KAHL HOME ASSISTED LIVING
6701 JERSEY RIDGE ROAD
DAVENPORT, IA 52807
THIS DOCUMENT IS REQUIRED PRIOR 
TO MOVE-IN TO KAHL HOME ASSISTED LIVING.
Release Statement - To be completed by Applicant / Resident / Legal Representative:

I, 






, hereby authorize and direct my Physician,







, to completely and fully answer all of the questions under “Physician’s Statement” below as part of my application for residence at:
Applicant / Resident / Legal Rep. Signature


Date
Print Applicant’s Name




SS#





Address:













City:





State:

 Zip Code:



Telephone:





Other:





Physician’s Name: 











Physician’s Address: 










City:





State:

 Zip Code:
________
Telephone:






Fax:
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Physician’s Statement (to be completed by your physician)

Your patient __________________________________has applied for residency at 
KAHL HOME ASSISTED LIVING

.

Each resident will receive a full package of services:  3 meals daily, housekeeping weekly, and personal care service, i.e., assistance with bathing, dressing, medication reminders (up to 45 minutes per day, as needed), emergency response system and service coordination.  Please know that your patient will live independently and must be self-reliant.  If any of your responses need additional space, please provide the information on a separate sheet.  

This completed form must be returned or faxed back to the address listed above to complete this person’s application.  Thank you for your assistance.  

Residence: 
Kahl Home Assisted Living


  
Contact:  Resident Service Coordinator
Address: 
6701 Jersey Ridge Road 







 
City:  Davenport




   State: IA
    Zip Code:
52807

Telephone: 
563-324-1621



   Fax:
 563-324-1723


Page 2

Kahl Home Assisted Living
6701 Jersey Ridge Road
Davenport, IA 52807
Please indicate primary diagnosis: 









Significant past medical history: 









Present cognitive status (including by way of example and not limitation) confusion, long and short-term memory, depression, etc.:  



















______________________________________________________________
Is applicant oriented to:
Time:

    Place:________    Person:________


Please describe any behavioral concerns, which might help us in our service planning:

_______













Present psychosocial status:



































Present physical health status:
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KAHL HOME ASSISTED LIVING
6701 Jersey Ridge Road 

Davenport, IA 52807
Current medication(s):











Any known drug reactions:










Is Applicant able to follow your prescribed medical regime(s):  Yes______ No______

If no, please explain:










TB Test:   Yes: ______ No: ______   Date: _______________ 
Result: _____________________

Immunization Status:









                                                                  

Please describe any sensory impairments:

Vision: 













Hearing: 
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KAHL HOME ASSISTED LIVING
6701 Jersey Ridge Road

Davenport, IA 52807

Neuropathy: 












Blood Pressure Reading: 











Has the Applicant suffered from any illness during the past five years that would impair his/her health physically?  Yes: ____ No: ____ If yes, explain:




______________________________________________________________
Cognitively?  Yes: ____ No: ____   If yes, please explain:





Psychosocially?   Yes ____ No ____   If yes, please explain:




Hospitalization(s) during the past five years?  Yes: ____ No: ____ If yes, explain:

Is the Applicant on a special diet?  Yes: ____ No: ____ If yes, please explain any dietary 

restrictions and how we might comply:




















______________________________________________________________
Please indicate the Applicant’s need for assistance with activities of daily living:

______________________________________________________________
Will the applicant need either of the following assistive devices?

Walker:    Yes____   No____


Cane:    Yes____   No____
            02_____     CPAP____  BIPAP
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KAHL HOME ASSISTED LIVING  
6701 Jersey Ridge Road

Davenport, IA 52807
 Please identify any other special needs the Applicant may require, and how they might be accommodated:





















 
Has the Applicant had any of the following diseases or disorders?  
Please circle yes or no.  
If yes, please provide any additional information, which will aid in our service planning for the Applicant.

Heart Disease:  Yes   No   



    Infarcts:   Yes   No  


Angina:  Yes   No   




    Stroke:   Yes    No   

Emphysema: Yes   No   



    Paralysis:   Yes No 


Diabetes:   Yes   No   




    Epilepsy:   Yes   No  

Cancer:   Yes    No    




    Hip Fracture(s) Yes No  

Urinary Problems:  Yes   No   


    Incontinence:   Yes   No   


Hernias:   Yes    No   




    Arthritis:   Yes   No  


Allergies:   Yes   No 




    Skin Conditions:   Yes   No   
Hemorrhages:  Yes   No 



    Aphasia:   Yes   No   

Communicable Disease:   Yes    No  




Musculoskeletal impairment:   Yes    No







Additional Comments:






















_____



 ACTIVITIES OF DAILY LIVING EVALUATION

                                            (CHECK WHERE APPROPRIATE)
	TASK
	INDEPENDENT
	1- PERSON
	2- PERSON
	TOTAL CARE

	Ambulation
	
	
	
	

	Bed-Chair
	
	
	
	

	Climb Stairs
	
	
	
	

	Dressing
	
	
	
	

	Bathing
	
	
	
	

	Eating
	
	
	
	

	Toileting
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KAHL HOME ASSISTED LIVING  
6701 Jersey Ridge Road

Davenport, IA 52807

Covid Diagnosis: ___Yes   Date: ____________   or ___No 
Covid Test Date: ____ Result_________ Attach Copy of Results ___ Yes ___No

Covid Immunization: Received ___ Yes___ No   Date(s) Received______1st _______2nd  Manufacturer of Covid Immunization_______________________________________
Booster Dates/ Received/Manufacturer_____________________________________
_____________________________________________________________________
___PT   ___OT ___ST to evaluate and treat (part B Medicare) ____YES   ____NO

Physician Order to Admit to Kahl Home Assisted Living _____ YES  ____NO 

Hospice_____YES  ____NO 

 Hospice Provider ______________________________________________________

 Hospice Provider contact information: ____________________________________________________________________________________________________________________________________________

Primary Physician’s Name:







_______
Primary Physician’s Signature:





Date:_____________
Please return this completed form to: 






__
Title: 












__
Residence:











__
Phone:






 Fax:




__
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Pre-Admission


Physician’s Assessment





Pre-Admission


Physician’s Assessment


Applicant’s name			





Pre-Admission


Physician’s Assessment


Applicant’s Name			





Pre-Admission


Physician’s Assessment


Applicant’s Name			





Pre-Admission


Physician’s Assessment


Applicant’s Name			





Pre-Admission


Physician’s Assessment


Applicant’s Name			








