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                                                                              PSYCHOSOCIAL               

Comprehensive Interdisciplinary Patient Assessment
                                               ASSESSMENT


                                                           




           FORMCHECKBOX 
 Initial
              FORMCHECKBOX 
 Annual

Patient:        

   Gender:  FORMCHECKBOX 
 M  FORMCHECKBOX 
 F  
MR#          
Source of information:       Admit Date:                  
Interpretation:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    Race/Ethnicity:              
   Age:        


First Date of Dialysis:       

Modality:  FORMCHECKBOX 
 In-Center HD
    FORMCHECKBOX 
 Home HD

 FORMCHECKBOX 
 Peritoneal Dialysis                            

	Communication Status / Barriers


 FORMCHECKBOX 
 None 


 FORMCHECKBOX 
 Language barrier 


 FORMCHECKBOX 
 Literacy barrier 

 FORMCHECKBOX 
 Physical or cognitive barriers affecting ability to communicate 

 FORMCHECKBOX 
 Audio or Visual Communication Needs:      
Comments:      
	Advance Care Planning


 FORMCHECKBOX 
 Advance directives


 FORMCHECKBOX 
 Copy requested

 FORMCHECKBOX 
 Copy in chart

 FORMCHECKBOX 
 Information given to pt / family

 FORMCHECKBOX 
 Pt declines / not interested

 FORMCHECKBOX 
 DNR order at facility / community 
 FORMCHECKBOX 
 Court-appointed guardian 

Comments:       

	Social Issues


Current insurance status:      
 FORMCHECKBOX 
 Insurance status is a barrier to positive treatment outcomes

Explain:      
Mode of transportation to dialysis:       

 FORMCHECKBOX 
 Transportation reliable   

 FORMCHECKBOX 
 Needs transportation service referral

Employment status:      
Employment history:      








  
Education status:      

Vocational rehabilitation (VR) status
 FORMCHECKBOX 
 Working with VR agency 

 FORMCHECKBOX 
 Referred to VR

 FORMCHECKBOX 
 Lost to follow-up 

 FORMCHECKBOX 
 Not interested 



 FORMCHECKBOX 
 Not eligible 

 FORMCHECKBOX 
 Retired

 FORMCHECKBOX 
 Dialysis a barrier to positive vocational outcomes

Explain:      
Basic needs referral
 FORMCHECKBOX 
 Income (wages, Social Security, welfare, etc) 

 FORMCHECKBOX 
 Food 




 FORMCHECKBOX 
 Medication 

 FORMCHECKBOX 
 Utilities    

 FORMCHECKBOX 
 Housing/rent 



 FORMCHECKBOX 
 Legal 


 FORMCHECKBOX 
 Immigration 

 FORMCHECKBOX 
 No Problems/Concerns at this time.
 FORMCHECKBOX 
 Other:      
	Mobility Status, Activities of Daily Living / Other Abilities and Needs


Ambulation  
 

 FORMCHECKBOX 
 Independent 



 FORMCHECKBOX 
 w/ Assistance 

 FORMCHECKBOX 
 Walker 



 FORMCHECKBOX 
 Cane  




 FORMCHECKBOX 
 Manual wheelchair 
 FORMCHECKBOX 
 Electric wheelchair

 FORMCHECKBOX 
 Bed-Bound



 FORMCHECKBOX 
 Other:      
Activities of daily living & other abilities (managing finances, Rx mgt, shopping, transportation, etc)

 FORMCHECKBOX 
 Independent



 FORMCHECKBOX 
 Requires total care

 FORMCHECKBOX 
 Assistance required (indicate activities requiring assistance):      
 FORMCHECKBOX 
 Adequate support or services in place (describe):      
 FORMCHECKBOX 
 Referral for support services needed

 FORMCHECKBOX 
 No support services needed

	Living Situation


 FORMCHECKBOX 
 Lives alone



 FORMCHECKBOX 
 Lives with family

 FORMCHECKBOX 
 Lives with others

 FORMCHECKBOX 
 Living environment supportive

 FORMCHECKBOX 
 Living situation is a barrier to positive treatment outcomes (describe):      
Describe living situation:      
	Support System & Spirituality


Relationship status
 FORMCHECKBOX 
 Single




 FORMCHECKBOX 
 Divorced


 FORMCHECKBOX 
 Separated

 FORMCHECKBOX 
 Married




 FORMCHECKBOX 
 Domestic partner

 FORMCHECKBOX 
 Widowed

Family composition (Dependent children, relatives in the home, emergency contacts, etc)

     
Support
 FORMCHECKBOX 
 Adequate per patient / family / caregiver

 FORMCHECKBOX 
 Requests support with      
Coping mechanisms
 FORMCHECKBOX 
 Keeps it to him / herself 

