Polytrauma Comprehensive Evaluation and Treatment Planning Program (360° Evaluation)
PRE-ADMISSION SUMMARY
	Full Legal Name:      
	Preferred Nickname:      
	Gender:  FORMDROPDOWN 


	Emergency Contact Information


	Name:        

Relationship:       
	Phone Number:



	 
	Current Living Status:  FORMCHECKBOX 
 Military Barracks:                  
 FORMCHECKBOX 
Alone in community   FORMCHECKBOX 
 With Family/Friend    FORMCHECKBOX 
Other:      

	Date of Birth:       
	Age:      
	Date of Injury/Dx:      

	Diagnosis:       


	Allergies:      
	Anticipated Disposition:     

	Referral Question:   (This program is an evaluation program that will seek to answer specific referral questions. Please indicate the clinical questions you would like this program to evaluate):        


	BRIEF Medical History Summation:   (how did the injury occur, LOC, GCS, brain imaging results, what treatment has he/she had to this date, what deficits are resulting in the need for further evaluation)       


	Current Medications:     

	Rehabilitation Treatment History:

Physical Therapy

______ currently participating
______ history of tx


Occupational Therapy
______ currently participating
______ history of tx


Speech Therapy

______ currently participating
______ history of tx


Recreational Therapy
______ currently participating
______ history of tx


Pain Management
______ currently participating
______ history of tx


	Current Functioning: 
Does the referred individual have difficulties in the following:


Memory


_____ Yes
_____ No      


Attention

_____ Yes
_____ No


Concentration

_____ Yes
_____ No


Processing speed

_____ Yes
_____ No


Word finding

_____ Yes
_____ No


Expressive speech
_____ Yes
_____ No


Receptive speech

_____ Yes
_____ No


Decision making 

_____ Yes
_____ No


Problem solving

_____ Yes
_____ No


Judgment

_____ Yes
_____ No


Awareness of deficits
_____ Yes
_____ No


Visual-spatial skills
_____ Yes
_____ No

Please provide a brief description of problems checked “Yes”:       


	Functional Abilities:


Mobility 

______Independent   ______Needs assist



Medication Administration______Independent   ______Needs assist



Driving


______Independent   ______Needs assist



Money management
______Independent   ______Needs assist



Attend appointments
______Independent   ______Needs assist



Meal preparation

______Independent   ______Needs assist

 

Grocery shopping

______Independent   ______Needs assist



Home Maintenance 
______Independent   ______Needs assist



Time Management
______Independent   ______Needs assist



Physical functioning limits
__________________________________ describe      
Please provide a brief description of the assistance required and/or how the referred individual compensates for the above noted difficulties:       


	

	

	Mental Health History: 


Pre-Injury HX:






Depression
______ Yes

_____
No




PTSD

______ Yes

_____
No




Anxiety

______ Yes

_____
No




Psychosis
______ Yes

_____
No




Substance Abuse
______ Yes

_____
No

Other (list): 
___________________________


Post-Injury HX:




Depression
______ Yes

_____
No




PTSD

______ Yes

_____
No




Anxiety

______ Yes

_____
No




Psychosis
______ Yes

_____
No




Substance Abuse*_____ Yes

_____
No



*Currently in TX? ______ Yes*

_____
No







*What kind of treatment? _____________________




*Currently abusing substances: ______ Yes*

_____
No







*What substances?__________________________



	Behavioral Challenges:   FORMCHECKBOX 
Verbal  Aggression  FORMCHECKBOX 
Physical  Aggression    FORMCHECKBOX 
Hypersexual   FORMCHECKBOX 
 Excessive eating 
  FORMCHECKBOX 
Irritability      FORMCHECKBOX 
Other      Describe:       

	Suicide Potential:  FORMCHECKBOX 
No concerns   FORMCHECKBOX 
Past attempts *  FORMCHECKBOX 
Recent attempts *  FORMCHECKBOX 
Ideations only*   FORMCHECKBOX 
Continue to Eval

*Provide dates of attempts and/or ideations:     


	Homicidal Potential:  FORMCHECKBOX 
No concerns   FORMCHECKBOX 
Past attempts *  FORMCHECKBOX 
Recent attempts *  FORMCHECKBOX 
Ideations only*   FORMCHECKBOX 
Continue to Eval

*Provide dates of attempts and/or ideations:     


	

	Level of Support from Family/Friends:   FORMCHECKBOX 
Excellent   FORMCHECKBOX 
Good   FORMCHECKBOX 
Fair   FORMCHECKBOX 
Minimal   FORMCHECKBOX 
Unknown

	Religion/Beliefs to be Respected:      
Treatment coordinator: (Name and number of person who will be the point of contact regarding patient’s care)

	Miscellaneous Information:        



Please submit this form electronically (encrypted) or via fax (804-675-6818) to Pat Rudd. 

Please obtain all pertinent neuroimaging (MRI, CT scan, EEG, etc), other imaging of areas to be addressed, neuropsychological testing, psychology/psychiatry evaluations, PT/OT/Speech evaluations, etc. This information needs to be sent to and received by the 360 program team prior to admission.
For more information, please reference the following resources:

· Nurse Case Manager 
· Client’s Medical Chart

