
 
 

 

PHYSICIAN’S REPORT CHECKLIST 

Family Member: completes participant information & authorization sections on cover page 
 

PCP/MD: Required to complete ALL sections 
 

▪ Cover Page: Indicate capacity, physician name, signature, date (required) 
 

▪ Page 1: 
✓ Diagnosis/Conditions (any & all that apply) 

Physical Examination 
✓ Medication Profile (must include medication, dosage, route & frequency) 

PRINTED LIST PREFERRED 
✓ TB Screening (required) 

▪ If PPD test, it must be done < 90 days from start at Town Square® 
▪ If QuantiFERON test, it must be done < 1 year from start at Town Square® 
▪ If CXR, it must be < 4 years from start at Town 

Square®  
 

▪ Page 2: 
✓ Please answer questions 1 - 6 (top of page) 
✓ Standing Orders (strike through any that are not approved)  
✓ Vital Parameters, if other than stated 
✓ Diet Orders (required) 
✓ Request for Adult Day Health Care instructions 
✓ MD information, signature & date (bottom of Page 2) 

 
 
 
 
 
 

PROVIDING A COMPLETED PHYSICIAN’S REPORT WILL AVOID ENROLLMENT DELAYS. 
 

Your assistance is appreciated. 
 

Thank you! 



PHYSICIAN’S REPORT FOR PARTICIPANT TO ATTEND ADULT DAY HEALTH CARE (ADHC) 
 

CENTER NAME 
George G. Glenner Alzheimer’s Family Centers, Inc.® 

TELEPHONE 
(619) 420-1703 

ADDRESS CITY ZIP CODE 

2765 Main St., Suite A                                                Chula Vista                                    91911 
LICENSEE’S NAME 
George G. Glenner Alzheimer’s Family Centers, 
Inc.® 

TELEPHONE 
(619) 420-1703 

STATE OF CA DEPT. OF PUBLIC HEALTH LIC. 
NO. 
060000575 

PARTICIPANT INFORMATION (To be completed by participant’s representative) 
NAME DATE OF BIRTH 

/ / 
AGE SOCIAL SECURITY NUMBER 

AUTHORIZATION FOR MEDICAL RELEASE OF MEDICAL INFORMATION 
(To be completed by participant’s legal representative) 

NAME TELEPHONE 
( ) 

ADDRESS CITY STATE ZIP 

PERSON RESPONSIBLE FOR THIS PERSON’S FINANCES SIGNATURE DATE 

 
 
TO BE COMPLETED BY PHYSICIAN  

 

CAPACITY TO MAKE AND UNDERSTAND DECISIONS (Check Applicable): 
Has the capacity to make and understand decisions 
Does not have the capacity to make and understand 
decisions Has fluctuating capacity 

 
NAME OF PHYSICIAN SIGNATURE DATE 

 
 

INSTRUCTIONS TO PCP: 
1. Please complete ALL sections. Current Medication List and H&P from EHR may be attached. 
2. Current TB Test or CXR is required (within 90 days of admission). 

 

PLEASE RETURN THIS REPORT VIA FAX TO: 
Enrollment Department 

Office: 619-420-1703 | Direct: 619-349-5881 
Fax: (619) 420-0196 

 
 

Rev. 9/19/23 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

MEDICATION PROFILE (Complete or May Attach EHR) 

PHYSICAL EXAMINATION (REQUIRED) 

PRINTED LIST PREFERRED 



(This Page Left Blank on Purpose) 

 
 
 

                          DO NOT RESUSCITATE ORDER ON FILE?    YES       NO 

Systolic Blood Pressure: 100 - 160 

Diastolic Blood Pressure: 50 - 100 

Pulse: 50 - 110 

Random Blood Glucose:  90 - 250 


