Cascadia Behavioral Healthcare

Crisis / Respite Health Screening Form

Client Name:

Client ID:  


A health screening, or a waiver of the health screening, is required for admission into Crisis / Respite Services.  Oregon Administrative Rule 309-035-0175(2)(c)(A)-(C) states:  “For individuals experiencing psychiatric or medical distress, a health screening shall be completed by a Licensed Medical Professional or other qualified health care professional prior to the resident’s admission.  The health screening shall confirm that the individual does not have health conditions requiring continuous nursing care, a hospital level of care, or immediate medical assistance.  The health screening criteria may be waived for individuals admitted for Crisis / Respite Services who are under the active care of an LMP or other qualified health care professional if it is the opinion of the attending health care professional that the Crisis / Respite placement presents no health risk to the individual or other residents in the facility.  Such a waiver must be provided in writing and be signed and dated by the attending health care professional.  For each Crisis / Respite resident who continues in the facility for more than seven consecutive days, a complete health examination shall be arranged if any symptoms of a health concern exist.  A separate form will be required and filed in the resident’s chart.”

Please check ONE of the following boxes:

 FORMCHECKBOX 

The above named individual has been given a health screening, and is appropriate for admission to Psychiatric Crisis/ Respite Services. I confirm that they do not require continuous nursing care, hospital level of care, or immediate medical assistance.
 FORMCHECKBOX 


 FORMCHECKBOX 

I hereby waive the health screening for this individual under my care. Crisis / Respite placement presents no health risk to the individual or other residents. The above-named individual is appropriate for admission to Psychiatric Crisis/ Respite Services.
Brief Medical History

Does client have any history of:
 FORMCHECKBOX 


 FORMCHECKBOX 
 Seizures?

 FORMCHECKBOX 


 FORMCHECKBOX 
 Falls?

 FORMCHECKBOX 


 FORMCHECKBOX 
 Urinary or fecal incontinence?
Can client ambulate independently?
 FORMCHECKBOX 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 


 FORMCHECKBOX 
 No

If diabetic, can client manage the condition on their own?
 FORMCHECKBOX 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 


 FORMCHECKBOX 
 No

 FORMCHECKBOX 


 FORMCHECKBOX 
 N/A

Will client be bringing any durable medical equipment (DME) to Respite?
 FORMCHECKBOX 


 FORMCHECKBOX 
 Yes (Please list)

 FORMCHECKBOX 


 FORMCHECKBOX 
 No

Please confirm the following:
Please check the box to confirm that Respite staff will administer medications following medication orders available in EMR or sent with referral. (Clients cannot self-administer medications.)
 FORMCHECKBOX 


 FORMCHECKBOX 
 Confirm
Signed Medication Orders

Invalid Without A Signature From a Licensed Medical Professional

Medication Allergies:  (must be filled out prior to admission)

Signed Current Medication Orders: (All medications, scheduled or PRN:  We cannot supervise administration of a medication without a signed order. All somatic medications must be current within 6 months of admission; all psychotropic medications must be current within 3 months of admission.

** Please check, YES or NO, for the following:  (a box on each line must be checked)
YES / NO (Mandatory for referral completion)
 FORMCHECKBOX 


 FORMCHECKBOX 

    FORMCHECKBOX 
The client has permission to take all medications in their possession at time of discharge from Respite.
 FORMCHECKBOX 


 FORMCHECKBOX 

    FORMCHECKBOX 
The client has permission to take medications out of facility (pack-out) while enrolled in Respite Services.
 FORMCHECKBOX 

Please list any major medical issues, current medical concerns, and health behaviors of focus, if known:


Is client vaccinated for COVID-19? (Will not affect admission eligibility.)


 FORMCHECKBOX 
 Fully
 FORMCHECKBOX 
 Partially 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Unknown
____________________________________________                         _________________________________________
Licensed Medical Professional Signature                                                                            Date

____________________________________________                           _________________________________________

Licensed Medical Professional Name (Printed)                                                      Name of Facility 


















In the last 24 hours have you had the following medications and/or symptoms?








Symptom/ Medication�



YES�



NO�
�
Acetaminophen/Ibuprofen for fever or suspected fever?�
�
�
�
Cough Suppressants�
�
�
�
Fever�
�
�
�
Sore Throat�
�
�
�
Cough�
�
�
�
Shortness of Breath�
�
�
�
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