
MEDICAL INFORMATION FORM 

THE LIFE CENTER OF DAVIDSON COUNTY 
 

Name of Participant _____________________________ Birth Date _______________ 

Most Recent Date Seen by Physician: ____________________________ 

 

MEDICAL DIAGNOSES: Please check:                 ___ COPD/Respiratory problems 

___ Anemia  ___ Anxiety Disorder ___ Arthritis 

___ Asthma  ___ BPH/PSA   ___ CAD/Angina 

___ CHF  ___ Chronic Bronchitis ___ Cancer-Location: __________ 

___ Dementia  ___ Alzheimer’s  ___ Chronic Renal Failure 

___ Emphysema ___ Gastric Ulcers  ___ Diabetes: Type I or Type II 

___ GERD/Reflux ___ HTN   ___ Epilepsy/Seizure Disorder 

___ MI/Cardiac ___ Mentally Challenged ___ Parkinson’s  

___ Defib/Pacer         ___ Depression  ___ Cardiac Arrhythmias 

___Pneumonia           ___Atrial Fib.                        ___ Cardiomyopathy 

___Effects of Stroke: Specify: ___________________________________________ 

___ Skin Disorder: Specify: ______________________________________________    

___ Psychiatric Issues-Specify: ___________________________________________ 

___ Urinary Problems-Specify: ___________________________________________ 

___ Visual Problems-Specify: _____________________________________________ 

___ Hearing Problems-Specify: ____________________________________________ 

ANY OTHER ILLNESSES NOT LISTED ABOVE: 

 

 

 

____ YES  ____ NO      Does the participant have any COMMUNICABLE diseases? 

                                        If so, specify: ________________________________________ 

 

____ YES  ____ NO       Does the participant require constant supervision to make 

                                       sure he/she does NOT do harm to self, others or to property? 

    

____ YES  ____ NO      Will this person wander off if not closely attended? 

 

____ YES  ____ NO      Do you recommend any restrictions for medical reasons on 

                                        physical activities such as walking, exercise, etc?  

                                        If so, specify: ________________________________________  

 

____ YES  ____ NO      Any ALLERGIES to medications, foods or Latex? 

                                        If so, specify reactions:________________________________ 

 

____ YES ____ NO Does the participant have difficulty understanding  conversations 

or communicating needs? 

 

___ YES  ____ NO         Is the participant at a HIGH RISK FOR FALLS? 

 

___ YES  ____ NO      Participant is at HIGH RISK OF CHOKING? 

 

OVER PLEASE 

 



Dietary needs as follows: 

____ No Added Salt/low sodium_____Chopped/Ground Meats______Mechanical 

Soft_____Honey consistency ______Nectar consistency______Thick-it consistency 

Diabetic: _______ADA                       

  

MEDICATIONS                 STRENGTH           TIME GIVEN   PURPOSE 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

PRN STANDING ORDERS FOR MEDICATION: 

Please check if the following may be given at The Life Center: 

___ YES  ___ NO  Tylenol (Acetaminophen) 500 mg-2 tabs/caplets PO or elixir q 6 hrs        

           PRN for mild pain or temperature greater than 100 degrees.     

___ YES  ___ NO   Robitussin 15 cc PO q 4 hrs PRN for simple cough-Not to exceed  

                                4 doses in 24 hours. 

___ YES  ___ NO   Mylanta/Maalox 30 cc PO q 4 hrs PRN for indigestion-Not to 

                                 exceed 4 doses in 24 hours. 

___ YES  ___ NO   Triple Antibiotic Ointment to minor abrasions and wounds PRN 

                                May use Steri-Strips if needed. 

___ YES  ___ NO   Cold Compresses for simple trauma & Warm Compresses for pain 

                                or inflammation. 

___ YES  ___ NO   Menthol Cough Drops q 2 hrs PRN for cough or sore throat. 

___ YES  ___ NO   Milk of Magnesium-30cc q day prn constipation. 

LIST ANY OTHER OTC MEDICATIONS THAT ARE TO BE GIVEN: 

 

**The Life Center requires that a TB test be current within 3 months of Enrollment of the 

participant.  Please list date of TB test _____________ and results ___________ 

 

What is the participant’s typical BP? _____________  Blood Sugar ___________ 

Height ________________   Weight ________________ 

 

The Life Center monitors the participants’ BP and Weight Monthly.  Would you like these 

results faxed to your office?  ____ YES   ____  NO 

 

Signature of PCP/PA/NP:________________________________ Date:___________ 

Address:______________________________________________________________ 

Phone: ______________________________  Fax: ____________________________ 



 

 

 

 

 

 

 

 

 


