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Dove Pointe, inc.
Dove Pointe, Residential Services, Inc.
1225 Mount Hermon Rd., PO Box 1610
Salisbury, MD 21802
Ph: 410-341-4472 Fax: 410-341-7137

History and Physical Form
Date:

Physician Name:

Physictan Address:
Physician Phone Number:

TO BE COMPLETED PRIOR TO MEDICAL APPOINTMENT

Name: DOB: Age:
IJﬂnddress:

City/State/Zip: - Phone:
!insurance Carrier: | Insurance #:

HISTORY:

’Previous/Recent Hospitalizations:

IPast Medical History:
|

Allergies:

Current Medications: (May Attach List)
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Applicant Name: ' DOB: Age:

Height: Temperature: ' Urine Dip:
Weight: Pulse:
Gender: Respiration:

Blood Pressure:

‘Clinical Evalyation:

Normal Abnormal Normal  Abnormal

General Arance:_ ' ' Allergic/tmmunologic: '
Head, Mouth, Neck: Cardiovascular: ' |
IEars, Nose, Throat: Endocrine: 5

Thyroid: Gastrointestinal:

Eyes; Integumentary:
Neurological: Musculoskeletal:
Respiratory: Psychiatric:
Lymphatic: Abdomen:

Breasts: Extremities:

Female Reproductive:

Genitalia:

Does individual have any swallowing/dietary concerns?: Y (List) N

Diet: {include consistency/texture, etc. and liquids)

Sl |

Supplements:

Prescribed Medications: ( Medicatin, Doa,Route, Frequncy, Reasn)

PRN Medications: (Medication, Dosage, Route, Frequency, Reason)

{
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Applicant Name: DOB: Age:

Impressions:

Recommendations:

May attend Dove Pointe Day Program 5 days per week (M-F). Y N
LM be transported via Dove Pointe vehicles to and from Program Center, outings, appts, and home. ¥ N

in the event of an emergency, call 911. Individual may be transported via ambulance to PRMC or

nearest available emergency facility. Y N
| May utilize urgent care facility for urgent but non-emergent care, if family cannot be contacted. Y N

Does individual have advanced directives/MOLST? Y N Was this discussed? Y N

Printed Name of Medical Provider:
Signature of Medical Provider:

Date:




