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Resident Information:
Resident’s Name _______________________________________	Room No. ___________________________	
Resident prefers to be called ____________________DOB ___________Place of Birth ___________________   
Social Security No. ___________________	Admission Date _____________ Admitted from ______________
DX __________________________________________________________________________________________
__________________________________________________________________________________________
Allergies _______________________________________________________________________________________
Health Care Providers:
Doctor ______________________________________Phone __________________   Fax_________________
Doctor ______________________________________Phone __________________   Fax_________________
Dentist ______________________________________Phone __________________   Fax_________________
Pharmacy ___________________________________ Phone __________________   Fax_________________
Hospital ______________________________________Long-term Care Facility_______________________________
Funeral Home __________________________________________________________________
Emergency Notification:      The residents’ choice of who should be notified in case of an emergency:
1. Name __________________________________ Relationship to resident ____________________________ 
Address __________________________________________________________________________________ 
Phone (home) ____________________Phone (work) _________________ Cell _________________________ 

2. Name ____________________________________Relationship to resident ___________________________ 
Address __________________________________________________________________________________ 
Phone (home) ____________________Phone (work) _________________ Cell _________________________
		

Resident’s Name _______________________________________	Room No. ___________________________	
ADL’s: Enter the code in the box to indicate the resident’s level of self-performance at this time:
	 No Problem – independent in all the following areas.
	0 = Independent   1 = Supervision needed   2 = Physical assistance needed    3 = Unable to perform

	 Bathing				      Frequency 		    Provided by		Review	Initials
	Specify type of assistance								______________	__________
											_______	_____
_____________________________      ____________	_______________	_______	_____
______________________________    ____________	_______________	_______	_____
_____________________________      ____________	_______________	_______	_____
______________________________    ____________	_______________	_______	_____

 Whirlpool (staff member will remain in bathing area) 							_______	_____		 Specify type of assistance								_______	_____
											_______	_____
______________________________   _____________	_______________	_______	_____
______________________________   _____________	_______________	_______	_____
 Shampoo										_______	_____		Specify (beauty shop, family, etc.)							_______	_____
______________________________      _____________	_______________	_______	_____
______________________________      _____________	_______________	_______	_____
      Hair care										_______	_____		Specify (combing, etc.)								_______	_____
______________________________      _____________	______________	_______	_____
	______________________________      _____________	______________	_______	_____
 Shaving										_______	_____		Specify (electric, straight edge)							_______	_____
______________________________     _____________	______________	_______	_____
	______________________________     _____________	______________	_______	_____
 Oral care								 		_______          _____
Specify (denture care, etc.)								_______	_____
____________________________ 	____________     ______________  		_______	_____
	____________________________	____________     ______________		_______	_____
Resident’s Name _______________________________________	Room No. ___________________________	
					   Frequency 	         Provided by	           Review 	Initials	
 Miscellaneous			 
Specify (help with hearing aids,							_______	_____
makeup, nail care, etc.)								_______	_____
_____________________________ 	_____________    ______________		_______	_____
_____________________________	_____________    ______________		_______	_____
 Toileting					
Specify (total toilet assistance, manages
incontinence, external catheter, etc.)
______________________________  ___________     ______________		______	_____
______________________________  ___________     ______________		_______	_____
______________________________  ___________     ______________		_______	_____
 Dressing						 
Specify (particular clothes help – bra,
shoes, shirt, etc.)
______________________________  ___________     ______________		______	_____
______________________________  ___________     ______________		______	_____
______________________________  ___________     ______________		_______	_____
 Transfers						 
Specify (how much assistance, what
transfer devices needed, etc.)
______________________________   __________	     ______________		______	_____
______________________________   __________	     ______________		______	_____
______________________________   __________	     ______________    	______           _____
 Walking/Mobility			      
Specify (wheelchair, walker,
accompaniment, etc.)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Eating						 
Specify (food cut up, special utensils, routine meals eaten in apartment, etc)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
Resident’s Name _______________________________________	Room No. ___________________________					    
  Frequency 	          Provided by	           Review 	Initials

