APPENDIX C

IN-PERSON ASSESSMENT INSTRUMENT
(FOR USE AS BOTH INITIAL AND FINAL ASSESSMENT)



Referral Number

Participant Name:
Address:

Phone Number:

Independent Living
and

Mobility Program
In-Person Interview

AssesserPrint your name with credentials and the date that the interview was completed.

Name and credentials:

Date of interview:
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Enter the time the .
interview begins Exact time:
(i.e. 2:53 PM).

am/pm

1. Instructions
Please read this paragraph to the participant before beginning the interview.
My name is , and | will be interviewing you and taking

your height, weight and blood pressure readings as part of the Independent
Living and Mobility Program.

The interview takes approximately one hour. | will be asking questions
about your health and daily activities and will perform a brief home safety
evaluation.

| will be asking you questions on a number of different topics. Some of these
guestions may or may not be applicable to you; but it is important that we
ask all participants the same questions.

If this is the initial in-person assessment add:
The information from this interview will be sent to the home office where a
report will be created that highlights things you can do to improve your
safety and reduce the chance of falling in your home. This report will then
be sent to you. Along with the summary, a Health Promotion and
Independent Living and Mobility Tool kit will be sent to you that contains
1Health and Home Safety Handout,
2Wipe-Off Medication Management Planner,
3Exercise video,
4Exercise Progress Chart,
5Falls Journal in which you can record any falls or near falls that may occur anc
6Pedometer.
Additionally, you will be receiving a quarterly follow-up phone call shortly
after this interview. In the interim, if you have any questions regarding the
Independent Living and Mobility Program, please contact XXXXXXXX at XXX-
XXX-XXXX.

If this is the final in-person assessment add:
This is the final interview that we will be conducting, thank you for
participating in this important national program over the past 2 years.

For all assessments finish the introduction with:
Do you have any questions regarding the interview before we begin?

Please document any questions the participant has.
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2. General Questions
ADo you have any visual deficits? (If “Yes,” explain below)
BDo you have any hearing deficits? (If “Yes,” explain below)

N Date of
Condition Diagnosis Dr. Name Treatment

(month/year)

Current Status

CAre you having any difficulty understanding me? (If “Yes,” explain below) ....[.]Nd.. JYes
Reason for difficulty:
What can be done to compensate for this problem?

A.
compensate as best you can and then ask:
Now can you understand me? (If “No,” terminate intervieuo..[.JYes.......ccooviiiiiiiiiinnns,

Assessor:

3. HospitallEmergency Visits and Surgery
A. Since your recent phone interview have you had any Hospital Admissions, EnNafgiiesy Roc

If Yes, indicate number of times:
Reason for HospitalAdmBis&ion/ _ Type of Surgery &/
Emergency Room visihBnth r) Treatment ecdivagurrent Status

4. Primary Care Physician

A. Do you have a primary care phySiCian? ........cooiiiiiiiiii e [.INd..]Yes
Phone number:

State Street address:

Physician’s name:
City:
Specialty:
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Falls History

ASince your recent phone interview have you had one or more episodes of fainting
to the ground, passing out or have you lost your balance, slipped or tripped over
resulted in falling or dropping to the ground?........................... [..INd..]Yes........

If Yes, How many times did this happen?

Regarding your most recent fall, what time of day did it happéDay[.]JEve........................
Morn/Day |5:01AM-9:00AM]9:01AM-12:00PM2:01PM-4:00PM
Eve/Noc []5:01PM-7:00PM]7:01PM-10:00AM:01AM-5:00AM

Did you get hurt or injure yourself?.........cccooiiiiiiiinen, LINo.[.JYeS. oo,

Did you require Medical Attention? ........ccccoiviiiiiiiiiii, LINO.LJYes. .o,
[ ] Emergency Roghhogsittal Admigsbmoctor Visit

What were you doing when you fell?

Were you at home when you fell? ..., [INa.[LJYes. o,
If Yes, WhegBsithroom[ |Kitchen [ |[Entryway
[ ]Stairs [ ]Other:

If No, Whiet&Rore/Busin#rking Lot/Stfelelative/Friend House
[ ]Dr. Office [ ]Walkway/Pathwd9ther
What was the cause of|[yoppé&all’Slipped |Dizzinesk |Seizure
[ JLoss of BalancéFainted/Blacked d@ther:
Were any of the following conditions present when you fell? (read all)
Ground conditions

Wet Ground ................ [..INo[.JYes........
Icy/snowy Ground ....... [.JNa[.]¥es.......
Uneven Ground............ [.INo[..]Yes........

Stepping up onto/down[fiNoi dYEarb ..
Climbing up/going dowp Btajrgyes........
Object in walkway/path..INo[..[Yes.......

Behaviors For each Yes, answer addRdiitibgae&mstion
Wearing shoes that did hdiNbf pfegtaise.you changed this belaioriyYes............
Wearing clothes that did NNbfitastmntyyou changed this belgMoriYes............
Not using necessary vis(igNa{diEsstage. you changed this beaMofriYes............
Not using necessary equigNeénYyesHave.you changed this beadoriYes............
(cane, walker, shower $€alp[gPéesbars)

BHave you been anxious or worried or afraid you might fall?...............] [..INd..]Yes........
CDo you ever limit your activities, for example, what you do or where you go beca
Al NG [.JNd..]¥es.......

If Yes, Which activities and why?

How oftep?All of the finfs%®me of the finRarely [ ]Doesn’t know
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6. Maedications

APlease tell me the names and dosages of all the medications you currently take i
medications, eye drops and inhalers. (Assessor - Please obtain details for all medica

If NO, Why Not?
. I PR Do you 1dlee Experngive.
Medication Narn@osagérequenrr;dmate_hoﬂeason for talﬂF@cribe { (%)ndt ngted thke"m",
often used your doc:m c3)/utoonf R)v(vor ,
Forgets, Other:
1 [ JYe$ |No
’ [ [Ye$ INo
3 [ IYe$ INo
4 [ 1Ye$ INo
5 [ [Ye$ INo
6 [ [Ye$ INo
7 [ [Ye$ |No
8 [ [Ye$ |No
9 [ [Ye$ INo
10 [ IYe$ INo
11 [ IYes$ INO
12 [ IYes INo
13 [ IYe$ INp
14 [ IYe$ INO
15 [ IYe$ INp
16 [ [Ye$ |No
17 [ [Ye$ INo
18 [ Ye$ INO
19 [ [Ye$ |No
20 [ [Ye$ INo
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7. Maedical Conditions and Symptoms

ADo you have a history of any of the following conditions? (if any answer is “Yes,” ex
Irregular Heart Beat/A-fib/Arfhtidmes ... Sciatica, Back pain or swelliniNgd..|Yes............

High Blood Pressure ............ [..INd..]Yes....Foat.Disorders................... [.INd.]Yes...........
Low Blood Pressure ............. [..INd..]¥Yes....Ankle, Knee or Hip replacemént.|Yes...........
Congestive Heart Failure .....[..INd..]Yes....Ankle, Knee or Hip pain, swellijy [fesdness.
Heart Attack ........ccccvvvenneee. [..INd..]Yes....Amputation of Leg, Foot or[TdKd..]Yes............
Any other heart problem(s)..[..]Nd..]¥es....Cancer, Leukemia, Lymphdmald..[Yes............
Vitamin B12 Deficiency or AfelNi@ |Yes....Diabetes...............cccee [LINd ]Yes...........
Other blood disorder?........... [.INd.]Yes...Numbness (where?)......... [.INd.]Yes........
Circulatory Problems ........... [..INd..]Yes....Weakness (where?) ......... [..INd..IYes........
Stroke, TIA or “Mini-Stroke” [.IJNd..JYes...Fatigue ..........cccccvvvvvrnnnnnnnd [.INd.]Yes...........
Paralysis (where?) ............. [..]Nd..]Yes....Tremors (where?) ............ [.INd..]Yes........
Peripheral Neuropathy ........ [.JNd..]Yes.... Seizures, convulsions (daté dfdadtds.......

Multiple Sclerosis................. [..JNd..]Yes ... Neurological Problems ......

Parkinson’s Disease ............ [..INd..]Yes ... Unsteadiness/Imbalance ...[..]Nd..]Yes............
Alzheimer’s Disease/DementfialNg..]Yes....Psychiatric Disorders ........ [.INd.]Yes...........
Shortness of breath/Difficulty BNdatlVieg....Depression ...........ccceveeeeee.. [.INd.]Yes............
Asthma, Emphysema, COPD] QNiNMeSOUBMXIELY ....ovvvvvvvviiiiiiiiinnnne, [.INd.]Yes...........

