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RESIDENT'S NAME  (Last, First, Middle )
SOCIAL SECURITY NUMBER
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Eligibility Determination
Federal law also requires SVH's to notify or provide assistance to the Veteran in submitting or renewing their Application for Health Care benefits (Form 1010-EZ). Form 1010-EZ/EZR will include the Veteran's eligibility-related information such as military service and medical history  - Veterans are eligible for nursing home care if they meet one or several service and medical history conditions and a referral from a VA clinical provider for a nursing home. 
VA's State Home program provides an economical alternative to constructing, maintaining and operating VA facilities for the provision of quality care to eligible Veterans. Under this program, the VA Medical Centers (VAMCs) reimburses State Veteran Homes (SVHs) to defray the cost of providing veterans care. These SVHs provide quality care for eligible veterans in three different levels: Nursing Home Care (NHC), Domiciliary Care, and Adult Day Health Care (ADHC). 
This form 1010-SH provides the SVHs an Online Application for State Home Care on behalf of the Veteran seeking for care. 
 
Paperwork Reduction Act and Privacy Act Notice
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number.  We anticipate that the time expended by all individuals who must complete this form will average 30 minutes.  This includes the time it will take to read instructions, gather the necessary facts and fill out the form. The information requested on this form is solicited under the authority of Title 38, U.S.C., Sections 1741, 1742 and 1743.  It is being collected to enable us to determine your eligibility for medical benefits in the State Home Program and will be used for that purpose.  The income and eligibility you supply may be verified through a computer matching program at any time and information may be disclosed outside the VA as permitted by law; possible disclosures include those described in the "routine uses" identified in the VA system of records 24VA136,  Patient Medical Record-VA, published in the Federal Register in accordance with the Privacy Act of 1974.  Disclosure is voluntary; however, the information is required in order for us to determine your eligibility for the medical benefit for which you have applied.  Failure to furnish the information will have no adverse affect on any other benefits to which you may be entitled.  Disclosure of Social Security number(s) of those for whom benefits are claimed is requested under the authority of Title 38, U.S.C., and is voluntary.  Social Security numbers will be used in the administration of veterans benefits, in the identification of veterans or persons claiming or receiving VA benefits and their records and may be used for other purposes where authorized by Title 38, U.S.C., and the Privacy Act of 1974 (5 U.S.C. 552a) or where required by other statute.
* Required fields
* STATE HOME FACILITY
* DATE  ADMITTED 
* RESIDENT'S NAME
 * Last:
 * First:
Middle:
* SOCIAL SECURITY NUMBER
* GENDER 
* DATE OF BIRTH 
* AGE
* RESIDENTS STREET ADDRESS 
For locations outside the U.S., enter City,Country in City box, i.e. "Paris,France", and select Foreign Country for State
* Street: 
* City: 
* State:  
* Zip Code:  
(Zip Code+4)
* ADVANCED MEDICAL DIRECTIVE
* HAS THE VETERAN PROVIDED FINANCIAL DISCLOSURE FOR PURPOSES OF DETERMINING ELIGIBILITY FOR DOMICILIARY PER DIEM PAYMENTS?
10-10EZ or 10-10EZR IS REQUIRED TO BE SUBMITTED EITHER IN PAPER FORM OR ELECTRONICALLY WITH THE 10-10SH
* Required fields
* HISTORY
* HEIGHT
* WEIGHT
* TEMP
* PULSE
* BP
* HEAD / EYES / EAR / NOSE / THROAT
* NECK
* CARDIOPULMONARY
* ABDOMEN
* GENITOURINARY
* RECTAL
* EXTREMITIES
* NEUROLOGICAL
* ALLERGY/DRUG SENSITIVITY
Allergy/Drug Sensitivity:
* Required fields
* CHEST X-RAY
RESULTS
DATE
* CBC
DATE
RESULTS
* SEROLOGY
* URINALYSIS
DATE
ALBUMIN (mg/dL)
SUGAR (g/dL)
ACETONE (mmol/L)
* Required fields
* IS DEMENTIA THE PRIMARY DIAGNOSIS?
* IS THERE A DIAGNOSIS OF MENTAL ILLNESS?
* HAS RESIDENT RECEIVED MENTAL HEALTH SERVICES WITHIN THE PAST 2 YEARS?
* IS CLIENT A DANGER TO SELF OR OTHERS?
