FooD PREFERENCES

SENIOR CARE FORM

BREAKFAST LUNCH DINNER SNACKS

SENIOR’S NAME:

DATE OF BIRTH:

ADDRESS:

PHONE NUMBER:

SPECIAL NEEDS?

DOCTOR: PHONE NUMBER:

ADDRESS:

TV SHOW PREFERENCES

DENTIST: PHONE NUMBER: SHOW TIME

ADDRESS:

EYE DOCTOR: PHONE NUMBER:

ADDRESS:

PHYSICAL/OCCUPATIONAL THERAPIST: ROUTINE/ACTIVITIES

PHONE NUMBER:

ADDRESS: DAYTIME ROUTINE:

MENTAL HEALTH/COGNITIVE ABILITY:

[0 GREAT [0 Goob [0 FAIrR ] Poor [ DEPENDS ON THE DAY

NIGHTIME ROUTINE:
MEDICATIONS

MEDICATION DOSE TIME

FRIENDS AND PHONE NUMBERS:

NEEDS

? ?
ALLERGIES: CANE? [] YEs [] NoO WHEEL CHAIR? [] YES [] NoO

SOMEONE WITH THEM ALL OF THE TIME? [] YEs [] NoO

ORGANIZE YOUR LIFE WWW.ORGANIZE-YOU.COM




