RUOCCO GERIATRIC ASSESSMENT
Developed by Lou Ellen Ruocco, R.N.CDDN lruocco191@aol.com


COVER SHEET
PLEASE PRINT
Name:  (last)					(first)				(M.I.)		

Address:				City:			State:		Zip:		

Phone Number:						

S.S. #:					DOB:			Gender:	
Marital Status:  S___ M___ W___ D___ SEPARATED___
Guardianship:  Self	 Other:				 Relationship:			

COMMUNICATION SKILLS LEVEL

Verbal___  Non-Verbal___  Signs___  Communication Board___
Hearing Impaired___  Aid(s)--Right___  Left___

LEVEL OF EDUCATION

Grade School ______
Middle School (7-9)_________
High School (10-12)_________
College (# of years)_________	Degree_____________
Special School (# of years)_________________________

PRIMARY PHYSICIAN

Name: ___________________________________________________________
Address: _________________________________________________________
Phone Number: ___________________________________________________
Date of last visit: _________________Reason for visit:_____________________

NAME OF PERSON COMPLETING THIS FORM: ________________________
	RELATIONSHIP TO INDIVIDUAL: _______________________________
	PHONE NUMBER: ___________________________________________

ASSESSMENT SCORE AND TODAY’S DATE: __________________________
DATE(S) OF PREVIOUS ASSESSMENTS WITH SCORES:
1.							4.					
2.							5.					
3.							6.					
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PERSONAL MEDICAL HISTORY

1.	Current Weight		  Current Blood Pressure				

2.	Primary Diagnosis									

	Secondary Diagnosis									

3.	CURRENT MEDICATIONS
	(Please list name, dose, frequency, reason, and original start date)
	1.											
	2.											
	3.											
	4.											
	___ more on attached sheet

4.	Smokes Y __ N___ How long _______ Amount daily _______

5.	Drinks alcohol  Y __ N __ Type 			 How often 		

6.	Drinking problem in the past?  Y __   N__

           Use recreational drug in past Y __ N __

7.	List All Allergies & Name of Medication Sensitivity:

	1.											
	2.											
	3.											

8.	Hospitalizations since last assessment:  
		(Name of hospital, date, reason, duration of stay)

	1.											
	2.											

9.	MALE GENITALIA:

	a.	Sores					Y__	N__
	b.	Weak urine stream			Y__	N__
	c.	Prostate problems			Y__	N__
	d.	Lumps on testicle			Y__	N__
	e.	Discharge from penis			Y__	N__
	f.	Painful testicles			Y__	N__
	g.	PSA					Y__	N__
		Date	______   Results: ____________________
		
	h.	Rectal exam				Y__	N__
		Date		 results: _____________________
	i.	Cancer					Y__	N__
		Type						



10.	URINARY:
  a.	Urgency			Y__	N_
  b.	Frequency			Y__	N_
  c.	Pain				Y__	N_
  d.	Blood in urine			Y__	N_
  e.	Stones				Y__	N_
  f.	Infection			Y__	N_
  g.	Up to urinate at night		Y__	N_
  h.	Kidney disease		Y__	N_
  i.	Cancer				Y__	N_
	Type					

11.	FEMALE GENITALIA:
  a.	Sores				Y__	N_
  b.	PMS				Y__	N_
  c.	Heavy periods			Y__	N_
  d.	Birth control			Y__	N_
	Type					
  e.	Breakthrough bleeding	Y__	N_
  f.	Vaginal Discharge		Y__	N_
  g.	Menopausal			Y__	N_
	Date of last period			
  h.	Hormone replacement	Y__	N_
	Type					
  i.	Breast disease		Y__	N_
	Type					
  j.	Cancer				Y__	N_
	Type					
  k.	Date of last GYN Exam & PAP	
	Results				
  l.	Date of last Mammogram		
	Results				

12.	PREGNANCIES:
  a.	Number				
  b.	Miscarriages				
  c.	Stillbirths				
  d.	Premature births			
  e.	Number of children			
  f.	Number of C-Sections		