Arthritis (Type? Location?)[..]N¢..]Yes....Alcoholism/Drug Addiction [..]Nd..]Yes............
Osteoporosis [..INd..]Yes.... Dizziness/Vertigo

Bone Fractures (where? whyR)..]Yes....

B If any condition
is answered “Yes,” gather details in the

Condition

Date o
Dlag nos
F'Sympt

Date of |
jis/ recent
ofiymptag

rid below
miss€ondiimAondijtion
treated Iﬁpatrolled/
m doctor? Stable?

Treatment

[ ]No[_]JYes

[ INd _JYes

[ INd ]Yes

[ INd ]Yes

[ INo[_]Yes

[ INd_]Ye

n

[ INo[_]Yes

n

[ INd_]Ye

[ INo[_]Yes

[ INd_JYes

[ INd JYes

[ INd_JYe

n

[ INo[_]Yes

n

[ INd_]Ye

[ ]No[_]JYes

[ INd_JYes
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[ INd ]Yes

[ INd_JYe

n
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8.

Physical Measurements

Some falls occur when people stand up from a lying position because their blood pr
would like to take your blood pressure from two positions - one when you are lying
stand up from a lying position. Please lie down on a couch for the first blood pressi

A. Supine BP: /| ExactTime: __ :  (wait no more than 1 minute before taking s

& Heart rate:. What does your blood pressure usually rdntJnknowh or
Now please stand up and | will take your blood pressure and pulse again.

B. Standing BP: Exact Time: _
& Heart rate:

C. Height: __ ft.  Have you had any loss of height? ........................ [.INo..[.JYes............

How much? Reason:
D. Weight: Ibs.

Activities of Daily Living & Physical Performance Measurements

The next questions anrcerntt gbility to perform daily activities. | will first ask if you h
difficulty oin%the activity, then If you receive any assistance or use any equipmen
demonstrate the motions that are required to complete the activities. | will also be
evaluation in your kitchen, bedroom, the bathroom that you use most often and the
most of youritimsear: As you view each room, look to see that flooring is securely attached (including

area rugs), walkways are well lit and clear of obstructions, thresholds are only ¥z inch high, furniture is sturd
and note any nightlights that are used regularly.

B. Transferring:
1Do have difficulty when transferring in or out of a bed or chair without as$ighahd¥dsom a

1. If Yes,Describe
why completion of this activity is difficult for you:
2.
3.
4.
2Does anyone help you transfer in and out of a bed or chair?...................... [.INd..]Yes........
3Do you use equipment when transferring from a bed or chair? ................. [LINd.]JYes.......
5 If Yes identify

t)'/pe:Dhoyer lift[Jchair lift [ Jwalker [ Jcane [ Jother
4 Please stand up then sit back down for me.

6. If Yes, choose one and ekgDifficulty ndENot. cdmpleted
safety issue
7.

8.
0.
10.
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5.Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ J[Hands-on assistance from another person required - physical assist
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C. Mobility Outside:
1Do have difficulty when walking outside your home (within walking distance) including n
ramps, sidewalks, uneven ground etc...) without assistance from another[pitgoties........
11. If Yes, Describe

why completion of this activity is difficult for you:

12.
13.
14.

2Does anyone help you when you walk outside your home?........................ [LINd..]Yes.......
3Do you require equipment when walking outside your home? .................. [.INd..]Yes........
If yes, identify tybeé:scooter[ Jwheelchairl Jwalker [ Jcane [Jother

4 Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ l[Hands-on assistance from another person required - physical assist

D. Chair stands

1.Baseline Chair Stand
These next exercises measure the strength in your legs. Please sit in a chair that is at
Do you think it would be safe for you to try to stand up from a chair witHolNdugifes your
If Ye$xemonstrate chair stand for participant as you explain and record results below
First fold your arms across your chest and sit so that your feet are on the floor, ther
keeping your arms folded across your chest.

[ |Gets up easily on first try............... (cantinue.with.#2.below).
[ |Gets up on first try but has difficultycantinue.with.#2.below).

[ JRequires more than one attempt ...(continue.with.#2. below,)...