* IS THERE ANY PRESSING EVIDENCE OF MENTAL ILLNESS SUCH AS (Check all that apply)
* Required fields
* OXYGEN if mask or canula, prn /continuous is required
* MISCELLANEOUS
* FOLEY CATHETER
* Required fields
* REFERRING PHYSICIAN
* PRIMARY DIAGNOSIS
SECONDARY DIAGNOSIS
TERTIARY DIAGNOSIS
* TYPE OF CARE RECOMMENDED
* MEDICATION AND TREATMENT ORDERS ON ADMISSION
* NAME OF PRIMARY PHYSICIAN ASSIGNED
* SIGNATURE OF PRIMARY PHYSICIAN ASSIGNED
DATE SIGNED
* Required fields
EVALUATION PART 1  (Select an appropriate number in each category)
* COMMUNICATION:
* SPEECH:
* HEARING:
* SIGHT:
* TRANSFER:
* AMBULATION:
* ENDURANCE:
* MENTAL AND BEHAVIOR STATUS:
* TOILETING:
* BATHING:
* Required fields
EVALUATION PART 2  (Select an appropriate number in each category)
* DRESSING:
* FEEDING:
* BLADDER CONTROL:
* BOWEL CONTROL:
* SKIN CONDITION:
* NUMBER:
* STAGE:
* WHEELCHAIR USE:
* SIGNATURE OF REGISTERED NURSE OR REFERRING PHYSICIAN
DATE SIGNED
* Required fields
* PHYSICAL THERAPY (To be completed by Physical Therapist or Referring Physician)
* SENSATION IMPAIRED
* RESTRICT ACTIVITY
* PRECAUTIONS
(Specify)
* FREQUENCY OF TREATMENT
* TREATMENT GOALS
* ADDITIONAL THERAPIES
* SIGNATURE AND TITLE OF THERAPIST OR REFERRING PHYSICIAN
DATE SIGNED
* Required fields
SOCIAL WORK ASSESSMENT (To be completed by Social Worker)
* PRIOR LIVING ARRANGEMENTS
* LONG RANGE PLAN
* ADJUSTMENT TO ILLNESS OR DISABILITY
* SIGNATURE OF SOCIAL WORKER
DATE SIGNED
* Required fields
* DATE ADMITTED TO SVH
* DATE RECEIVED BY VA
* THIS SVH IS A VA-RECOGNIZED HOME ESTABLISHED BY THE STATE TO PROVIDE THE FOLLOWING LEVEL OF CARE?
GENERAL CRITERIA
* DID APPLICANT SERVE IN THE ACTIVE MILITARY, NAVAL, OR AIR SERVICE ON ACTIVE DUTY FOR PURPOSES OTHER THAN “ACTIVE DUTY FOR TRAINING”?
IDENTIFY TYPE OF DISCHARGE VETERAN RECEIVED FROM THE MILITARY
* HONORABLE DISCHARGE
* GENERAL DISCHARGE UNDER HONORABLE CONDITIONS
* VETERAN HAS AGREED TO SIGN 10-10EZ OR 10-10EZR?
* 10-10EZ OR 10-10EZR HAS BEEN RECEIVED WITH 10-10SH?
* HAS THE VETERAN PROVIDED FINANCIAL DISCLOSURE FOR PURPOSES OF DETERMINING ELIGIBILITY FOR DOMICILIARY PER DIEM PAYMENTS?
* MEETS GENERAL ELIGIBILITY REQUIREMENTS FOR PER DIEM PAYMENT?
* Required fields
NURSING HOME CARE ELIGIBILITY
* DOES VETERAN MEET ONE OF THE FOLLOWING CATEGORIES?  CHECK ALL CATEGORIES THAT APPLY. 
ELIGIBLE FOR PER DIEM PAYMENT NURSING HOME CARE?
* SERVICE CONNECTED CONDITION RATING GREATER THAN OR EQUAL TO 70%?
* IS VETERAN TOTALLY DISABLED AND UNEMPLOYABLE AND IN NEED OF NURSING HOME CARE?
* Required fields
ADULT DAY HEALTH CARE (ADHC) ELIGIBILITY
* DOES VETERAN MEET ONE OF THE FOLLOWING CATEGORIES?  CHECK ALL CATEGORIES THAT APPLY. 
ELIGIBLE FOR PER DIEM PAYMENT FOR ADULT DAY HEALTH CARE?
* Required fields
DOMICILIARY CARE
* DOES INCOME EXCEED THRESHOLD FOR AID AND ATTENDANCE?
* ELIGIBLE FOR PER DIEM PAYMENT FOR DOMICILIARY CARE?
* Required fields
VA ADMINISTRATIVE SIGNATURE
* SIGNATURE OF VA OFFICIAL
DATE SIGNED
* Required fields
NURSING HOME CARE
THE NEXT TWO STATEMENTS MUST BE ADDRESSED TO DETERMINE IF THE VETERAN MEETS NURSING HOME CARE HIGHER PER DIEM RATE
* IS VETERAN TOTALLY DISABLED AND UNEMPLOYABLE AND IN NEED OF NURSING HOME CARE?
