
Rochester Regional Skilled Nursing Pre-Admission Medical Report 

Unity Living Center, Edna Tina Wilson, & Park Ridge Living Center Admissions: Phone (585)-723-7549 Fax- (585)-723-7998  
 Hill Haven Admissions-: Phone-(585)-922-1113 Fax- (585)-922-5174 
Clifton Springs/DeMay Living Center Admissions: (315)-462-0316 Fax (315)-462-0561 

To be completed by MD- (Electronic Documentation including the following acceptable with signature) 

Your Patient (Name) _________________________________________________________________ 

Is seeking admission to (Facility)     _________________________________________________________ 

Physician’s Name: ______________________________________________________________________  

Address: _____________________________________________________________________________ 

Phone Number:  (_____) _________________________________ 

Current Medical Diagnoses: 

 

 

 

 

Allergies:  _____________________________________________________________________________  

Diet:    _______________________________________________________________________________ 

Advance Directives: ____________________________________________________________________ 

Medications and Indication:  

 

 

 

 

 

 

Past Medical History: (Hospitalization, surgery, significant illness-include dates) 

 

 

 



Rochester Regional Skilled Nursing Pre-Admission Medical Report 

Unity Living Center, Edna Tina Wilson, & Park Ridge Living Center Admissions: Phone (585)-723-7549 Fax- (585)-723-7998  
 Hill Haven Admissions-: Phone-(585)-922-1113 Fax- (585)-922-5174 
Clifton Springs/DeMay Living Center Admissions: (315)-462-0316 Fax (315)-462-0561 

Problem precipitating Nursing Home application: 

  

 

 

 

PPD Status: _________   Pneumovax: _________  Tetanus: __________  Years: _______ 

Smoking History: Yes No If yes, Pack Years    

Alcohol History: 

Other: 

Significant Physical Findings: 

Recent Labs, X-Rays, (within last six months): 

BP _________ WT __________ HT _________ 

Mental Status: 

Alert: Yes   No    

Oriented to: Person __________ Place ___________ Time_________ 

Dementia: Yes ____________   No _________ 

Depression: Yes ___________ No ___________ 

Behavioral Problems (Describe) __________________________________________________________ 

Psychiatric Diagnosis:  __________________________________________________________________  

Other Information: _____________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Last Date Seen: __________________________________  

Signature:   _______________________________________Date:   ______________________________ 