13.	SKIN:
  a.	Itching/burning		Y__	N_
  b.	Unusual bruising		Y__	N_
  c.	Change in color		Y__	N_
  d.	Increased sweating		Y__	N_
  e.	Warts /moles			Y__	N_
  f.	Rash /hives			Y__	N_
  g.	Cancer				Y__	N_
	Type					
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14.	EYES
  a.	Pain				Y__	N_
  b.	Tearing/dry 			Y__	N_
  c.	Blurred vision  		Y__	N_
  d.	Glasses/ contacts		Y__	N_
  e.	Date of last exam			
  f.	Cancer				Y__	N_
	Type					
  g.	Cataracts			Y__	N_
	surgery  Y__ N__ date:_______

15.	MOUTH AND THROAT:
  a.	Sore throat			Y__	N_
  b.	Swallowing difficulty		Y__	N_
  c.	Hoarseness			Y__	N_
  d.	Cancer				Y__	N_
	Type					

16.	EARS:
  a.	Aches/pains			Y__	N_
  b.	Ringing			Y__	N_
  c.	Discharge			Y__	N_
  d.	Date of last evaluation		

17.	RESPIRATORY:
  a.	Pain				Y__	N_
  b.	Cough/chronic			Y__	N_
  c.	Wheezing			Y__	N_
  d.	Night sweats			Y__	N_
  e.	Shortness of Breath		Y__	N_
  f.	TB				Y__	N_
	TB Skin Test				
  g.	Date of last chest x-ray		
  h.	Cancer				Y__	N_
	Type					
  i.	Coughing up blood		Y__	N_

18.	GASTROINTESTINAL:
  a.	Chronic vomiting		Y__	N_
  b.	Chronic diarrhea		Y__	N_
  c.	Constipation			Y__	N_
  d.	Belching			Y__	N_
  e.	Nausea			Y__	N_
  f.	Abdominal pain		Y__	N_
  g.	Ulcers				Y__	N_
	Type					
  h.	Indigestion			Y__	N_
  i.	Cancer				Y__	N_
	Type					
  j.	Weight change		Y__	N_
  k.	Loss of appetite		Y__	N_
  l.	Increased thirst		Y__	N_


19.	CARDIOVASCULAR:
  a.	Chest pain			Y__	N_
  b.	Palpitations			Y__	N_
  c.	Murmurs			Y__	N_
  d.	High blood pressure		Y__	N_
  e.	Varicose veins			Y__	N_
  f.	Blood clot			Y__	N_
  g	Circulation problems		Y__	N_
	Where					
  h.	Unusual fatigue		Y__	N_
  i.	Date of last EKG		
  j.	Shortness of breath		Y__	N_
  k.	Blue color in nails/lips		Y__	N_
  l        Jaw pain                                  y__     N_

20.	MUSCULOSKELETAL:
  a.	Aching muscles		Y__	N_
  b.	Pain/swollen joints		Y__	N_
  c	Pain in feet			Y__	N_
  d.	Muscle weakness		Y__	N_
  e	Muscle cramps		Y__	N_
  f.	Cerebral palsy			Y__	N_
  g.	Decreased motion		Y__	N_
	Where					
  h.	Back pain			Y__	N_
	Where					
  i.	Shoulder pain			Y__	N_

21.	HEMATOLOGICAL:
  a.	Anemia			Y__	N_
	When				
  b.	Bleeds easily			Y__	N_
  c.	Cancer				Y_-	N_
	Type				
  d.	Ever had a transfusion	Y__	N_
	When		Why			

