THE GARDENS ASSISTED LIVING - LEVEL OF FUNCTIONING ASSESSMENT
________________________________

Date:  ______________________

Resident’s Name

1. * BATHING

1
Independent (or assistance provided by sitter)

2 Needs reminders and/or set up

3 Needs assistance in and out of the shower for safety – no assistance needed for bathing

4 Can participate in bathing but needs physical assistance washing and drying body

Comments: _____________________________________________________________

2. * HYGIENE

1
Independent (or assistance provided by sitter)

2 Needs supervision with period reminders

3 Needs daily reminders and/or set up

4 Can participate with hygiene (combing hair, clipping nails, brushing teeth, or shaving) but needs physical assistance 

Comments: _____________________________________________________________

3. * DRESSING
1
Independent (or assistance provided by sitter)

2 Supervision and/or cueing - needs occasional help with buttons, zippers, socks, etc.

3 Can participate with dressing but needs daily physical assistance in the morning OR  at night

4 Can participate with dressing but needs daily physical assistance in the morning AND at night

Comments: _____________________________________________________________

4. FOOD 

1
Independent (one meal provided by facility daily)

    PREPARATION
2
Three meals provided by facility daily

3 Three meals provided by facility daily- needs special diet 

4 Three meals provided by facility daily- needs verbal cuing, physical assistance, or mechanical alteration

Comments: _____________________________________________________________
5. HOUSEKEEPING 
1
Weekly housekeeping – can maintain apartment cleanliness                                                                         2
Weekly housekeeping – needs assistance with organization                                                                                                                              

straightening as well as cleaning

3 Weekly housekeeping – additional time is needed for staff to maintain acceptable cleanliness

4 Bi-weekly housekeeping – apartment is cleaned 2 times a week to maintain acceptable cleanliness

Comments: _____________________________________________________________
6.  LAUNDRY

1
Bed linens washed and changed weekly

2 Weekly laundering of personal laundry and bed linens

3 Bi-weekly laundering of personal laundry and bed linens

Comments: _____________________________________________________________
7.  TRAVEL

1
Independent – drives own vehicle

2 Relies on family/friend to transport – able to make arrangements

3 Relies on family/friend to transport – needs help making arrangements

4 Relies on facility transportation 

Comments: _____________________________________________________________
8.  FINANCIAL

1
Handles all finances independently

2 Needs facility assistance with some transactions

3 Needs facility assistance with every transaction

4 Has Power of Attorney or guardian to handle all transactions

Comments: _____________________________________________________________
9. * MOBILITY
1
Independent – (or assistance provided by sitter)

2 Independent with device (cane, walker, wheelchair, etc)

3 Independent within apartment – needs assistance with long distances

4 Needs assistance within apartment and with long distances

Comments: _____________________________________________________________
10.*EATING

1
Independent – (or assistance provided by sitter)

2 Verbal cuing D/T poor eyesight 

3 Needs mechanically altered diet

4 Needs assistive /adaptive devices or physical assistance

Comments: _____________________________________________________________
11.*MEDICATIONS
1
Independent – (or assistance provided by sitter)

2 Needs verbal reminders

3 Uses Doc-U-Dose administration assistance – needs assistance with storage and delivery

4 Uses Doc-U-Dose administration assistance – needs assistance with storage, delivery, and supervision 

Comments: _____________________________________________________________
12. *CONTINENCE
1
Independent – (or assistance provided by sitter)

2 Wears pads or pull-ups – manages continence

3 Needs physical assistance - has occasional accidents

4 Needs toileting schedule 

Comments: _____________________________________________________________
13.* WELL- BEING
1
Good overall health – able to function independently

2 Stable chronic conditions – not life threatening 

3 Unstable chronic conditions – when flare ups occur, affect mobility or independence

4 Skilled nursing needs – services contracted by resident

Comments: _____________________________________________________________

14. MENTAL STATUS
1
Oriented to time and place

2 Some forgetfulness or short term memory loss

3 Moderate impairment – needs guidance and redirection

4 Severe impairment – needs 24 hour sitters for safety 

Comments: _____________________________________________________________
INDEPENDENT 14-19   LEVEL I  20-30  LEVEL II  31-40  LEVEL III  41-55

*IF SCORE OF 4 OCCURS IN ANY 2 CATEGORIES THAT ARE MARKED WITH AN ASTERIK, RESIDENT’S LEVEL OF CARE WILL BE RAISED TO A HIGHER LEVEL OF CARE

DATE OF ASSESSMENT  ________________

TOTAL SCORE  _______________

LEVEL OF CARE  _____________

______________________________________________

__________________

SIGNATURE OF EMPLOYEE COMPLETING FORM

DATE

_____________________________________________

__________________

RESIDENT SIGNATURE





DATE

____________________________________________

__________________

POA/RESPONSIBLE PARTY




DATE