[ ]Can rise but not without using armgskip.to.next.page)...........

[ ]Cannot rise without assistance fronfsimtberpepsoe). ..........

[ JRefused to participate .................... (indicate.reason.and.skip.to next page)
[_|Fear of fallingPhysically ungi®gher:

If NoRecord reason and skip to next page
[ ]Cannot rise without assistance from{simtberepepsoe). ..........

[ JRefused to participate ...........ccev.ee. (indicate.reason.and.skip.to next page)
[_|Fear of fallingPhysically unai®&her:

2.Timed Chair Stands (do not complete if participant indicates it is unsafe to stand without using ¢

C. Assessor: use a STOP
WATCH or WATCH WITH A SECOND HAND for this section.

OK, now | am going to ask you to stand up a few more times. Please keep your arm
and stand up straight as many times as you can until | tell you to stop. After stanc
and then stand up again. Keep your arms folded across your chest. | will be timin
are you ready?ASdessd/Start timangiCount out loud how manketimes
participant rises from the chair during the 30 seconds. Record results below. Stop
timing if there is a safety concern.
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[ ITimed for 30 seconds - Indicate the number of times participant stoohdfirostacisir d
[ ITime stopped due to safety comcmmdsat:Number of chair stands duringhdiastimes
[ ITime stopped due to participant’s inability to complete any chair stands with arms
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E. Mobility Inside & timed get up and go:
1Do you have difficulty when walking from one room to another inside your home without

011 Y 1 PP [.INd..JYes..........
15. If Yes,Describe
why completion of this activity is difficult for you:

16.

17.
2Does anyone help you walk from one room to another inside your home? [L]JNd..]Yes........
3Do you require equipment when performing this activity? ........................ [L.INd..]Yes........

If yes, identify typeéstair lift [ Jwheelchaif Jwalker [ Jcane [ Jother

4Do you think it would be safe for you to stand up from a chair walk 8 feet[ajNjbi@Esthen
If YesUse

Measuring Tape to measure out 8 feet. Stand 8 feet from participant and say:
OK, I am going to time how long it takes y@i feesteom wheneadkrtizipent is
seatedurn around, walk back and sit down on that seat again. Are you ready?
OK, @START TIMING and Describe below)
Time taken for participant to rise from chair, walk 8 feet, turn, walk back and sit
Postueg. : erect, kyphotic)
Balan@ey. : steady, imbalanced)
Pace&.g. : fast, medium, slow)
Stride leteggh: short, medium, long)
Step helight: shuffle, exaggerated, natural)
Gaite.g. : smooth, choppy , stiff)
Arm movdaentpbendulum swing, stiff, bent elbows)
Ability to(eugmatural, small steps, unbalanced)
Physical Abnormalities/Deformities/Equipment:
If No, Why would it_not be safe?

Assessor: Did the participant have any difficulty completing this task?............. [.INa[.]Yes.........
18. If Yes, choose one and ekgDifficulty ndtédot completec

safety issue
19.

20.
21.

5.Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ |[Hands-on assistance from another person required - physical assist
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F. Four-test balance scale

E. DO NOT DO this test if participant cannot stand without the assistance of
person/assistive device or if s/he feels it is unsafe. Use a STOP WATCH or a WATCH WITH +
SECOND HAND for this section. No practices are allowed for these exercises and they should be
carried out in bare feet or stocking feet. You may help the person in to each position, but the per
must hold the position unaided. Each position must be held for 10 seconds before progres
the next position.

F. Stop timing if: (1) the person moves
their feet from the proper position,

G. (2) you provide contact
to prevent a fall or

H (3) the person touches

the wall or other support with their hand.

'Many falls are caused by imbalance, so next | will check your balance. For this exercise,
your shoes. | will ask you to stand in 4 different positions for about 10 seconds each.