* IS VETERAN BEING ADMITTED DUE TO SC CONDITION?
* SERVICE CONNECTED CONDITION BEING ADMITTED FOR
* DOES THE VETERAN MEET NURSING HOME LEVEL OF CARE?
* LEVEL OF CARE RECOMMENDED
DOMICILIARY CARE
* DOES VETERAN HAVE THE MEANS TO PROVIDE FOR SELF OR BE PROVIDED FOR IN THE COMMUNITY?
* DOES HEALTH AND/OR FUNCTIONAL DEFICITS RENDER VETERAN UNABLE OF PURSUING SUBSTANTIALLY GAINFUL EMPLOYMENT?
* DOES THE VETERAN MEET DOMICILIARY LEVEL OF CARE?
* LEVEL OF CARE RECOMMENDED
ADULT DAY HEALTH CARE
IF NOT ENROLLED IN ADHC, WILL VETERAN REQUIRE NURSING HOME CARE (38 USC 1720(F)(1)(A))?
* DOES THE VETERAN MEET ADULT DAY HEALTH CARE LEVEL OF CARE?
* LEVEL OF CARE RECOMMENDED
* SIGNATURE OF ARNP/PA/VA PHYSICIAN
DATE SIGNED
OMB Approval No. 2900-0160Estimated Burden:  Avg. 30 min.
Expiration Date: xx/xx/xxxx
O M B Approval Number 2 9 0 0 - 0 1 6 0
Estimated Burden:  Average 30 minutes
Printed from Online 10-10SH Application for State Home Care - Draft
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PART I - ADMINISTRATIVE
PART 1 - ADMINISTRATIVE
STATE HOME FACILITY
DATE ADMITTED
GENDER
RESIDENT'S NAME (Last, First, Middle ) (This is a mandatory field)
SOCIAL SECURITY NUMBER. (Mandatory field)
RESIDENT'S STREET ADDRESS
AGE
DATE OF BIRTH (mm/dd/yyyy)
CITY, STATE AND ZIP CODE
ADVANCED MEDICAL DIRECTIVE 
HAS THE VETERAN PROVIDED FINANCIAL DISCLOSURE FOR PURPOSES OF DETERMINING
ELIGIBILITY FOR DOMICILIARY PER DIEM PAYMENTS?
10-10EZ or 10-10EZR IS REQUIRED TO BE SUBMITTED EITHER IN PAPER FORM OR ELECTRONICALLY WITH THE 10-10SH
PART II - HISTORY AND PHYSICAL (Use separate sheet if necessary)
PART 2 - HISTORY AND PHYSICAL (Use separate sheet if necessary)
HISTORY
HEIGHT
WEIGHT
TEMP
PULSE
BP
HEAD/EYES/EAR/NOSE AND THROAT
NECK
CARDIOPULMONARY
ABDOMEN
GENITOURINARY
RECTAL
EXTREMITIES
NEUROLOGICAL
Enter Neurological Information
ALLERGY/DRUG SENSITIVITY
X-RAY/LAB
x ray/ lab
CHEST 
X-RAY
chest x ray
DATE (mm/dd/yyyy)
CBC
C B C
RESULTS
DATE (mm/dd/yyyy)
RESULTS
SEROLOGY
URINALYSIS
Urinalysis
DATE (mm/dd/yyyy)
SUGAR
ALBUMIN
ACETONE
FOLEY CATHETER
IS DEMENTIA THEPRIMARY DIAGNOSIS
IS CLIENT A DANGER TO SELF OR OTHERS
HAS RESIDENT RECEIVED MENTAL HEALTHSERVICES WITHIN THE PAST 2 YEARS
IS THERE A DIAGNOSIS OF MENTAL ILLNESS
CHECK ALL BOXES THAT APPLY OR CHECK  NA
CHECK ALL BOXES THAT APPLY OR  CIRCLE  N. A.
IS THERE ANY PRESSING EVIDENCE OF MENTAL ILLNESS SUCH AS: 
OXYGEN
REFERRING PHYSICIAN
PRIMARY DIAGNOSIS
SECONDARY DIAGNOSIS
TERTIARY DIAGNOSIS
TYPE OF CARE RECOMMENDED:
MEDICATION AND TREATMENT ORDERS ON ADMISSION, CONTINUE ON SEPARATE SHEET IF NECESSARY
PRINTED OR TYPED NAME OF PRIMARY PHYSICIAN ASSIGNED
SIGNATURE OF PRIMARY PHYSICIAN ASSIGNED 
PAGE 1
Page 1
VA FORMAPR 2009 
V. A. Form
July 1998
10-10SH
10 - 10 S H

EXISTING STOCK OF VA FORM 10-10SH, DATED JUL 1998, WILL BE USED. 
SOCIAL WORK ASSESSMENT (To be completed by Social Worker)
SOCIAL WORK ASSESSMENT (To be completed by Social Worker)
STATE HOME PROGRAM APPLICATION FOR VETERAN CARE - MEDICAL CERTIFICATION, CONTINUED
STATE HOME PROGRAM APPLICATION FOR VETERAN CARE - MEDICAL CERTIFICATION, CONTINUED
RESIDENT'S NAME  (Last, First, Middle )
SOCIAL SECURITY NUMBER
EVALUATION  (Select an appropriate number in each category)
EVALUATION  (Select an appropriate number in each category)
SIGNATURE OF AND TITLE OF THERAPIST
DATE
ADDITIONAL THERAPIES
DATE
PHYSICAL THERAPY (To be completed by Physical Therapist or Referring Physician)
PHYSICAL THERAPY (To be completed by Physical Therapist or Referring Physician)
SENSATION IMPAIRED
RESTRICT ACTIVITY
FREQUENCY OF TREATMENT
TREATMENT GOALS:
ENDURANCE
MENTAL ANDBEHAVIOR
STATUS
MENTAL AND BEHAVIOR STATUS
TOILETING
BATHING
SIGHT
TRANSFER
AMBULATION 
SPEECH
COMMUNICATION
BLADDERCONTROL
BLADDER CONTROL
BOWELCONTROL
FEEDING
DRESSING
SKINCONDITION
SKIN CONDITION
WHEEL CHAIRUSE
WHEEL CHAIR USE
SIGNATURE OF REGISTERED NURSE OR REFERRING PHYSICIAN
HEARING
PRECAUTIONS
Number
Stage
(Specify)
PRIOR LIVING ARRANGEMENTS
LONG RANGE PLAN
ADJUSTMENT TO ILLNESS OR DISABILITY
SIGNATURE OF SOCIAL WORKER
DATE
VA AUTHORIZATION FOR PAYMENT
V. A. AUTHORIZATION FOR PAYMENT
DATE RECEIVED BY VA
ELIGIBILITY FOR PER DIEM PAYMENT
LEVEL OF CARE RECOMMENDED
APPROVED FOR ADMITANCE BECAUSE OF SERVICE CONNECTED ILLNESS ( IF LESS THAN 70%)
ILLNESS:
APPROVED FOR 70% SERVICE CONNECTED DISABILITY
SIGNATURE OF VA OFFICIAL
DATE
SIGNATURE OF VA PHYSICIAN
DATE
VA FORMAPR 2009 
V. A. FORM JULY 19 98
10-10SH
10 - 10 S H
PAGE 2
Page 2
STATE HOME PROGRAM APPLICATION FOR VETERAN CARE - MEDICAL CERTIFICATION, CONTINUED
STATE HOME PROGRAM APPLICATION FOR VETERAN CARE - MEDICAL CERTIFICATION, CONTINUED
RESIDENT'S NAME  (Last, First, Middle )
SOCIAL SECURITY NUMBER
PART III - VA AUTHORIZATION FOR PAYMENT
V. A. AUTHORIZATION FOR PAYMENT
ADMINISTRATIVE REVIEW
10-10EZ or 10-10EZR HAS BEEN RECEIVED WITH 10-10SH?
DATE ADMITTED TO SVH
DATE RECEIVED BY VA
NURSING HOME CARE
SERVICE CONNECTED CONDITION RATING GREATER OR EQUAL TO 70%?
DOES VETERAN HAVE A RATING OF TOTAL DISABILITY BASED ON INDIVIDUAL UNEMPLOYABILITY?
ELIGIBILE FOR PER DIEM PAYMENT NURSING HOME CARE?
APPROVED PER DIEM RATE
ADULT DAY HEALTH CARE
ELIGIBLE FOR PER DIEM PAYMENT FOR ADULT DAY HEALTH CARE?
DOMICILIARY CARE
DOES INCOME EXCEED THRESHOLD FOR AID & ATTENDENCE?
ELIGIBILE FOR PER DIEM PAYMENT DOMICILIARY CARE?
DATE
VA ADMINISTRATIVE SIGNATURE 
CLINICAL REVIEW
NURSING HOME CARE
IS VETERAN BEING ADMITTED DUE TO SC CONDITION (IF LESS THAN 70%)?
SERVICE CONNECTED CONDITION BEING ADMITTED FOR
VETERAN APPROVED FOR NURSING HOME LEVEL OF CARE?
DOMICILIARY CARE
DOES THE VETERAN HAVE MEANS TO PROVIDE FOR SELF OR PROVIDED FOR IN THE COMMUNITY?
DOES HEALTH AND/OR FUNCTIONAL DEFICITS RENDER VETERAN UNABLE OF PURSUING SUBSTANTIALLY GAINFUL EMPLOYMENT?
VETERAN APPROVED FOR DOMICILIARY LEVEL OF CARE?
ADULT DAY HEALTH CARE
IF NOT ENROLLED IN ADHC, WILL THE VETERAN REQUIRE NURSING HOME CARE? (38 USC 1720)(F)(1)(A))
VETERAN APPROVED FOR ADULT DAY HEALTH CARE?
REMARKS
DATE
SIGNATURE OF ARNP/PA/VA PHYSICIAN
OMB Approval No. 2900-0160Estimated Burden:  Avg. 30 min.
Expiration Date: xx/xx/xxxx
O M B Approval Number 2 9 0 0 - 0 1 6 0 Estimated Burden:  Average 30 minutes
PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE
PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number.  We anticipate that the time expended by all individuals who must complete this form will average 30 minutes.  This includes the time it will take to read instructions, gather the necessary facts and fill out the form. The information requested on this form is solicited under the authority of Title 38, U.S.C., Sections 1741, 1742 and 1743.  It is being collected to enable us to determine your eligibility for medical benefits in the State Home Program and will be used for that purpose.  The income and eligibility you supply may be verified through a computer matching program at any time and information may be disclosed outside the VA as permitted by law; possible disclosures include those described in the "routine uses" identified in the VA system of records 24VA136,  Patient Medical Record-VA, published in the Federal Register in accordance with the Privacy Act of 1974.  Disclosure is voluntary; however, the information is required in order for us to determine your eligibility for the medical benefit for which you have applied.  Failure to furnish the information will have no adverse affect on any other benefits to which you may be entitled.  Disclosure of Social Security number(s) of those for whom benefits are claimed is requested under the authority of Title 38, U.S.C., and is voluntary.  Social Security numbers will be used in the administration of veterans benefits, in the identification of veterans or persons claiming or receiving VA benefits and their records and may be used for other purposes where authorized by Title 38, U.S.C., and the Privacy Act of 1974 (5 U.S.C. 552a) or where required by other statute.
Privacy Act Information  The information requested on this form is solicited under the authority of Title 38, U S C, Sections 1 7 4 1, 1 7 4 2 and 1 7 4 3.  It is being collected to enable us to determine your eligibility for medical benefits in the State Home Program and will be used for that purpose.  The income and eligibility you supply may be verified through a computer matching program at any time and information may be disclosed outside the V. A. as permitted by law; possible disclosures include those described in the "routine uses" identified in the V. A. system of records 24 V. A. 136,  Patient Medical Record - V. A. published in the Federal Register in accordance with the Privacy Act of 1974.  Disclosure is voluntary; however, the information is required in order for us to determine your eligibility for the medical benefit for which you have applied.  Failure to furnish the information will have no adverse affect on any other benefits to which you may be entitled.  Disclosure of Social Security number(s) of those for whom benefits are claimed is requested under the authority of Title 38, U S C, and is voluntary.  Social Security numbers will be used in the administration of veterans benefits, in the identification of veterans or persons claiming or receiving V. A.  benefits and their records and may be used for other purposes where authorized by Title 38, U S C, and the Privacy Act of 1974 (5 U S C 5 5 2. A. ) or where required by other statute.