22.	NEUROLOGICAL:
  a.	Seizures			Y__	N_
	Type					
	Frequency				
	Date of last seizure		
  b.	Faintness			Y__	N_
  c.	Numbness			Y__	N_
	Where					
  d.	Change in handwriting	Y__	N_ 
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  e.	Tremors			Y__	N_
  f.	Blackouts			Y__	N_
	Date of last blackout		
  g.	Paralysis			Y__	N_
	Where					
  h.	Forgetfulness			Y__	N_
  i.	Lack of coordination		Y__	N_
  j.	Headaches			Y__	N_
	Type					
  k.	Head trauma			Y__	N_
	Date				
  l.	Loss of feeling in extremities
	for short time			Y__	N_
	Arms:    R   L		Foot:    R   L
  m.	Loss of consciousness	Y__	N_
	Date				
	How Long			
  n.	Difficulty with memory		Y__	N_
  o.	Difficulty with speech              Y__    N_            
  p.	Difficulty with walking		Y__	N_
	How long			

23.	SLEEP:
  a	Hours of sleep at night		
  b.	Difficulty falling asleep	Y__	N_
  c.	Fitful sleep			Y__	N_
  d.	Difficulty staying asleep	Y__	N_
  e.	Difficulty awakening		Y__	N_
  f.	Naps during day		Y__	N_
	How often				
  g.	Sleep apnea			Y__	N_
	Treatment				

24.	SEXUAL ACTIVITY:
  a.	Has sexual intercourse	Y__	N_
  b.	Would like to but does not	Y__	N_
  c.	No partner			Y__	N_
  d.	Unable to have intercourse	Y__	N_
            If “Yes”, Why? __________________
  e.	Painful intercourse		Y__	N_
  f.	Masturbates			Y__	N_
  g.	Has never had interest
	in sexual intercourse		Y__	N_
  h.	One partner			Y__	N_
  i.	Multiple partners		Y__	N_
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LAB FINDINGS, SPECIAL TEST RESULTS

1.	Thyroid Function Test
	Date:			
	Results:										
2.	CBC
	Date:			
	Results:										

3.	Urinalysis
	Date:			
	Results:										

4.	Blood Chemistries
	Date:			
	Results:										

5.	CT Scan/MRI/CHEST X-RAY
	Date:			
	Results:										

6.	Folate Acid Level/B-12
	Date:			
	Results:										

7.	Trace Metals (lead, mercury, etc.)
	Date:			
	Results:										

8.	Anticonvulsant Levels
	Date:			
	Name:					
	Results:										

9.	Antipsychotic Drug Level
	Date:			
	Name:					
	Results:										

10.	Hepatitis B Status
	Date of 1st Immunization:			
	Date of 2nd Immunization:			
	Date of 3rd Immunization:			

	Screening Date:				

	Screening Results:									


11.      Liver panel:  Date _______ results: _____________________________________
											    Page 5
FAMILY HISTORY

For each family member below, please indicate their present state of health (good, poor), or their death and any illnesses that they have or might have had.


	RELATIVE
	BIRTHDATE
	PRESENT HEALTH
	YEAR OF DEATH
	CAUSE OF DEATH
	ILLNESSES

	Father
	
	
	
	
	

	Mother
	
	
	
	
	

	Brother
	
	
	
	
	

	Brother
	
	
	
	
	

	Brother
	
	
	
	
	

	Sister
	
	
	
	
	

	Sister
	
	
	
	
	

	Sister
	
	
	
	
	

	Spouse
	
	
	
	
	

	Child M F
	
	
	
	
	

	Child M F
	
	
	
	
	

	Child M F
	
	
	
	
	

	Child M F
	
	
	
	
	

	Child M F
	
	
	
	
	



If not listed above, has anyone in your family had any of the following:

Admitted to a psychiatric hospital		Y__	N_
Alcoholism or drinks excessively		Y__	N_
Allergies or asthma				Y__	N_
Anemia					Y__	N_
Bleeding disorder				Y__	N_
Cancer or tumors				Y__	N_
Depression					Y__	N_
Epilepsy or seizures				Y__	N_
Glaucoma					Y__	N_
Gout						Y__	N_
Headache					Y__	N_
Heart trouble					Y__	N_
High blood pressure				Y__	N_
Memory problem				Y__	N_
Nervous Disorder				Y__	N_
Obesity					Y_	N_
Psychiatric illness				Y__	N_
Rheumatism or arthritis			Y__	N_
“Senility”					Y__	N_
Stroke						Y__	N_


											    Page 6
GERIATRIC ASSESSMENT

Directions:  Circle the number that best describes the individual being assessed.