1Feet Together Stand 1. Feet together
First | would like you to try to stand with your feet together, siqg stand out 10
(show picture)ou mayé use your arms, bend your knees or move intain \
balance, but try not to move your feet. Try to hold this positio

b stop.
OK, St#éfime for 10 secon@, St®ecord result below)
[ |Held position successfully for 10 seconds
[ |Held position successfully, but not for 10 seconds
[JUnable to hold position/did not do (indicate reason and skip to

[|Fear of fal[inBhysically uh3dblgher:

2Semi-tandem stand
Next, | want you to try to stand with the side of the heel of one faat touchina the big te
foot for about 1GkeeqidsireYou may put either foot in front, wl 2. Semi-tandem
comfortable for you. You may use your arms, bend your kneeg stand bdy to r

balance, but try not to move your feet. Try to hold this positio o stop.
OK, Sté&fime for 10 secon@, Stt®ecord result below)

[ |Held position successfully for 10 seconds

[ |Held position successfully, but not for 10 seconds

[JUnable to hold position/did not do (indicate reason and skip to
[|Fear of fal[inBhysically uhadblgher:
3Tandem stand

Now, | want you to try to stand with the heel of one foot in front of and touching the to
foot for about 1Gkeeqidsire¥ou may put either foot in front, wl 3. Tandem stand

comfortable for you. You may use your arms, bend your kneeg pdy to n
balance, but try not to move your feet. Try to hold this positio o stop.

OK, St@ftme for 10 secon@¥, St®ecord result below)

[ |Held position successfully for 10 seconds
[ |Held position successfully, but not for 10 seconds
[JUnable to hold position/did not do (indicate reason and skip to

[|Fear of fal[inBhysically uhadblgher:

40ne leg stand
Now, | want gou to try to stand on one foot (only if you feel it issarery, Tarsmmgthe othe
ground for about B@megictdse) ou may use whichever foot is more comfortable for
¥ou. You may use your arms, bend your knees or move your i 4. one leg stand | YOUr ba
o put the other foot down. Try to hold this position until'| tell
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OK, Stdéfime for 10 secon@, St®ecord result below)

[ JHeld position successfully for 10 seconds
[ |Held position successfully, but not for 10 seconds
[ JUnable to hold position/did not do (indicate reason and skip to next page)

[ |Fear of fallinBhysically uhaBeher:
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G. Eating (Note: Eating does not include meal preparation, cooking, cutting food, pouring liquids or buttering bread):
1Do you have difficulty eating without assistance from another person?.....[.JNd.]Yes.......

22. If Yes, Describe
why completion of this activity is difficult for you:
23.
24.
25.
2Does anyone help YOoU @at?. ... e [.INd..lYes........
3Do you require equipment when eating? ......cocoviiiiiiiiiiin [.JNd.JYes.......
26. If Yes identify

type:[_|Feeding tubé _]TPN [ lother:
4 Please demonstrate how you grasp a cupsegéhéfifoakispéoomspawaiable)

27. If Yes, choose
one and expla[niDifficulty npti&ibt completed, safety issue
28.

29.

5.Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ l[Hands-on assistance from another person required - physical assist

H. Kitchen safety evaluation

Let’s go into the kitchen and | will evaluate the lighting, counter height and flooring.
1/s lighting adequate (light bulbs greater than 60 watts) in.this.raom?.................... [LIJNd.JYes.........
If No: Explain:

2 Are counters and shelves at an appropriate height such that items can be .easily. rdadNed?Yes
If No: Explain:
Is a sturdy, non-skid step stool used to reach items outside partiCipots |Megh?

|. Stairway Safety Evaluation _
Next | would like to see any stairs that you use.

1 Are the stairs used to enter/exit well lit with sturdy railings an .both.sidesgdNong]Nd ]Yes
If No: Explain:
2 Are the stairs inside the home well lit with sturdy railings on.hoth. sides?..]None.]JNd_]Yes
If No: Explain:

J. Bedroom safety evaluation

Next | will ask you about dressing, let’s go into the bedroom and | will evaluate the lightin
safety, flooring and pathway to the bathroom.

1/s the mattress firm and sag resistant and at a height that enables.easy. transfers?[.]Nd..]Yes
If No: Explain:

21s there a clear path from where participant sleeps to the bathroom for easy navigbt|brdin|Yis dark?
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If No: Explain:

If No: Explain:
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K. Dressing:
1Do you have difficulty when dressing/undressing including getting your clothes from clos
taking them off and doing buttons, hooks and zippers without assistance friva ajiYekher p
30. If Yes, Describe

why completion of this activity is difficult for the participant:

31.
32.
33.