 Transportation					 				_______	_____
Specify (has own car, assistance to medical appointments, etc) 			_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Use of Telephone					 				_______	_____
Specify (needs assistance dialing phone, monitor number of calls made, etc.)	_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____

 Use of Medical Alert System			 
Specify (needs constant reminder to use, needs special equipment to activate, etc.)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Personal Laundry					 
Specify (family will do, staff will do, etc.)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Housekeeping (done once a week routinely)	 
Specify (do not dust Hummel figurines,
housekeeping twice a week, etc.)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Resident must be present at housekeeping time						
 Housekeeping may be done when resident is not in apartment
Physical/Medical Assistance:								
 Hearing Problems	 R	 L			 
Specify (needs assistance putting
hearing aids in, etc.)
______________________________  ______________   ______________	_______	_____
 Sight	Specify (glasses, contacts, cannot read newspaper, etc.)
______________________________  ______________   ______________	_______	_____
Resident’s Name _______________________________________	Room No. ___________________________

 Special Monitoring			   Frequency 	          Provided by	           Review 	Initials		 Specify (smoking precaution, 
skin breakdown, bruises, etc.)								_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
Health Maintenance:									
 Health Maintenance Activities						 
Specify (blood pressure, blood glucose checks – 
resident must supply their own machine
and strips, etc.)
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
 Treatments (TED hose, aerosol treatments, oxygen, etc.)	 
Specify 
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
______________________________  ______________   ______________	_______	_____
Medication Management:  If facility staff is administering resident medications the medications will be stored and administered by facility staff according to Physician’s Orders.      
 Staff will provide all medications	        Resident will self administer all medications 
 Staff will set up medications in   ____daily____weekly	____monthly containers for resident
                       Medications will be stored by the       Resident	 Villages
*If staff is setting up medications staff will notify ____ the resident ____other designated party _________________________ when supply is low.
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Resident’s Name _______________________________________	Room No. ___________________________
Psycho/Social:						         Provided by	             Review        Initials		  Psycho/Social     Specify (i.e. interventions for dementia, depression, etc.)
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
  Activity Participation/Involvement       Specify (i.e. reminders, individualized activity plan, etc.)
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
_____________________________________________   ______________	_______	_____
Evacuation Status:    Needs assistance    Partial Assist    May need cues    Independent

Notes_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Signing below indicates that the services provided to the resident shall be provided as outlined in this agreement. Amendments shall be added when the services and/or needs and preferences change.
_________________________________________		____________________________
Resident								Date
_________________________________________		____________________________
Resident’s legal representative					Date
_________________________________________		____________________________
Administrator/Operator						Date
_________________________________________		____________________________
 (
Resident’s Name: _____________________________
)Licensed nurse							Date





Resident’s Name _______________________________________	Room No. ___________________________	

Outside Resources:
Facility RN/LPN cannot provide skilled services. An outside home health agency, hospice agency, etc. must provide these skilled services. Outside resources may include therapy service, oxygen provision, home health, hospice, etc.
Services to be provided by outside resources (all outside resources must provide Plan of Care for Resident Chart):
__________________________________________________________________________________________
__________________________________________________________________________________________
Organization providing outside resources ______________________________________________________ 
Address _________________________________________Phone __________________ Fax ______________
Payment source for outside Resource____________________________________________________________
	

Services to be provided by outside resources (all outside resources must provide Plan of Care for Resident Chart):
__________________________________________________________________________________________
__________________________________________________________________________________________ 
Organization providing outside resources ________________________________________________________ 
Address ___________________________________Phone __________________ Fax ____________________
Payment source for outside Resource____________________________________________________________
	
