APD CONDENSED CA/PS ASSESSMENT – POST 10/1/17

	Mobility
	Ambulation	

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:
	Required:

	
	[bookmark: Check1]|_| Ind.
[bookmark: Check2]|_| Min. Assist
[bookmark: Check3]|_| Sub. Assist
[bookmark: Check4]|_| Full Assist
	[bookmark: Check5]|_| Hands-on
[bookmark: Check6]|_| Confined to bed
	[bookmark: Check7]|_| None
___ x’s per day
___ x’s per week
___ x’s per month
[bookmark: Check8]|_| Always
	_____ Mins. each time
	[bookmark: Check9]|_| Inside
[bookmark: Check10]|_| Outside

	
	Ambulation Notes: 





	Mobility
	Transfer

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check11]|_| Ind.
[bookmark: Check12]|_| Assist
[bookmark: Check13]|_| Full Assist
	[bookmark: Check14]|_| Hands-on
	[bookmark: Check15]|_| None
___ x’s per day
___ x’s per week
___ x’s per month
[bookmark: Check16]|_| Always
	_____ Mins. each time

	
	Transfer Notes: 





	Eating
	Eating

	
	Need Level:
[bookmark: Check17]|_| Ind.
[bookmark: Check18]|_| Min. Assist
[bookmark: Check19]|_| Sub. Assist
[bookmark: Check20]|_| Full Assist
	Assist Types:
[bookmark: Check21]|_| Hands-on
[bookmark: Check22]|_| Set-up
[bookmark: Check23]|_| Cueing
	Frequency:
[bookmark: Check24]|_| None
___ x’s per day
___ x’s per week
___ x’s per month
[bookmark: Check25]|_| Always
	Duration:
_____ Mins. each time

	
	Eating Notes: 








	Elimination
	Bladder

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:
	Required:

	
	[bookmark: Check26]|_| Ind.
[bookmark: Check27]|_| Assist
[bookmark: Check28]|_| Full Assist
	[bookmark: Check32]|_| Hands-on

	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time
	[bookmark: Check30]|_| Catheter care
[bookmark: Check31]|_| Ostomy care

	
	Bladder Notes: 





	Elimination
	Bowel

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:
	Required:

	
	|_| Ind.
|_| Assist
|_| Full Assist
	|_| Hands-on

	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time
	|_| Digital Stim.
|_| Suppository insertion
[bookmark: Check33]|_| Ostomy care
[bookmark: Check34]|_| Enemas

	
	Bowel Notes: 





	Elimination
	Toileting

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:
	Required:

	
	|_| Ind.
|_| Assist
|_| Full Assist
	|_| Hands-on
[bookmark: Check35]|_| Cueing

	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time
	|_| Cleansing
[bookmark: Check36]|_| Changing
[bookmark: Check37]|_| Removing 

	
	Toileting Notes: 








	Cognition
	Self-Preservation

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check38]|_| Ind.
[bookmark: Check39]|_| Min. Assist
[bookmark: Check40]|_| Sub. Assist
[bookmark: Check41]|_| Full Assist
	[bookmark: Check42]|_| Hands-on
[bookmark: Check43]|_| Cueing
[bookmark: Check44]|_| Reassurance
[bookmark: Check45]|_| Redirection
[bookmark: Check87]|_| Support
[bookmark: Check88]|_| Monitoring
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Self-Preservation Notes: 




	Cognition
	Decision Making

	
	Need Level:
	Assist Types: 
	Frequency: 
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	[bookmark: Check46]|_| Hands-on
[bookmark: Check47]|_| Cueing
[bookmark: Check48]|_| Redirection
[bookmark: Check89]|_| Support
[bookmark: Check90]|_| Monitoring
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Decision Making Notes:





	Cognition
	Ability to Make Self-Understood

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check49]|_| Ind.
[bookmark: Check50]|_| Min. Assist
[bookmark: Check51]|_| Sub. Assist
[bookmark: Check52]|_| Full Assist
	[bookmark: Check53]|_| Hands-on
[bookmark: Check54]|_| Reassurance
[bookmark: Check55]|_| Redirection
[bookmark: Check91]|_| Support 
[bookmark: Check92]|_| Monitoring
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Ability to Make Self-Understood Notes:






	Cognition
	Challenging Behaviors

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	[bookmark: Check56]|_| Hands-on
[bookmark: Check57]|_| Cueing
[bookmark: Check58]|_| Redirection
[bookmark: Check93]|_| Monitoring
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Challenging Behaviors Notes: 

	Bathing & Personal Hygiene
	Bathing

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check59]|_| Ind.
[bookmark: Check60]|_| Assist
[bookmark: Check61]|_| Full Assist
	[bookmark: Check62]|_| Hands-on
[bookmark: Check63]|_| Cueing
[bookmark: Check64]|_| Stand-by
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Bathing Notes: 

	Bathing & Personal Hygiene
	Personal Hygiene

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check65]|_| Ind.
[bookmark: Check66]|_| Assist
[bookmark: Check67]|_| Full Assist
	[bookmark: Check68]|_| Hands-on
[bookmark: Check69]|_| Cueing
[bookmark: Check70]|_| Stand-by
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Personal Hygiene Notes:



	Dressing & Grooming
	Dressing

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check71]|_| Ind.
[bookmark: Check72]|_| Assist
[bookmark: Check73]|_| Full Assist
	[bookmark: Check74]|_| Hands-on
[bookmark: Check75]|_| Cueing
[bookmark: Check76]|_| Stand-by
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Dressing Notes: 

	Dressing & Grooming
	Grooming
	
	
	

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Assist
|_| Full Assist
	|_| Hands-on
|_| Cueing
|_| Stand-by
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Grooming Notes:

	Housekeeping
	Housekeeping
	
	
	

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Assist
|_| Full Assist
	[bookmark: Check77]|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Housekeeping Notes:



	Laundry
	Laundry

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Assist
|_| Full Assist
	|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Laundry Notes:

	Breakfast Meal Preparation
	Breakfast Meal Preparation

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	[bookmark: Check78]|_| Ind.
[bookmark: Check79]|_| Min. Assist
[bookmark: Check80]|_| Sub. Assist
[bookmark: Check81]|_| Full Assist
	|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Breakfast Meal Preparation Notes: 

	Lunch Meal Preparation
	Lunch Meal Preparation

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Lunch Meal Preparation Notes:



	Dinner/Supper Meal Preparation
	Dinner/Supper Meal Preparation

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Dinner/Supper Meal Preparation Notes:

	Medication/O2 Management
	Medication/O2 Management

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	|_| Hands-on
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Medication/O2 Management

	Shopping
	Shopping

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	|_| Hands-on
[bookmark: Check82]|_| Food
[bookmark: Check83]|_| Clothing
[bookmark: Check84]|_| Medicine
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Shopping Notes:



	Transportation
	Transportation

	
	Need Level:
	Assist Types:
	Frequency:
	Duration:

	
	|_| Ind.
|_| Min. Assist
|_| Sub. Assist
|_| Full Assist
	|_| Hands-on
|_| Arrange rides
[bookmark: Check85]|_| Get in/out
[bookmark: Check86]|_| Physical / Cognitive Assistance
	|_| None
___ x’s per day
___ x’s per week
___ x’s per month
|_| Always
	_____ Mins. each time

	
	Transportation Notes:
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