
Sycamores Terrace Retirement Community
Phone (615)242-2412   1427 Lebanon Pike     Fax (615)254-6807

Nashville, TN 37210

MEDICAL QUESTIONNAIRE

Date:_________________________

Please have physician complete the following form regarding____________________________.
Social Security Number:_______________________

1. Current Medications:      Dosage                 Strength        Administration Times
_______________________ __________      _________     _____________________________
_______________________ __________      _________     _____________________________
_______________________ __________      _________     _____________________________
_______________________ __________      _________     _____________________________

2.Allergies:________________________________________________________________________
_________________________________________________________________________________

3. Mobility: Yes No

____ ____ Is able to walk without assistance?
____ ____ Uses cane or walker?
____ ____ Uses wheelchair? If, yes:

Permanently?____ Occasionally?____
____ ____ Can transfer from bedroom and toilet

without assistance?
Any other ambulation concerns?
____________________________________
____________________________________

4.  General: Yes No
____ ____ Free from contagious disease?
____ ____ Any history of mental illness, substance

abuse or other condition which could present a danger to
self or others?

____ ____ Any degree of dementia?
Comments___________________________
____________________________________

____ ____ Able to recognize & respond appropriately to 
emergency situations?

____ ____ Able to respond appropriately to emergency situations 
with verbal or limited physical assistance?
Any other general concerns?_____________
____________________________________



5. Personal Hygiene Assistance: 
Yes No
____ ____ Needs assistance with eating?
____ ____ Needs assistance with grooming and dressing?
____ ____ Needs assistance with bathing
____ ____ Can self-administer medications without assistance? 
____ ____ Can self-administer medications with verbal reminders and 

limited staff assistance?
____ ____ Continent?

Other personal hygiene concerns?
____________________________
____________________________

6. Does resident have or has he/she had any communicable diseases such as:

Tuberculosis____yes____no If yes, date__________ 
Hepatitis____yes____no If yes, date__________
Other____yes____no If yes, date__________

Last TB skin test and/or chest x-ray (required for admission within 30 days of move-in). 

7. Medical summary/overall assessment:

8. PLEASE LIST CURRENT DIAGNOSIS:

_________________________________________________________________________________
Physician’s Recommendation

___Can live independently with some services
___Can live in a licensed Assisted Living community where personal care needs can be met bynon-nursing
personnel
___Requires professional nursing care and observation as is provided in a licensed, skilled nursing facility

Comments:________________________________________________________________________

_________________________________________________________________________________

Physician’s Signature______________________________________

Name:__________________________________________________

Address:__________________________________________________________________________

Phone:________________________        Fax:_____________________        Date:_______________


