VILLA SCALABRINI

RETIREMENT CENTER & SPECIAL CARE UNIT
10631 Vinedale Street, Sun Valley, California 91352-2899
(818) 768-6500 « FAX (B18) 768-0684
www.villascalabrini.com

Dear Doctor,

Attached is the Physician’s Report (LIC 602A), which is a State Licensing form that is required in our
setting.

Please note in Section 14 (Mental Condition) the guestion “Unable to Leave Facility Unassisted” refers to
the mental condition of the resident, not their physical limitations.

Please note in Section 16 (Medications)

If the resident will be residing in our secure memory care unit; we will be providing all assistance
with medications.

For residents residing in assisted living who wish to handle their own medications, we conduct a
comprehensive assessment to determine if the resident is capable of handling all aspects of self-
administration without the assistance of family or resident spouse. Please indicate your opinion
an their ability to perform these functions.

Thank you for your assistance. Please contact me if you have any questions.

Best regards,

/’“*Mu/ M g&tu@a&

\.A:a’ura Mesrobian
Director of Admissions
laura@villascalabrini,com
B18-76B-6500 ext, 228

Retirement Center Lic. #191201168 - 5.C.U. Lic. #920000120
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Medication Clarification

RETIREMENT CENTER & SPECIAL CARE UNIT
10631 Vinedale Street, Sun Valley, California gi1352 - 2899

RESIDENT’S NAME:

Physician Name:

VILLA SCALABRINI
Physician’s Orders for Routine Orders and annual flu shot

* Record PRN orders on separate form *

Physician Signature:

PHYSICIAN VERIFICATION:

O May substitute generic equivalents

O | approve the below medications

O Do you authorize the annual flu shot
=) May this resident consume alcohol?

ALLERGIES:

Phone Number:

Date:

MEDICATION

DOSE

FREQUENCY

ROUTE SPECIAL INSTRUCTIONS

|

Staff"s Name/Title:

Signature:

License #:

Date:




e VILLA SCALABRINI

%"f RETIREMENT CENTER & SPECIAL CARE UNIT
10631 Vinedale Street, Sun Valley, California g1352 — 289y
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Title: PRN Medication Ability Determination
VILLA SCALABRINI
PRN MEDICATION ABILITY DETERMINATION & MED VERIFICATION
| DATE & TIME; ) PAGES INCLUDING COVER PAGE: # '
T, h ‘ FAX #: — TEL #-
FROM: FAX 4 TEL #:

Villa Scalabrini ussists this resident with their medications. This nssistance is provided by oor Médication Techriicinng, whis see ot
licensed prolessionals, but whe are trained to assist residents with their medicnion(s), The State of California requires that residents wh
receive assistance with their PRN medication be evaluated for their abitity to parficipate in managting theie PRN medications, Please check
the approprote description below for your paticnt.

NAME OF RESIDENT: Room #:

CJ This resident ean determine and communicate his/her need for prescription and non-prescription PRN
medications. Instructions for all PRN medications are:
Medicarion fownct Dioyage Houto Spectfic aviploms fis dio Mirimum Wy between dises Ml dijes’ 24 iy

[ ihis resident cannor determine his‘her need but can clearly communicate hisiher svmptoms, which enables

Villu Scalabrini staff 1o assist with only non-prescription PRN medications according to my written directions.

For prescription PRN medications, | understand that Villa Scalabrini staff must contact me to receive direetions
before each dose is given. Instructions for non-prescription PRN medications are:

Medivation et | Mrangy Riwte Speciiic syiploms for ose Mlmmam by botween dosey Maximum dosgs’ 24 s

[ s restdent cannof determine or communicate symptoms mdicating his/her need for PRN prescription and
non-preseription PRN medications. | understand that a Villa Scalabrini staff member will contact me to receive
directions before each dose is given. Instructions for these PRN medications are:

Medjcmtiom Tosmet | omugze Rt Spetilie sympioms for use ebimirmam hrs between doses Mommmum doses’ 29 b,
Phvsician Name Phone Number
Physician Signature Lic. # Date

Comfidentiality Metyce: The infiormditon contemed o thix Jax camd vy -aattaschamenir iy be Tormudty poetividegsed e Comfickentiod FEyo e et oo inifemckesd
rwitpraed, vou are fere i motgficd it oy dixseminetion, dorrbation o eopisg of i dovimmient ity protubired. (fvow have roceived this fax in
CRRiE. pilinse Ritily the serder o pormanently destray thee fox and v utrachmenty dpmannsiluntedy, Yena shondd woi vefemn “'é-'.'l-' o ekt i fux ar i
iRty fise ey e, sar disclose all or Gy et of the comtesey fo any othr PERSON O entiry

Henlth Services Policles and Procedures )
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Diet Clarification Request

VILLA SCALABRINI

RESIDENT'S NAME:

Your patient resides in an assisted living community. The following diets are offered in this setting.
Please check below next to the diet vou choose for your patient to follow:

No dietary restrictions at this time

No added salt

Controlled or consistent carbohydrate (for diabetic management)

Altered texture (specify):

Resident may consume alcoholic beverages

Diate:

Physician Name Lic. #

Physician Signature

Address & Telephone Number

Henlth Serviees Palicies and Proceduores