2Does anyone help you dress or UNdress? ....v.iviiiiiiiiiiiieiei e [.INd..]Yes........
3Do you require equipment when dressing or undressing? ........cccocevevenennns [.INd..]Yes........
34. If Yes identify

type:
4 Please show me the movements you use to get your clothes, put on a shirt, pants/skirt g
Assessor: Did the participant have any difficulty completing.this.task?.............. [.JNd.JYes......
35. If Yes, choose one and ekglifficulty ndtédot completed

safety issue
36.

37.
38.

5.Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ l[Hands-on assistance from another person required - physical assist

L. Bathroom safety evaluation:

Next | will ask you about bathing and toiIetin_P, let’s go into the bathroom and | will evalua
and the flooring in the bathing area and toilet are as well as check if there are any grab

1/s lighting adequate (light bulbs greater than 60 watts) in the tub, toilet and.showdr.iNehgY es
If No: Explain:

2 Are grab bars securely fastened for use while bathing in the bathing .area?..[.]None.]Nd ]JYes
If No: Explain:

3Are grab bars/toilet safety frame securely fastened for use with getting.an. andNofieide? |Yes
If No: Explain:

If No: Explain:
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5 Are nightlights used so the bathroom is visible.at.night2............cccccvevviiiiiiiiinnnns [INd.]Yes..........
If No: Explain:
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Mar_lP/ falls that occur in the home occur in the bathroom while people are transferring on
toilet and getting in and out of the shower or tub. Since these two actions are the most
of fall, | am going to ask you to demonstrate how you do these activities for me.

. Bathing:
A. How do you usya|§pdagheath [ [Whirlpool/Tub [ |ShoweTuim [ |Shower in
Stall/Walk-in Shower
1Do you have difficulty when bathing including getting to and from and in and out of the |
drying all parts of your body without assistance from another person?...[..]INd..lYes..........
: If Yes, Describe

why completion of this activity is difficult for you:

40.
41.
42.
2Does anyone help you bathe?........ociiiiiii [.INd.JYes..........
3Do you require equipment when bathing? ... [.INd..]Yes..........
43. If Yes identify

typel Jbath bench/s¢athand held showelgrab bars_lother

4 Please show me how you get in and out of your bathing area and show me how you can
Assessor: Did the participant have any difficulty completing.this.task?............... [.JNd.]JYes......
44, If Yes, choose
one and expla[niDifficulty nptidibt completed, safety issue

45,

46.

5Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ IStand-by assistance from another person required - within arm’s reach for safety
[ l[Hands-on assistance from another person required - physical assist

. TOILETING:
1Do you have difficulty when toileting including getting to and from and on and off the toi
elimination and adjusting your clothing without assistance from another p&igojYas..........
47. If Yes, Describe

why completion of this activity is difficult for the participant:

48.
49,
50.
2Does anyone help you toilet at all?.......coooviiiiiiii [..INd..]Yes..........
3Do you require equipment when performing this activity? ...................... [.INd.]Yes..........
51. If Yes identify
type:_lbedpan lurinal [ Jcommode Jraised toilet seat
52.
[Iwalker [ Jcane [JwheelchairJtoilet safety framéother
4 Please show me how you get on and off of your toilet.
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53. If Yes, choose
one and expla[n]Difficulty nptidibt completed, safety issue
54,

55.

5.Based on the information above and using your clinical judgment, choose the level of assistance
another person most often required for the insured to complete this activity: (Choose only one,

[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ JHands-on assistance from another person required - physical assist
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O. BLADDER CONTINENCE:

1Do you ever experience any loss of bladder control? ...........ccooeiiiinnennnn [.INd.JYes..........
2Do you use a urostomy or a catheter? ... [..INd..][Yes..........
B e —— .
f No to both questions, skip to Bowel Continence question.
D e l.

f Yes to either question:
* Do have difficulty when washing yourself, disposing of soiled items, changing or adju:
clothing or caring for the medical device without assistance fMdmYarsother person? ....

