COMPREHENSIVE MEDICAL ASSESSMENT ITEM 712

Date completed: ____________________________

RESIDENT NAME  






DOB  



AGED CARE HOME 




PH:  


Fax: 



Treating GP:   Dr  




PH:  


Fax: ____________
NEXT OF KIN  






PH:  



Advance Care Directive




(  Yes
(  No

Enduring Medical Power of Attorney

(  Yes
(  No
Details:
PAST MEDICAL HISTORY

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


CURRENT MEDICATION  (or see medication list attached)

	
	

	
	

	
	

	
	

	
	

	
	

	
	


ALLERGIES or ADVERSE DRUG REACTION


	
	

	
	


IMMUNISATION STATUS  (Record dates given)
Influenza 


Pneumovax 1 

   2 

__ Tetanus 

___
Resident name:   _____________________________
	Medical Examination
	Identified Issues


	Cardiovascular

	BP

Pulse

Other
	

	Respiratory

	Chest 
	

	Gastro-Intestinal


	Abdomen  _________
Weight  ____  )


) BMI 
___​
Height _____  )
Oral Health

Nutrition
	

	CNS / Musculoskeletal

	
	

	Hearing


	· Normal

· Impaired
· Wears aids
	

	Vision


	· Normal

· Impaired
Unaided  R ___ L ____
Aided      R ____L _____


	

	Skin


	Ulcers  ( yes  ( no
Other


	

	Feet

	Pulses
Sensation
	

	Other

(if relevant)
	eg.  Breasts, PR,

vaginal examination


	

	Psychological

and Behavioural


	· Normal

· Problems

	

	Cognition

(see Minimental examination attached)


	( Normal
( Impaired
MMSE       /30  


	


Resident name:   _____________________________
	Medical Examination (Continued)
	Identified Issues



	Pain


	Acute     ( yes  ( no
Chronic  ( yes  ( no


	

	Sleep
	( Adequate

( Inadequate

	

	Continence


	Urinary Incontinence

( yes  ( no
Faecal Incontinence

( yes  ( no
Urinalysis if indicated

Protein ​______

Blood     ______

Glucose ______


	

	Physical Function
	Mobility

    (   independent

· aid __________

· assistance

· not mobile

Recent Falls

    ( yes  ( no
	

	ADL’s

Assistance required


	
	

	Smoking
	    (  non

    (  ex

· smoker


	

	Alcohol Excess
	   ( no

   ( yes

   ( past


	


Resident name:   ________________________________
	RECENT INVESTIGATIONS


SUMMARY

	PROBLEMS IDENTIFIED
	ACTION REQUIRED

	
	

	
	

	
	

	
	

	
	

	
	

	
	


This patient needs:
□  Care Plan contribution
□  Case Conference
□  Family Meeting

□  RMMR
GP Signature  




___ Date  

_
GP Name (Please print) 




___

_
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