
Dates of Service 
      

 

3 Triad Center 
Salt Lake City, Utah 84180-1200 

National: 1-800-352-5130 Fax: 801-579-3715 From: 
Day Month Year 

To: 
Day Month Year 

Policyowner:  Policy Number:  
Facility or Agency:  Caregiver(s):  
Days Care is to be Provided: □ Every □ Every-Other □ ___ x/Wk □ Per Schedule: □ Sun,    □ Mon,    □ Tues,    □ Wed,    □ Thurs,    □ Fri,    □ Sat. 

 

Demographic Information Systems Review Medications 
Assessment Type  Date ______________ Cardiac Digestive Set Up By □ Self □ Family □ Caregiver 
□ Initial/Admit □ First Month □ Quarterly Heart Diet Administered By □ Self □ Family □ Caregiver 
 □ WNL □ RRR □ Ad Lib □ _______ □ Special Alert Meds: ______________________________ 

Sex □ CHF □ Edema Bowel Bladder ________________________________________________ Date of 
Birth  ___ / ___ / ___ Age ___ M F □ Murmur □ _______ □ WNL □ WNL ________________________________________________ 

 Circulation □ Constip □ Cath  

 □ WNL □ PVD □ Diarrhea □ Incont. Home Environment 
Address 

 □ CRT – Sec: ________ □ Incont. □ _______ Type of home 
Phone Number (        )  □ Wounds □ _______ □ _______ 

 □ __________________ □ Other _____________ 
□ Private □ Apartment □ Retirement 

Home 
□ Assisted 

Living 

 □ __________________ □ __________________ Equipment 
Special  
Directions 
to Home  Respiratory Musculoskeletal □ Grab Bars □ Bath Bench □ Toilet Riser □ BSC 

 Lungs □ WNL □ Weak □ Sh Mat □ Sh Nozzle □ Mech. Lift □ Hosp Bed 

Policyowner Description □ WNL □ CTA □ ↓ ROM □ Fracture □ Clutter □ Ramp □ Interior Steps  
 □ Cough □ SOB □ Poor Balance  □ Smoke Detectors 
 □ __________________ □ Contractures ________ □ Fire Extinguisher — Location: ______________________ 

 Oxygen □ Joint Replace  □ _____ Emergency Plan 
Medical History □ RA □ Brace/Splint ________ □ 911 □ Home Alert □ Full Code □ DNR 
 □ Liters/Min _________ □  __________________ □ Hospital Preference _______________________________ 

 □ __________________ □  __________________  

 Senses Skin Nurse’s Name  
Allergies/Alerts Hearing □ WNL □ Bruises Signature  
 □ HOA □ WNL □ Tears □ Wounds Phone Number (       )  
Family Contact Information POA? □ Hearing Aids □  __________________  

Name  □ Yes □ No □ Right □ Left  Doctor’s Name  
Relationship  Vision Cognition Signature  
Phone Number (        )  □ Near □ Far □ Alert □ Oriented Phone Number (       )  
 □ Glasses □ Contacts □ Coop □ Agitated  

Name  □ __________________ □ _______ □ _______ Location of Caregiver Log Book 
Relationship  □ __________________ □  __________________ □ _______________________________________ 
Phone Number (        )     
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3 Triad Center 
Salt Lake City, Utah 84180-1200 

National: 1-800-352-5130 Fax: 801-579-3715 From: 
Day Month Year 

To: 
Day Month Year 

Policyowner:  Policy Number:  
Facility or Agency:  Caregiver(s):  
Days Care is to be Provided: □ Every □ Every-Other □ ___ x/Wk □ Per Schedule: □ Sun,    □ Mon,    □ Tues,    □ Wed,    □ Thurs,    □ Fri,    □ Sat. 

 

ADL Level of Assistance Frequency of Assistance Supportive Equipment 
Used 

Bathing  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Time  Tub/Shower Chair 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Time  Grab Bars 
How often does the policyowner bathe: 

 Minimal Hands-On-Assist  Independent  Occasionally  Walker/Wheelchair 

____ x per week  Stand-By Assist    Other: 

Dressing  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Time  Walker/Wheelchair 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Time  Reacher/Grabber 
How often does the policyowner change clothes: 

 Minimal Hands-On-Assist  Independent  Occasionally  Hook 

____ x per week  Stand-By Assist     Shoe Horn 

Toileting  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Time  Raised Toilet Seat 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Time  Commode 
How often does the policyowner use the toilet: 

 Minimal Hands-On-Assist  Independent  Occasionally  Toilet Safety Frame 

____ x per day ____ x per week  Stand-By Assist    Bed pan/Urinal 

Continence Care  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Time  Pads/Briefs 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Time  Catheter How often does the policyowner require 
incontinence care:  Minimal Hands-On-Assist  Independent  Occasionally  Ostomy 

_____ /day _____/week _____/month  Stand-By Assist    

Eating  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Meal  Specialty Utensils 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Meals  TF/ IV/TPN 

 Minimal Hands-On-Assist  Independent  Occasional Meals  
What kind of assistance does the policyowner 

require for eating 
 Stand-By Assist    

Mechanically Altered 
Diet Specify: _______ 

Transferring  Substantial Hands-On-Assist  Substantial Supervision for Safety  Every Time  Walker/Cane 

 Moderate Hands-On-Assist  Supervision – Oversight/Cueing  More than ½ the Time  Lift Chair 

 Minimal Hands-On-Assist  Independent  Occasionally  Hoyer Lift 
What kind of assistance does the policyowner 

require for transferring 
 Stand-By Assist    Wheelchair 

IADLs IADL Indep Assist Freq IADL Indep Assist Freq IADL Indep Assist Freq 

Handling Money    Clothing Selection    Housekeeping    

Telephone Use    Personal Hygiene    Laundry    
What kind of assistance does the policyowner 

require for Instrumental Activities of Daily 
Living Shopping    Meal Prep        

 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison.  
 