Services to be provided by outside resources (all outside resources must provide Plan of Care for Resident Chart): ___________________________________________________________________________________ 
__________________________________________________________________________________________ 
Organization providing outside resources ________________________________________________________ 
Address ___________________________________Phone __________________ Fax ____________________
Payment source for outside Resource ___________________________________________________________
Negotiated Service Agreement Updates
Resident Name ______________________________________________	Apt. # ________________________
NSA Update I Information:   Level of Care change? ____Yes   ____ No     From Level ___ to Level ____
Note specific update information within the body of this service agreement (i.e. if medications are now to be staff administered, change the medication area with new date and initials).
Date Negotiated Service Plan updated ______________________Date original NSA completed _________ Update Explanation (Specify: i.e. Annual Update, Change of Status Update – if Change of Status Update, note change and what changes are being made) __________________________________________________________________________________________
__________________________________________________________________________________________

For the Negotiated Service Agreement to be in effect, the signatures of all participants shall be recorded below. Signing indicates that the services provided to the resident shall be provided as outlined in the agreement. Amendments shall be added when the services and/or needs and preferences change.

_________________________________________		____________________________
Resident								Date
_________________________________________		____________________________
Resident’s legal representative					Date
_________________________________________		____________________________
Administrator/Operator						Date
_________________________________________		____________________________
 (
Resident’s Name: _____________________________
)Licensed nurse							Date

NSA Update II Information: Level of Care change? ____Yes   ____ No   	From Level ___ to Level ___
Note specific update information within the body of this service agreement (i.e. if medications are now to be staff administered, change the medication area with new date and initials).
Date Negotiated Service Plan updated ______________________ Date original NSA completed ______________ 
Update Explanation (Specify: i.e. Annual Update, Change of Status Update – if Change of Status Update, note change and what changes are being made) __________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
For the Negotiated Service Agreement to be in effect, the signatures of all participants shall be recorded below. Signing below indicates that the services provided to the resident shall be provided as outlined in the agreement. Amendments shall be added when the services and/or needs and preferences change.
______________________________	_________	____________________________    ________
Resident					Date		Licensed Nurse			Date
______________________________	_________	____________________________	________
Resident’s legal representative		Date		Administrator/Operator		Date
Resident’s Name _______________________________________	Room No. ___________________________
NSA III Update Information: Level of Care change? ____Yes   ____ No   	From Level ___ to Level ___
Note specific update information within the body of this service agreement (i.e. if medications are now to be staff administered, change the medication area with new date and initials).
Date Negotiated Service Plan updated ______________________ Date original NSA completed ___________ 
Update Explanation (Specify: i.e. Annual Update, Change of Status Update – if Change of Status Update, note change and what changes are being made) __________________________________________________________________________________________
 
__________________________________________________________________________________________ 
For the Negotiated Service Agreement to be in effect, the signatures of all participants shall be recorded below. Signing below indicates that the services provided to the resident shall be provided as outlined in the agreement. Amendments shall be added when the services and/or needs and preferences change.
________________________________	_________	____________________________    ________
Resident					Date		Licensed Nurse			Date
________________________________	_________	____________________________	________
Resident’s legal representative		Date		Administrator/Operator		Date



NSA IV Update Information: Level of Care change? ____Yes   ____ No   	From Level ___ to Level ___
Note specific update information within the body of this service agreement (i.e. if medications are now to be staff administered, change the medication area with new date and initials).
Date Negotiated Service Plan updated ______________________ Date original NSA completed ___________ 
Update Explanation (Specify: i.e. Annual Update, Change of Status Update – if Change of Status Update, note change and what changes are being made) __________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
For the Negotiated Service Agreement to be in effect, the signatures of all participants shall be recorded below. Signing below indicates that the services provided to the resident shall be provided as outlined in the agreement. Amendments shall be added when the services and/or needs and preferences change.
________________________________	_________	____________________________    ________
Resident					Date		Licensed Nurse			Date
________________________________	_________	____________________________	________
Resident’s legal representative		Date		Administrator/Operator		Date
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