ADULT DAY CARE OF MARTINSVILLE & HENRY COUNTY

431 Commonwealth Boulevard

Martinsville Virginia 24112

Authorization to Administer Medication

Section 54—542.65, Code of Virginia, allows a physician to designate an agent in a licensed facility to “administer drugs in accordance with the physician’s instructions pertaining to dosage, frequency, and manner of administration when the drug administered would be normally self-administered by a resident.  No physician who authorizes the administration of medication…under this section shall be civilly liable for the actions of the person administering the medication, but this provision shall not relieve such physician from liability for his own negligence.”

This applies to homes for adults and adult day care centers licensed by the Department of Social Services.

Staff members designated to administer medications, according to the directions on the prescription label, following the record-keeping procedure required by license are:

1.  RN on duty


2.  LPN on duty

3. Med Tech on duty   ___

Authorization:   Yes______ 
No______


Permission to give acetaminophen, 500 mg. PO every 4 hours, not to exceed 8 tabs in a 24 hours period, for temporary relief of minor aches and pains associated with headache, muscular aches, backache, minor arthritis pain, common cold, toothache, and reduction of fever.

Yes _______
   No________

Tuberculosis Test Report

Date of Test (s) ____________Type of Test (s)_________________Result____________

Inappropriate for test to be given: 

 Yes_____  No_____

Reason____________________________________________________________________________________________________________________________________________________

Is patient free of tuberculosis in a communicable form?



Yes_______
No_______


Provide information which is needed or may be helpful when caring for the patient at the Adult Day Care Center.







I approve enrollment in the program.

_____________________________
            
_____________________________

              Physician Signature





      Date

Information reported on this form is considered confidential and will be released only with the applicant’s written authorization.














5/2003

ADULT DAY CARE OF MARTINSVILLE & HENRY COUNTY

433 Commonwealth Boulevard

Martinsville Virginia 24112

Phone (276) 666-9400     .     FAX (276) 666-4598

Report of Physical Examination

To be done a year basis while patient is a participant at Adult Day Care
Patient Name
_____________________________
Patient Phone____________________________

Patient Address
_____________________________


City, State Zip
_____________________________

Physician Name
_____________________________
Physician Phone__________________________

Physician Address _____________________________


City, State Zip
_____________________________

Examination
Date_________________________
Vital Signs:
BP______Pulse______RESP______

Diagnosis and/or significant medical problems: Please include ICD codes for each Diagnosis__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies and/or reactions to any medications____________________________________________

__________________________________________________________________________________________________________________________________________________________________________________


Diet:

Regular__________  Low Salt___________   Low Fat/Cholesterol_________  Diabetic _________

Other____________________________________________________________________________________

A regular diet is served, no salt added, visible fat removed, exchanges made when possible, no concentrated sweets served.  Acceptable?  Yes_________ No________

Therapy prescribed:

1. ______________________________________

2._______________________________________

Do you recommend restrictions on physical activities such as exercise, walking, etc.?

Yes_______
No________


If yes, please specify. _____________________________________________________

_____________________________________________________________________________

*Is your patient physically and mentally able to exit the building in an emergency   without assistance (another person, wheelchair, walker, prosthesis, and other device)?



Yes_________ No________



If assistance is needed, specify type._______________________________________

__________________________________________________________________________________________________________________________________________________________


Medication Management: Please fax any changes to us at 276-666-4598
Medications taken by patient:

1.
____________________________________
2.
___________________________________

3.
____________________________________
4.
___________________________________

5.
____________________________________
6.
___________________________________

7.
____________________________________
8.
___________________________________

9.
____________________________________
10.
___________________________________

*Is patient capable of administering own medications? 
Yes______
No_______