[1]  MOBILITY:

Independent, no assistive device needed	0

Independently uses assistive device		1
(cane, walker, wheelchair)

Needs assistance (no adaptive device)	2

Needs assistance (with adaptive device)	3

Is dependent for mobility			4

Comments:											

[2]  DRESSING:

Independent					0

Independent with verbal prompts		1

Minimal physical assistance			2
(zipper, buttons)

Significant physical assistance		3

Is dependent for dressing needs		4

Comments:											

[3]  BATHING:

Independent					0

Independent with verbal prompts		1

Minimal assistance (water temp.)		2

Some hand over hand			3

Is dependent for bathing needs		4

Comments:											

[4]  PERSONAL HYGIENE:  (tooth brushing, deodorant, grooming, menses-female)

Independent					0

Independent with verbal prompts		1

Minimal assistance				2

Some hand over hand			3

Is dependent for personal hygiene		4

Comments:											

[5]  ROUTINE - MEMORY:   remembers the location of commonly used items (clothes, bathing articles, dishes)

Always (rare exceptions) remembers 	0

Frequently remembers			1

Occasionally remembers			2

Rarely remembers				3

Never (rare exceptions) remembers		4

Comments:											

[6]  WANDERING:  S/he leaves residence or workplace without notice.

Never (rare exceptions) wanders		0

Rarely (monthly) wanders			1

Occasionally (weekly) wanders		2

Frequently (daily) wanders			3

Always (rare exceptions) wanders		4

Comments:											
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[7]  INCONTINENCE:  Urine/Feces (circle one or both)

Always incontinent (more than 1x/day	4

Frequently incontinent (more than 2x/wk.)	3

Occasionally incontinent (1x-2x/week)	2

Rarely incontinent (less than 1x/month)	1

Never incontinent (rare exceptions)		0

Is this individual on a 
toileting program?			Y__	N_

Comments:											


[8]  ORIENTATION:  (Can s/he find the bathroom/kitchen?)

Always (rare exceptions)			0

Frequently					1

Occasionally					2

Rarely						3

Never (rare exceptions)			4

Comments:											


[9]  LEISURE TIME:

Always active (rare exceptions)		0

Usually active					1

Needs prompting to participate		2

Rarely participates, even with prompts	3

Never participates, even with prompts	4

Comments:											

[10]  ROUTINE PERFORMANCE:  Is able to perform tasks routinely performed?  (washing of clothes, cooking, etc.)

Always (rare exceptions)			0

Frequently					1

Occasionally, with prompts			2

Rarely, even with prompts			3

Is dependent on staff for guidance		4

Comments:											


[11]  GAIT:  (walking differently, changes
 in stance)

No change					0

Rarely changes				1

Occasionally changes				2

Frequently changes				3

Daily changes					4

Comments:											


[12]  TIME:  Is aware of month, day, year and seasons?

Never knew them				0

Always knows (rare exceptions)		1

Frequently knows				2

Occasionally knows				3

Never knows (rare exceptions)		4

Comments:											

[13]  CHALLENGING BEHAVIOR: expresses excessive anger or unreasonable demands?

Never (rare exceptions)			0

Rarely						1

Occasionally					2

Frequently					3

Consistently (rare exceptions)	             	4

Can this individual’s anger/behavior be redirected?				Y__	N_

Comments:											

[14]  PERSONALITY:  Have there been changes in this individual’s interaction with others or mood?  (excessive with-drawal, crying, complaints of being tired)

No						0

Minimal changes				1

Occasionally changes (monthly)		2

Frequently changes (more than monthly)	3

Daily changes					4

Comments:											

[15]  EATING:  Have there been changes in this individual’s eating patterns?