 FORMCHECKBOX 
 Talks to family / friends 
 FORMCHECKBOX 
 Prays

 FORMCHECKBOX 
 Talks with a professional

 FORMCHECKBOX 
 Support group 

 FORMCHECKBOX 
 Resources on the Internet 

 FORMCHECKBOX 
 Other:      
Activities
 FORMCHECKBOX 
 Community / Social events

 FORMCHECKBOX 
 Volunteer work

 FORMCHECKBOX 
 Hobbies / Interests



 FORMCHECKBOX 
 Recreational activities


 FORMCHECKBOX 
 Unable to participate
 FORMCHECKBOX 
 None

Comments:      
Religion and spirituality

 FORMCHECKBOX 
 Place of worship:      
 FORMCHECKBOX 
 Cultural or spiritual practices/restrictions:      
 FORMCHECKBOX 
 None

	Mental Health / Cognitive Status


History




 FORMCHECKBOX 
 Yes



 FORMCHECKBOX 
 No

Diagnosis:      
Treatment:      
Current issues, concerns or mood disturbances
 FORMCHECKBOX 
 A & O X 


     



 FORMTEXT 

     

 Disoriented / Confused
 FORMCHECKBOX 
 Memory problems


 FORMCHECKBOX 
 Developmentally disabled

 FORMCHECKBOX 
 Uncommunicative

 FORMCHECKBOX 
 Psychotic features

 FORMCHECKBOX 
 No concerns


Describe:      
Mood

 FORMCHECKBOX 
 Stable




 FORMCHECKBOX 
 Depressed


 FORMCHECKBOX 
Anxious

 FORMCHECKBOX 
 Angry




 FORMCHECKBOX 
 Other:      
Affect:      
Ability to make decisions regarding daily life
 FORMCHECKBOX 
 Independent



 FORMCHECKBOX 
 Moderately independent
 FORMCHECKBOX 
 Severely impaired

Describe:      
Suicide / Homicide assessment (Evidence or h/o)
 FORMCHECKBOX 
 Suicidal ideation / attempts

 FORMCHECKBOX 
 Homicidal ideation / behavior

Describe:      
Substance / alcohol assessment (Evidence or h/o)

 FORMCHECKBOX 
 Denies history



 FORMCHECKBOX 
 Alcohol dependence / abuse

 FORMCHECKBOX 
 Illegal drug dependence / abuse

 FORMCHECKBOX 
 Tobacco use

 FORMCHECKBOX 
 Prescription medication dependence / abuse

Describe:      
	Rehabilitation Goals


 FORMCHECKBOX 
 Vocational:      
 FORMCHECKBOX 
 Educational:      
 FORMCHECKBOX 
 Personal:      
 FORMCHECKBOX 
 None at this time

	
Dialysis Treatment Options


 FORMCHECKBOX 
 Aware of home dialysis options (home hemodialysis and peritoneal dialysis)

 FORMCHECKBOX 
 Requests more information / education:      
 FORMCHECKBOX 
 Unsuitable home situation:      
 FORMCHECKBOX 
 Not a candidate per MD

 FORMCHECKBOX 
 Satisfied with in-center hemodialysis 

 FORMCHECKBOX 
 Other:      
	



 Transplant Status


 FORMCHECKBOX 
 Aware of how to pursue transplant as treatment option

 FORMCHECKBOX 
 Listed at:         

 FORMCHECKBOX 
 Work up in progress at:      
 FORMCHECKBOX 
 Referred to:      
 FORMCHECKBOX 
 Interested – would like to be referred

 FORMCHECKBOX 
 Not eligible – Insurance

 FORMCHECKBOX 
 Not a candidate per MD

 FORMCHECKBOX 
 Not a candidate per transplant center:      
 FORMCHECKBOX 
 Not interested / undecided:      
Comments:      
	Self-Management and Level of Participation in Care


Knowledge/understanding of illness and treatment needs
 FORMCHECKBOX 
 Not able to understand


 FORMCHECKBOX 
 Limited understanding  

 FORMCHECKBOX 
 Adequate understanding


 FORMCHECKBOX 
 Excellent understanding
 FORMCHECKBOX 
 Pre-dialysis education program
Comments:       

Review these questions as part of Annual Assessment Only
Patient expresses difficulty with
 FORMCHECKBOX 
 Coming to each hemodialysis treatment:      
 FORMCHECKBOX 
 Completing the prescribed hemodialysis treatment time:      
 FORMCHECKBOX 
 Performing every peritoneal dialysis treatment:      
 FORMCHECKBOX 
 Taking medications as prescribed:      
 FORMCHECKBOX 
 Following dietary restrictions:      
 FORMCHECKBOX 
 Following fluid restrictions:      
 FORMCHECKBOX 
 Pt expresses no difficulty with any of the above

Self care
 FORMCHECKBOX 
 Not interested

 FORMCHECKBOX 
 Interested in self care (putting in/taking out own needles, chair/machine set-up, etc.)

Comments:      
	General Narrative Comments: (Including Proposed Plan of Care)


     
___________________________________




 

     








Date:           
Social Worker



___________________________________





     








Date:           

Social Worker






