ALC Resident Review 
Facility Name_________________________________________
Survey Date: _______________________
Resident Name:_______________________________________Admit Date:______________________
                                                       
Proxy Caregiver:____________if yes see checklist
(.24) check for yes / o for no
	Id info

	Legal rep
	Services
	Admit/DC
	Care plan
	Md, pharm
hospital
	$ trans
	Valuables
	Res rights

	
	
	
	
	
	
	
	
	

	POA
	DNR
	Pna/waiver
	NSOR
	informed consent
	File kept 3 yrs
	AA signed
	Health info
	PI 


	
	
	
	
	
	
	
	
	


	REVIEW
	COMMENTS

	Admission Criteria Met
Assistance with self preservation
Memory Care Unit

	

	Diagnosis


	

	Medications: 

Review MAR

Self-admin /Admin/Assisted
CMAs used

QuarterlyMed Review

                                                     
	

	Needs Assessment

And Care Plan


	

	Social Activities/Resources


	

	Resident’s Room Observation
	

	Significant Incident Reports

	

	Change in Condition

	

	Nutrition

	

	Family Interview
Resident Interview
Staff Interview

See attached worksheet__Y__N
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