Liberty Place Assisted Living
Physician Admission Orders
RESIDENT’S NAME:  		DOB:  	
Physician: ______________________________
Significant findings of a physical examination:
Primary Diagnosis:  	
	
Secondary Diagnosis:  	
	
Please provide a brief summary of the patient’s physical and mental status, including identification of any health related problems and any functional limitations.
	

	

	
Any apparent signs or symptoms of communicable disease?   [  ] Y   [  ] N  If yes, please provide documentation.
May have Mantoux (2 step) test upon admission?  [  ] Y   [  ] N  
Needs yearly chest x-ray?   [  ] Y   [  ] N   (if received chest x-ray to r/o TB within this past year, supply report)
May have annual flu vaccine?   [  ] Y   [  ] N    Date of last flu vaccine  	
May have pneumonia vaccine?   [  ] Y   [  ] N   If already received, date of immunization: 	
May have COVID-19 vaccine?   [  ] Y   [  ] N   Date of 1st 	Date of 2nd 	
**Please supply vaccination record if available.
May Resident consume recreational alcohol?   [  ] Y   [  ] N  
May see the following as needed:  Podiatrist?   [  ] Y   [  ] N  Dentist?   [  ] Y   [  ] N  Ophthalmologist?   [  ] Y   [  ] N  
Is independent in ADL’s  [  ]	Requires supervision in ADL’s  [  ]	Requires physical assist with ADL’s  [  ]
May do Vitals:	[  ]  Weekly	[  ]  Monthly	[  ]  Other:	
May do Weights: 	[  ]  Weekly	[  ]  Monthly	[  ]  Other:	
Treatments:	
	
[  ]  Physical Therapy	[  ]  Occupational Therapy	[  ]  Speech Therapy	[  ]  Therapeutic Exercises by Staff
ALLERGIES:	
	
Diet: 	 [  ] Regular	[  ]  No Concentrated Sweets	[  ] Pureed	[  ]  No Added Salt
Activities: _________________________________________________________________________________________
__________________________________         _____________________________             ________________________
Physician Signature	Telephone #	Date


	SEE NEXT PAGE
RESIDENT’S NAME:  		DOB:  	
MEDICATION LIST
Medication	Dosage	Route	Diagnosis
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

I certify that this Resident requires assisted living services, which is not a medical, psychiatric or nursing facility. This person may be admitted to Liberty Place Assisted Living.

	
Physician Signature	Telephone #	Date


PLEASE RETURN THIS FORM TO Liberty Place Assisted Living OF CLAY CENTER, KS
PHONE:  785-632-5052        FAX:  785-632-5175

FACILITY USE:

Nurse noting orders and title:		Date:  	

Pharmacy Notified Changes:		Charted in Chart:		Med/Tx: 		Labs Needed: 	(please send all lab reports)

