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Queensway Place Assisted Living — Medical Assessment

This form is required as part of the application process for Queensway Place (QWP) Assisted Living and must be
completed by a qualified Health Care Practitioner.

ATTENTION: Important Information

QWP Assisted Living is NOT a Retirement Home.
QWP is staffed by non-medical personnel between the hours of 6:30 a.m. and 10:00 p.m.

Staff are unable to provide the following services:

Transfers to or from a wheelchair

Assistance with standing or ambulation

Walking assistance (including the use of assistive devices)

Dressing assistance

Bathing assistance

Medication reminders

Bill payment or other tasks requiring access to personal information, passwords, or accounts

X X X X X X X

Services that ARE provided by Queensway Place
v' Meal preparation and service in a communal dining area
v' Laundry services
v" Housekeeping services

Applicant Information
Applicant Name: Date of Birth:

Pertinent Diagnoses / Medical History:
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Cognition, Mood, and Behaviour
Does the applicant have a cognitive impairment?

O No O Yes

If yes, would this cognitive impairment prevent safe, independent living?

O No O Yes

If yes, please provide a copy of the most recent MoCA (Montreal Cognitive Assessment) or Mini-Mental State
Examination (MMSE).

Does the applicant have any untreated mental health, cognitive, or behavioural conditions that may affect other
individuals living in a congregate setting?

O No O Yes

If you answered yes to the question above, please provide details below:

Additional Information
History of tobacco use

History of alcohol use

History of other non-prescription substance use

Health Care Practitioner Information
Name of health care provider: Telephone:

Date: Signature:

Applicant Responsibility Please note: The applicant is responsible for any fees or charges incurred for the
completion of this assessment form.
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