
patient’s name birthdate

place of residence at time of application social security number

city state zip code telephone number
(  )

missouri veterans commission
missouri veterans home
HEALTH CARE INFORMATION

INSTRUCTIONS
1. all information must be printed or typed. attach additional sheets if necessary.
2. form must be completed by licensed health care professional. mail form to; (check below)

eterans homemissouri v missouri veterans home
1111 euclid 620 north Jefferson
cameron, mo 64429 st. James, mo 65559-1999
(816) 632-6010    fax (816) 632-1361 (573) 265-3271    fax:  (573) 265-5771
missouri veterans home missouri veterans home
2400 veterans memorial drive 10600 lewis and clark blvd.
cape girardeau, mo 63701 st. louis, mo 63136
(573) 290-5870    fax: (573) 290-5909 (314) 340-6389    fax:  (314) 340-6379
missouri veterans home missouri veterans home
#1 veterans drive 1300 veterans road
mexico, mo 65265-0473 warrensburg, mo 64093
(573) 581-1088    fax:  (573) 581-5356 (660) 543-5064    fax (660) 543-5075
missouri veterans home
1600 south hickory
mt. vernon, mo 65712-1098
(417) 466-7103    fax:  (417) 466-4040

GENERAL INFORMATION

HISTORY/PHYSICAL INFORMATION
height weight requires nursing home care?

NOTE: checking”YES” indicates the veteran IS in need of
yes      no longterm skilled nursing care. checking “NO” indicates

veteran IS NOT in need of longterm skilled nursing home care.

date of last tetanus date of last pneumovax history of drug/alcohol abuse?

yes      no
immunizations specify allergies history of mental illness?

yes      no if applicant has a psychiatric diagnosis, please attach a
copy of most recent psychiatric evaluation.

illnesses, surgical procedures, hospitalizations

present condition as compared to any previous examination

diagnosis(es)

MEDICATION
list all medications, dosage and frequency of administration or attach a copy of the current physician orders.

mo 812-0705 (9-08)



HEALTH CARE INFORMATION CONTINUED
FUNCTIONAL INFORMATION PERTINENT NURSING INFORMATION

describe items checked in functional information and explain necessary details of care, diagnosis,
medication, treatments, prognosis, teaching, habits, preferences, etc.

it is expected that the patient’s condition within the next 6 months will:

improve                remain static                deteriorate
rehabilitation potential: is the recipient at his maximum level of functioning?
if not, what improvements are expected in his functional capacity and self-care ability?
(a) level of function to be attained ________________________________________________________
(b) length of time it is expected to take to arrive at this ________________________________________

OTHER THERAPIES/TREATMENTS
YES NO INDICATE SPECIFIC ORDERS

physical therapy
occupational therapy
speech therapy
respiratory aids
oxygen usage

intermittent
continuous
concentrator
tanks
nasal cannula
mask
liter flow

dressing changes
name of examining physician (PLEASE PRINT) date

signature of person completing form title of person completing form

address telephone number
(         )

mo 812-0705 (9-08)

MENTAL STATUS

yle y lm l ai t nt n oe e i

h u s rt q a e e cl vl r c ea f o n

alert
forgetful
confused
BEHAVIOR
withdrawn
belligerent
suspicious
combative
noisy
may wander
SKIN CONDITION
diminished skin integrity (include redness).
describe location, size, and treatment.

check if present and describe in “pertinent nursing
information” section
DISABILITIES

paralysis amputation contracture
IMPAIRMENTS

mentality hearing vision
speech sensation

INCONTINENCE
bladder bowel saliva

ACTIVITY TOLERANCE LIMITATIONS
none moderate severe

DEVICES/APPLIANCES
appliance catheter colostomy
cane crutches prosthesis
walker chair, type  _______________
wheelchair geri chair side rails
motorized wheelchair/scooter
special matress, type ___________________
special cushion, type ___________________

DIET
regular low salt diabetic
bland low residue
tube feeding mechanical
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