58. If Yes,Describe why comp
of this activity is difficult you:
59.
60.
61.
* Does anyone help you when you are incontinent? ............. LIND.JYes. ..o
* Do you require equipment when because of your bladder inhdNatifvesce?.....................
62. If Yes identify

type:[ lpads [briefs [ Jurostomy[ lcatheter[ lother

* Based on the information above and using your clinical judgment, choose the level of assistance f
another person most often required for the insured to complete this activity: (Choose only one)
[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ l]Hands-on assistance from another person required - physical assist

P. BOWEL CONTINENCE:

1Do you ever experience any loss of bowel control?............ccoooiviiiiinnnnn. [.INd..]Yes..........
2Do you use a colostomy or ileostomMy?.....coviiiiiiiii [LINd.]JYes..........
(1 J PSPPSR UPTUUPPUTUUPIR l.
f No to both questions, skip to next page.
SO PPPOPPR |

f “Yes” to either quedbiorhave difficulty when washing yourself, disposing of soiled items,
adjusting your clothing or caring for the medical device without assistafite [friiesanothe

65. If Yes, Describe
why completion of this activity is difficult you:
66.
67.
68.
* Does anyone help you when you are incontinent? ............. LING.IYeS. .o
* Do you require equipment when because of your bladder ihdNatifvesce?.....................
69. If Yes identify

type:[_lpads [lbriefs [ lcolostomy{ lileostomy[ lother

* Based on the information above and using your clinical judgment, choose the level of assistance f
another person most often required for the insured to complete this activity: (Choose only one)
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[ INo physical assistance from another person required
[ |Stand-by assistance from another person required - within arm’s reach for safety
[ lHands-on assistance from another person required - physical assist
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10. Current Care

QDo you receive personal care or assistance from any paid caregivers (includingNMepiesre se
J. Assessor: Below
please document any and all paid services provided to the participant.

: : rvice ProvViidredjuency per WeekPaoieédiedriour url
S(eerg.cF?NPrgrﬁéé_g_ skilled care, ADLspe¥ Bay (e.qg., Long term, 9Dafel&%te/

supervision, efe)g., 2-3 hrs /'day 7 degekswB)6)w aelé rVicemonthl fee

~

—

K.
RDo you receive personal care or assistance from any unpaid caregivers (inclgdhhd) fdasly me
L. Assessor: Below

please document any and all services provided to the participant.

Unpaid Caregiver I$amvéce ProvigeFquency per YWéekjaoted Dura3t'$§é‘§£ate of

and relationship(check all that ppp}) g?gshrps%a?,a d%&éslﬁmr;v%girsm' ance

[ |Bathing

[ |Dressing

[ ]Transfers
[|Eating
[Toileting

[ ]Continence

[ ]IADLs

Does this perso &%ﬂ?ﬁ‘@f;ﬂs"'p
with the particigamtd Administration
[ INo[]Yes [_]Other

[1Bathing
[IDressing

[ ]Transfers
[]Eating
[IToileting
[]Continence
[ ]IADLs

. Companionship
Does this perso ervision

with the particig@Ed administration
[ INo[_JYes [_]other
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[1Bathing

[ |Dressing
[Transfers
[]Eating
[IToileting

[ ]Continence

[ ]IADLs

Does this perso panionship
with the particigatd, >0

Administration

[INo[JYes [lOther
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11. Summary of Home Safety Evaluation

M. Assessor: Take one last walk
through any rooms that you viewed and answer the following questions about the areas where t
participant spends most of his/her time. Please supply details for each “No” answer.

1/s flooring non-skid and firmly attached.to. flOOr2........cuveeiiirieiiiiieieieiereeenes [..INd..]Yes..........
If No: in which roomisiBathroom [ ]Bedroom [_]Kitchen [ ]Other:
Explain:

If No: in which roonisiBathroom [_|Bedroom [_]Kitchen []Other:
Explain:

3Are thresholds at a height no greater than X2.i0Ch2..........ccovviviiiiiiriiiierinennn, [..INd..]Yes..........
If No: in which roomislBathroom [_]Bedroom [_]Kitchen [_]Other:
Explain:

4 Are scatter rugs (throw rugs) securely fastened .to.the floor?................... [.IJNone]Nd..]Yes
If No: in which roonmpstiBathroom [_|Bedroom [_|Kitchen [ ]Other:
Explain:

If No: in which roonpsiBathroom [_|Bedroom [_]Kitchen []Other:
Explain:

6 Are seats and chairs safe for transfers with sturdy footing and secure.armrests?[..]Nd..]Y.es.
If No: in which roonhsiBathroom [_]Bedroom [_]Kitchen [ _|Other:
Explain:

7 Are counters/furniture secure enough to provide support if leaned upon for matjlitNds3iéesnce?
If No: in which roonhsiBathroom [_|Bedroom [_]Kitchen []Other:
Explain:

8 Other than was noted in the previous few pages, did the participant’s home appeal idlbe Wazsrd-free
If No: Explain other safety hazards noted:

Enter the time the -
interview ends Exact time:
(i.,e. 2:53 PM).