VA FORMAPR 2009 
V. A. July 1998
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10 - 10 S H
0
0
1.0.2
12/1/2009
Online 10-10EZ
12/11/2009
	TextField: 
	Start Online Application: 
	bEmailPDF: 
	PreviousPage: 
	NextPage: 
	SOCIAL SECURITY NUMBER: 
	RESIDENT'S NAME  (Last, First, Middle ): 
	REVIEWINGFORM: 
	REVIEWINGEvaluation: 
	REVIEWINGPT: 
	REVIEWINGSW: 
	REVIEWINGAdmin: 
	REVIEWINGClinical: 
	LASTPAGE: 
	APPTYPE: 
	bInst1: 
	CHECK ALL BOXES THAT APPLY OR  CHECK NOT APPLICABLE: 
	Start Online Application: 
	bClose1: 
	bAdmin: 
	State Home History & Physical: 
	bAdminReview: 
	bFinal: 
	bGeneral: 
	eMsg: 
	eFacility: 
	eDateAdmitted: 
	e2DateAdmitted: 
	eVetNameLast: 
	eVetNameFirst: 
	eSocialSecurityNumber: 
	e2SocialSecurityNumber: 
	eGender: 
	eDOB: 
	e2DOB: 
	e3DOB: 
	eCurrentAddress: 
	eCurrentCity: 
	eCurrentState: 
	eCurrentZip: 
	e2CurrentZip: 
	eAdvancedMedicalDirective: 
	eProvidedDisclosure: 
	Facility: 
	DATE ADMITTED TO SVH: 
	RESIDENT'S NAME - Last. This is a required field.: 
	First Name. This is a required field.: 
	Middle Name: 
	Gender: 
	Date of Birth: 
	Age: 
	RESIDENTS STREET ADDRESS - Not Applicable: 
	CurrentAddress: 
	City. This is a required field. For locations outside the U.S., enter City,Country in City box, i.e. "Paris,France", and select Foreign Country for State.: 
	State. This is a required field.: 
	Zip Code (Zip Code+4). This is a required field.: 
	ADVANCED MEDICAL DIRECTIVE - No: 
	HAS THE VETERAN PROVIDED FINANCIAL DISCLOSURE FOR PURPOSES OF DETERMINING ELIGIBILITY FOR DOMICILIARY PER DIEM PAYMENTS? Yes: 
	bPrev: 
	bNext: 
	bSave: 
	bClose: 
	bXRay: 
	bMental: 
	bAdditional: 
	bReferring: 
	bEvaluation1: 
	bEvaluation2: 
	bPhysicalTherapy: 
	Edit Introduction: 
	eHistoryQ: 
	eHeight: 
	eWeight: 
	eTemp: 
	ePulse: 
	eBP: 
	eHead: 
	eNeck: 
	eCardio: 
	eAbdomen: 
	eGenitourinary: 
	eRectal: 
	eExtremities: 
	eNeurological: 
	eAllergy: 
	HistoryQ: 
	Height: 
	Weight: 
	Temperature: 
	Pulse: 
	Blood Pressure: 
	NOT APPLICABLE: 
	Head, Eyes, Ear, Nose and Throat: 
	NOT APPLICABLE: 
	Neck: 
	NOT APPLICABLE: 
	Cardio: 
	NOT APPLICABLE: 
	Abdomen : 
	NOT APPLICABLE: 
	Genitourinary : 
	NOT APPLICABLE: 
	Rectal : 
	NOT APPLICABLE: 
	Extremities: 
	NOT APPLICABLE: 
	Neurological: 
	NOT APPLICABLE: 
	Allergy/Drug Sensitivity: 
	eChestDate: 
	e2ChestDate: 
	eChestResult: 
	eCBCDate: 
	e2CBCDate: 
	eCBCResult: 
	eSerology: 
	eUrinalysisDate: 
	e2UrinalysisDate: 
	eAlbumin: 
	NOT APPLICABLE: 
	Chest X-Ray Results: 
	Chest X-Ray Date: 
	NOT APPLICABLE: 
	C B C Date: 
	C B C Results: 
	NOT APPLICABLE: 
	Serology: 
	NOT APPLICABLE: 
	Urinalysis Date: 
	Albumin: 
	Sugar: 
	Acetone: 
	eDementia: 
	eMentalIllness: 
	eMentalServices: 
	eDangerSelfOthers: 
	eEvidence: 
	IS DEMENTIA THE PRIMARY DIAGNOSIS - NOT APPLICABLE: 
	IS THERE A DIAGNOSIS OF MENTAL ILLNESS - YES: 
	HAS RESIDENT RECEIVED MENTAL HEALTH SERVICES WITHIN THE PAST 2 YEARS - YES: 
	 IS CLIENT A DANGER TO SELF OR OTHERS - YES: 
	Schizophrenia: 
	MoodSwings: 
	Paranoia: 
	SomatoformDisorder: 
	AnxietyDisorder: 
	PersonalityDisorder: 
	OtherPsychotic: 
	NOT APPLICABLE: 
	NOT APPLICABLE: 
	eMask: 
	ePRN: 
	eMisc: 
	eFoleyCatheter: 
	Mask: 
	NasalCanular: 
	P R N: 
	Continuous: 
	NOT APPLICABLE: 
	TubeFeeding: 
	Ostomy: 
	Trachostomy: 
	DecubitusUlcers: 
	DrainingWound: 
	WoundCultured: 
	NOT APPLICABLE: 
	NOT APPLICABLE: 
	FOLEY CATHETER  PERMANENT: 
	eReferringPhysician: 
	ePrimaryDiagnosis: 
	eCareRecommended: 
	eMedicationTreatment: 
	ePrimaryPhysician: 
	ePrimaryPhysicianSignature: 
	REFERRING PHYSICIAN: 
	PRIMARY DIAGNOSIS: 
	SECONDARY DIAGNOSIS: 
	TERTIARY DIAGNOSIS: 
	CareRecommended: 
	MEDICATION AND TREATMENT ORDERS ON ADMISSION, CONTINUE ON SEPARATE SHEET IF NECESSARY: 
	PRINTED OR TYPED NAME OF PRIMARY PHYSICIAN ASSIGNED: 
	mAdmin: 
	mHistory: 
	mMental: 
	mXRay: 
	mAdditional: 
	mReferring: 
	bValidateReferring: 
	SIGNATURE OF PRIMARY PHYSICIAN ASSIGNED. This is a required field.: 
	DATE SIGNED. This is a calculated field.: 
	eCommunication: 
	eSpeech: 
	eHearing: 
	eSight: 
	eTransfer: 
	eAmbulation: 
	eEndurance: 
	eMentalStatus: 
	eToileting: 
	eToiletingType: 
	eBathing: 
	eBathingType: 
	Communication: 
	SPEECH -  1. Speak clearly with others of same language: 
	Hearing: 
	SIGHT -  1. Good: 
	Transfer: 
	Ambulation: 
	ENDURANCE - 1. Tolerates distances (250 feet sustained activity): 
	MentalStatus: 
	TOILETING -  1. No assistance: 
	ToiletingTypeA: 
	ToiletingTypeB: 
	ToiletingTypeC: 
	C. BEDPAN: 
	BATHING - 1. No assistance: 
	BathingTypeA: 
	BathingTypeB: 
	BathingTypeC: 
	C. BEDPAN: 
	eDressing: 
	eFeeding: 
	eBladderControl: 
	eBowelControl: 
	eSkinCondition: 
	eSkinConditionNumber: 
	eSkinConditionStage: 
	eWheelChairUse: 
	DRESSING - 1. Dresses self: 
	FEEDING - 1. No assistance: 
	BladderControl: 
	BowelControl: 
	SKIN CONDITION -  1. Intact: 
	Number: 
	Stage: 
	Not applicable: 
	mEvaluation1: 
	mEvaluation2: 
	bValidateEvaluating: 
	SIGNATURE OF REGISTERED NURSE OR REFERRING PHYSICIAN. This is a required field.: 
	Date: 
	eTherapyType: 
	eSensationImpared: 
	eRestrictActivity: 
	ePrecautions: 
	ePrecautionsSpecify: 
	eFrequencyTreatment: 
	eTreatmentGoals: 
	eAdditionalTherapies: 
	Not applicable: 
	SENSATION IMPAIRED - No: 
	RESTRICT ACTIVITY - No: 
	PRECAUTIONS - CARDIAC: 
	PRECAUTIONS - OTHER: 
	Specify: 
	NOT APPLICABLE: 
	FREQUENCY OF TREATMENT: 
	STRETCHING: 
	PROGRESSIVERESISTIVE: 
	FULLWEIGHTBEARING: 
	COMPLETEAMBULATION: 
	PASSIVEROM: 
	COORDINATINGACTIVITIES: 
	PROGRESSBEDTOWHEELCHAIR: 
	ACTIVE: 
	NONWEIGHTBEARING: 
	RECOVERYTOFULLFUNCTION: 
	ACTIVEASSISTIVE: 
	PARTIALWEIGHTBEARING: 
	WHEELCHAIRINDEPENDENT: 
	NOT APPLICABLE: 
	ADDITIONAL THERAPIES - Occupational Therapy: 
	AdditionalTherapySpeech: 
	AdditionalTherapyDietary: 
	NOT APPLICABLE: 
	NOT APPLICABLE: 
	mPhysicalTherapy: 
	bValidatePhysicalTherapy: 
	SIGNATURE OF THERAPIST. This is a required field.: 
	Date: 
	ePriorLivingArrangements: 
	eLongRangePlan: 
	eAdjustmentIllness: 
	Prior Living Arrangements: 
	LONG RANGE PLAN: 
	ADJUSTMENT TO ILLNESS OR DISABILITY: 
	mSocialWork: 
	bvSocialWork: 
	SIGNATURE OF SOCIAL WORKER. This is a required field.: 
	Date: 
	bNHC: 
	bADHC: 
