Requirement Check List

Resident ________________________________________________________________

Ambulatory   

____yes

____no
Eat by own self 
____yes

____no

Incontinent

____yes

____no

Can communicate
____yes

____no

Colostomy

____yes

____no

Dialysis

____yes

____no 

Sight loss

____yes

____no

Hearing loss

____yes

____no

Oxygen

____yes

____no
Allergies

____yes

____no

Physical Therapy
____yes

____no

Diabetic

____yes

____no
Aggressive behavior
____yes

____no

Drug user

____yes

____no

Alcohol user

____yes

____no

Smokes

____yes

____no

Can’t walk up stairs
____yes

____no

Falls a lot

____yes

____no

Please explain any other needs or challenges: 
________________________________________________________________________________________________________________________________________________
