


Doctor, please read carefully and initial each of the following only if appropriate: 

The individual's behavior does not pose a danger to self or others. 

The individual is able to participate in supervised food preparation activities at will. 

The individual DOES NOT need 24 hour RN or LPN supervision (as in a skilled nursing home or 
hospital). 

Based on the type of care the staff of an Assisted Living may legally provide, the individual's needs can 
be met in an Assisted Living Community for adults that is not a skilled nursing home. 

Considering the cognitive limitations, it is my opinion that this individual requires a secured (locked) 
Dementia care unit. 

Individual is free from signs and symptoms of infectious skin lesions, and diseases that are capable of 
transmission to other residents through normal resident to resident contact. 

Individual is able to safely maintain and control security common of household cleaning chemicals and 
personal grooming supplies in own room/apartment. 

Individual is able to safely maintain over-the-counter medication in own room/apartment and may self
medicate OTC's at own discretion. (Order to be renewed every 6 months). 

Weight: ______ Temp: _____ B/P: _____ P: _____ R: _____ 

Hospital Preference: ____________ Nursing Home Preference: __________ _ 

Funeral Home Preference: 
------------

STATE REQUIRED FOR ADMISSION TO ASSISTED LIVING COMMUNITY 
Date 1st Step-PPD Given: ____ Date 1st step PPD read: _____ Results of 1st step PPD: _____ _ 

2nd STEP TO BE DONE AT LUTHERAN HOMES OF SC COMMUNITY: 
Date 2nd ste PPD ·ven Date 2nd ste PPD read: Results of 2nd ste PPD: 

X-Ray resultsif resident known posijive: ___ __;_ ________ (Attach report as necessary). 

I understand that assisted living residences are built to accordance with modem life safety and disability construction codes and fire protection 
requirements. In my opinion, this individual is capable of self-preservation with minimal human assistance (no more than l person) in an emergency 
involving the immediate evacuation of the facility. 

Physician's Printed Name:--------------'-------------------

Physician Signature:-----------------------------------

Address: ----------------------------------------

Tele hone: Fax: Date Si ned: 

Please return report/information to: 
Community Name: the Heritage at Lowman Contact Person: Admissions Coordinator 

Address:201 Fortress Dr., Chapin, SC 29036

Phone: 803-732-3000 Fax: 803-781-0292 