No						0

Yes, needs prompting				1

Eating poorly, even with prompts		2

Some physical assistance needed		3

Must be fed					4

Comments:											
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[16]  SLEEP:  Have there been changes in this individual’s sleep pattern?

No						0

 trouble falling asleep & staying  asleep         	1

Yes, up occasionally to use bathroom  	2

Up frequently,					3

Up more than two hours nightly		4

Comments:											

[17]  VOCATIONAL:  attends Program, Workshop, Job regularly?

Always (rare exceptions)			0

Attends only when prompted			1

Occasionally chooses not to attend		2
(less than 2x/month)

Frequently chooses not to attend		3
(more than 2x/month)

Regularly chooses not to attend		4
(more than 2x/week)

Is this person retired?			Y__	N_

Does s/he participate in a 
Retirement Program			Y__	N_

Comments:											

[18]  TIME ON TASK:

No  change	              			0

Minor changes/returns to work with prompts	1

Significant change, but returns with prompts	2

Unable to be prompted to return to task	3

Unable to remain on task			4

Comments:											
											Page 9

[19]  MEMORY RECALL:  This is a test of short term memory.  You get three common items from your pocket (coins, keys, handkerchief, etc.) and show them to the person, naming each one clearly.  Then put them back into your pocket.  At 3 five minute intervals, ask the person to recall what the three items were.  Record each time how many items were recalled.  At the end of these two five minute intervals, get three different items and repeat the procedure.  If this section is not done, indicate the reason why.  Inability to communicate or non-compliance.

First Trial
			1st	2nd	3rd

All Items		0	0	0

Two items		1	1	1

One item		2	2	2

No items		3	3	3

Second Trial
			1st	2nd	3rd

All Items		0	0	0

Two items		1	1	1

One item		2	2	2

No items		3	3	3

Answers must be exact as given



DIRECTIONS:  Add the circled number for all 19 questions.  Transfer this number to the cover page.


ADDITIONAL COMMENTS:

																																																																																																																																																																																																																																																																																	
When you suspect a person may have DAT (dementia;Alzheimer type), it is necessary to rule out any and all possible physical reason for the symptoms.  

By completing this form, you will give the doctor all the relevant information in one convenient package.  It becomes even more important as the symptoms increase or change.  

Conduct the interview in a quiet room that will NOT lend itself to distractions.  No radio, TV or other people to be in the room.  Greet the person and identify yourself and why you are there.  Be calm, use a soft voice and repeat requests or questions as necessary.

Two different staff(who know the person well) should complete the form independent of each other, staff at work site must also complete the form, and if there is family involved, they too should complete the form.  People sometimes act differently in various situations.  This should be repeated at least yearly but more frequently if new changes occur.  I find it easy to remember to do if you repeat it at the time of the annual review.

A person who has Down’s Syndrome should have their first assessment at the age of 30-33, to be repeated yearly there after.  Others should be assessed at about 50 and then yearly.  Of course, if needed it can be done at anytime.  A good time to do it is at the annual review

Do not give the original to the doctor=====give a copy.  You keep the original as part of the permanent record of the person.  

Attempt to make comments on each section of the assessment; no one can remember all the details, thus the need to write down all your observations.

Do not attempt to create a rosy picture, be factual.  

REMEMBER, YOU ARE LOOKING FOR CHANGES FROM WHAT IS NORMAL FOR THIS PERSON

RECORD ACCURATELY, YOUR JOB IS TO REPORT THE CHANGES, IF ANY.  JUST THE FACTS!
Be aware if there has been a recent incident in the life of this person; death of a family member, the loss of a beloved staff person; surgery, a serious illness or moving into a new home.

REMEMBER; ALZHEIMER’S BEGINS GRADUALLY; NEVER SUDDENLY.  IF SYMPTOMS BEGIN SUDDENLY LOOK FOR SOMETHING ORGANIC FOR CAUSE!


IF A PERSON CANNOT REMEMBER YESTERDAY NOR ANTICIPATE TOMORROW, THE WORLD MUST BE A FRIGHTNING PLACE TO BE.















Up dated 7/11