	bDom: 
	bSign: 
	Edit Introduction: 
	eDateReceived: 
	e2DateReceived: 
	eLevelCare: 
	eGeneralA: 
	eGeneralB1: 
	eGeneralB2: 
	eGeneralC1: 
	eGeneralC2: 
	eGeneralC3: 
	DATE RECEIVED BY V. A. : 
	THIS SVH IS A VA-RECOGNIZED HOME ESTABLISHED BY THE STATE TO PROVIDE THE FOLLOWING LEVEL OF CARE? - SKILLED NURSING HOME CARE: 
	DOMICILIARY CARE: 
	ADULT DAY HEALTH CARE: 
	NOT APPLICABLE: 
	DID APPLICANT SERVE IN THE ACTIVE MILITARY, NAVAL, OR AIR SERVICE ON ACTIVE DUTY FOR PURPOSES OTHER THAN “ACTIVE DUTY FOR TRAINING”? - NO: 
	HONORABLE DISCHARGE - NO: 
	GENERAL DISCHARGE UNDER HONORABLE CONDITIONS - NO: 
	VETERAN HAS AGREED TO SIGN 10-10EZ OR 10-10EZR - N/A (ELECTRONIC VERSION COMPLETED): 
	10-10EZ OR 10-10EZR HAS BEEN RECEIVED WITH 10-10SH? -  YES: 
	HAS THE VETERAN PROVIDED FINANCIAL DISCLOSURE FOR PURPOSES OF DETERMINING ELIGIBILITY FOR DOMICILIARY PER DIEM PAYMENTS? - NO: 
	MEETS GENERAL ELIGIBILITY REQUIREMENTS FOR PER DIEM PAYMENT? - NO: 
	eNHCCategories: 
	eSC70: 
	eUnemployable: 
	q1: 
	q2: 
	q3: 
	q4: 
	q5: 
	q6: 
	q7: 
	q8: 
	q9: 
	q10: 
	NOT APPLICABLE: 
	ELIGIBLE FOR PER DIEM PAYMENT NURSING HOME CARE? - YES: 
	SERVICE CONNECTED CONDITION RATING GREATER OR EQUAL TO 70%? Yes: 
	DOES VETERAN HAVE A RATING OF TOTAL DISABILITY BASED ON INDIVIDUAL UNEMPLOYABILITY? Yes: 
	eADHCCategories: 
	ADq1: 
	ADq2: 
	ADq3: 
	ADq4: 
	ADq5: 
	ADq6: 
	ADq7: 
	ADq8: 
	ADq9: 
	ADq10: 
	NOT APPLICABLE: 
	ELIGIBLE FOR PER DIEM PAYMENT FOR ADULT DAY HEALTH CARE? - YES: 
	eIncomeExceed: 
	eDomPerdiemApproved: 
	DOES INCOME EXCEED THRESHOLD FOR AID AND ATTENDANCE? YES: 
	ELIGIBLE FOR PER DIEM PAYMENT FOR DOMICILIARY CARE? - YES: 
	mAdminReview: 
	mNursingReview: 
	Edit Introduction: 
	mADHCReview: 
	Edit Introduction: 
	mDomReview: 
	Edit Introduction: 
	bvAdminReview: 
	SIGNATURE OF VA OFFICIAL. This is a required field.: 
	VAOfficialDateSigned: 
	eSCCondition: 
	eServiceConnectedCondition: 
	eMeetNH: 
	eLevelCareRecommendedNH: 
	eMeansProvide: 
	eUnableEmployment: 
	eMeetDom: 
	eLevelCareRecommendedDom: 
	eRequireNursing: 
	eMeetADH: 
	eLevelCareRecommendedADHC: 
	IS VETERAN BEING ADMITTED DUE TO SC CONDITION? YES: 
	SERVICE CONNECTED CONDITION BEING ADMITTED FOR: 
	DOES THE VETERAN MEET NURSING HOME LEVEL OF CARE? YES: 
	LEVEL OF CARE RECOMMENDED - NURSING HOME - BASIC: 
	DOES VETERAN HAVE THE MEANS TO PROVIDE FOR SELF OR BE PROVIDED FOR IN THE COMMUNITY? YES: 
	DOES HEALTH AND/OR FUNCTIONAL DEFICITS RENDER VETERAN UNABLE OF PURSUING SUBSTANTIALLY GAINFUL EMPLOYMENT? YES: 
	DOES THE VETERAN MEET DOMICILIARY LEVEL OF CARE? YES: 
	LEVEL OF CARE RECOMMENDED - NONE RECOMMENDED: 
	IF NOT ENROLLED IN ADHC, WILL VETERAN REQUIRE NURSING HOME CARE (38 USC 1720(F)(1)(A))? YES: 
	DOES THE VETERAN MEET ADULT HEALTH CARE LEVEL OF CARE? NO: 
	LEVEL OF CARE RECOMMENDED - NONE RECOMMENDED: 
	mClinicalReview: 
	bvClinicalReview: 
	SIGNATURE OF ARNP/PA/VA PHYSICIAN. This is a required field.: 
	DATE: 
	Print: 
	Return: 
	CITY STATE AND ZIP CODE: 
	SIGNATURE OF PRIMARY PHYSICIAN ASSIGNED: 
	SIGNATURE OF AND TITLE OF THERAPIST: 
	SIGNATURE OF REGISTERED NURSE OR  REFERRING PHYSICIAN: 
	Signature of Social Worker.: 
	ELIGIBILITY FOR PER DIEM PAYMENT DISAPPROVED: 
	LEVEL OF CARE RECOMMENDED: 
	SIGNATURE OF VA OFFICIAL: 
	SIGNATURE OF VA PHYSICIAN: 