12. Wrap up ; am/pm

If this is the initial in-person assessment end with:

Thank you for your participation in the Independent Living and Mobility Prevention Program

will be sent to you along with recommendations of how to maintain your independence ove

safer. Also we will be sending the Health Promotion and Fall Prevention Tool kit mentioned
interview. Additionally, a clinician will be calling you every 3 months or so to gather inform
Progress Chart and Falls Journal which are part of the Tool kit. As part of the program, you
our Exercise Progress Chart an on a weekly basis and in the Falls Journal every time you e
all of some kind. Thank you again for your participation!
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If this is the Final in-person assessment end with:
Thank ?/ou for your participation in the Independent Living and Mobility Program. This ends
we really appreciate the time you have invested in this important national program.
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13.

Clinical Summary

N. Assessor: Complete
the Clinical Summary after you have left the Participant’s home. Please be sure to
provide an answer for each question

A. Was there any indication that the participant is unsafe to be left alone?...[..]Nd..]Yes.......
If Yes, explain

B. Was there any indication that the participant is not taking reasonable care of his/her hor
cleanliness, neatness and MIiNIMIzZiNG CIULLEI? .....ocovvvvveevieiiieee e, [.INd.]Yes......

If Yes, explain

C. Was there any indication that the participant is not taking reasonable care of themselve
hygiene, and groomMiNg? .....ccc.eeeeeiiiuiieee e e e e e e e eraae e e [.INd..]Yes........

If Yes, explain

D. Was anyone other than the participant present during any part of the intdniNdviYes......
Who:
Relationship to participant:

E. Did anyone other than the participant answer any of the interview questi¢nB®.. Yes.......
If Yes, explain

F. Does the participant appear to be in immediate danger due to an unsafe hdhe &esonn
If Yes, explain

G. Did you observe any non-reported safety issues (including skin breakdowh,|Nduifeesmal
If Yes, explain

H. Are there any other concerns or comments that you feel should be docunfeliéd¥esxplz
If Yes, explain
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14. Field Based Observations

0. Please use the
information you gathered during the interview to identify unmet needs that should be
addressed in the summary that will be sent to the participant.

1Do you feel the insured has the appropriate equipment in his/her home? [.]Yed.]No..........

P. Check all
equipment/safety devices that the insured does not have, but would benefit from, to
remain safely in his/ her present location: For each piece of equipment noted, indicate
why it is needed below:

[ ] Straight Cane [ | Hospital Bed [ ] Commode
[ ] Multi-pronged CdngTub rail (tub) [ ] Raised Toilet Seat
[] Walker [] Bath/shower Stool  [JToilet Safety Frame

[ ] Wheelchair [ ] Shower bench with badkMedical Alert System
[ ] Electric Scooter [ JHand Held Shower [ ] Stair Lift
[ ] Electric Recliner [ ] Grab Bars in shower/fupOther:

Type of Equipment Reason recommended

2Do you feel the insured has the appropriate level, intensity and duration ¢fl¥edvits? ......
Q. If No, complete
the table below. In the table below, check the type of care you would recommend for
this insured and provide information on frequency and duration.
Recommended Service Recommended FreqBenoymmended Duration
Home Health Aide/Personal Care Atsédahant  d/wk

Homemaker/Companion hrs/day d/wk
Physical/Occupational/Speech Thénapgay d/wk
Skilled Nurse hrs/day d/wk
Medical Social Worker hrs/day d/wk

Meals on Wheels/Nutritional Servitesals/wk
Pharmaceutical Care
Transportation
Other

Other

y are these services being recommended?

W

>

! Minimum requirement: 3 inches between toilet and sink/tub and no shelves above toilet with legs going to floc
> Due to liability, typically Hand Held Showers will not be installed by the Medical Equipment Vendors
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Assessor signature: Date of interview:

~ PLEASE FAX IMMEDIATELY TO ----=-=n==ssnun-- WHEN COMPLETED! THANK YOU ~
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