Independent Living Therapy Screen

Resident name:

Date:

1. lam having difficulties with or have noticed changes in the last year with the following:

[IDressing myself
OShirt
OPants
[IBra
[ISocks
[IShoes
OBelt
[1Buttons/zippers
[IBathing or showering
OShopping
CIDriving
[JReaching high/low areas
[IKeeping up with my appointments
[IWord finding
[1Change in voice
[JVolume
[ITone
[IRaspy/harshness
[IWalking
LIFearful of falling
[JUsing my assistive device:
LIJPower wheelchair

CJRollator

[IWalking to the bathroom
[IGetting in/out of the shower
[Getting in/out of the bed
[JCooking my meals/preparing food
[1Doing my laundry
[ Incontinence (controlling bowel or bladder)
[IBladder
[IBowel
[1Making my bed
LIWriting a check
[1Balancing my checkbook
L1Paying my bills on time
[I1Managing my medications
[1Swallowing
L1Appetite changes
[ILosing weight

[]Getting lost in familiar places

[IMemory
[JUnsteady LIPainful [IWeakness
[IManual wheelchair [JRolling walker

[1Other:




2. lam experiencing:

[IPain
[IShoulder LI1Elbow CIWrist LIFingers
[JBack ClHip Knee ClFeet
[1Other:
[I1Swelling
[1Hands [IFeet L1Ankles [1Other:
[IWeakness [IDifficulties sleeping [1Vision changes
[ILoss of balance [1Sleeping more than usual LTiredness
3. Inthe pastyear, | have started new medication(s): LIYES CINO
If you checked YES, list the new medications:
4. Inthe pastyear, | have fallen: LIYES LINO
Injuries? CIYES CINO
5. Inthe pastyear, | have missed appointment(s): LIYES CINO
6. Inthe pastyear, | have avoided social events,
leisure activities, or hobbies | used to enjoy: CIYES CINO
7. Inthe pastyear, | have had difficulty utilizing electronics
LIYES LINO
8. Additionalinformation | would like to share:




