns at severar intervars throughout tre oay

Total # of SituationalRrsks (part A):

The participant is severely obese

lThe Rarticipant is older (increased oge = higher risk)

The partir:ipant l-ras known respiratory issues

The partir:ipant hzrs known serious heart conditions, including

n
n
tr

I
n

Part B: Health Related Risks
The participant hias diabetes

25 F South Street, Hopkinton, MAOt748
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coronetry ?rtery disease and hypertension

The parrticiparrt has,immunocompromising .onoitio;;(,=. HMcancer, post-transplant, prednisone treatirent, etc.) 
\'

The participant has a chronic kidney disease

Il,",ll1,:i931! nas any other undertyins heatth p;;b;. whichcould be considtered a risk

Total # Health Retated Risks (part B):

Part G: Benefiits to particit;nt

,?*.i:jtrt cannot be reft home rim;at home islikely unavailable

Needs the medical support of day programming (i.e, ,"d ,d_,.,,medical check-in)

lf not in a structured program, tf,"
in the communi!/ or engiging in risky, non-distanced activities.
Socializiation is irmportant to the
socialization has known serious
conditiorrs,

participant's health; or, lack of
risks to mental health

A sense of norrnarcy/routine is important to the fi;i;iprrtbhealth; rcr, lack of routine has known serious risks to mentarhealth conditions;

Daily act.ivity outrside the home ir ril urv to =or* th" fr;qr"*y
of behav,ioral issues

The participant is unabre or unwiiling to engagu in ,irt*yrio"oprogramming

Other Bernefit(s):

Check box if present(X= 1)

Total# Benefits 1i5:art Cl:

Overall Total Risk lScore (part A + part B):

Overall Total Benefit Score (part C):

Note" Th'is Rist</'Elenefit root is meant to facilitatediscussion and toassisf participants andtheir loved ones in determining their comfort level in returning to a day programbased on theiri n d ivid u a I ex pe rien ces.
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Risk Assessment l\cknowledgement Form

acknowledge that I spoke with Liberty Adult Day Health's nurse or social worker prior

to returning to the program. I confirm that I discussed and understand the benefits and the risks associated

with returning to Liberty Adult Day Health.

25 F South Street, Hopkinton, MAOtT4g
(Revised 01/2022)
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