Person completing form _____________________
(signature/initials)      


SGS In-home/Telephone Screening Guide 

Initial Contact:  Patient/Family/Other ______________________________________________________________________
1. Introduce yourself (see sample script)
2. Verbal consent for telephone/video check in call:      Yes      No   
3. Have been to/received a call from any other geriatric service or/Memory Clinic (name)___________________________
4. Inform patient/family:  Information may be requested from/provided to primary care provider and/or pharmacy.
	Surveillance screening (COVID-19) - Complete the self-assessment screening tool: covid-19.ontario.ca/self-assessment
· Screen for atypical symptoms that may suggest COVID-19 in older adults (e.g. change in mental status, new falls, new GI symptoms).  Fever may be blunted or absent.  Redirect to primary care if further screening may be required.



	Potential for isolation
	Yes
	No

	Are they living alone?
	
	

	Have family/friends checked on them recently?
	
	

	Is there somebody that can check on them?
	
	

	How often will they be checked on?_________________________________
	
	

	Has there been any significant change to their routine? E.g., not going out to usual programs?
	
	

	Do they currently receive personal support?
	
	

	Has there been any change to their personal support schedule? (increase/decrease)?
	
	

	Do they have all of their current medications that they require?
	
	

	Do they have a plan in place in the event they run out of medication?
	
	

	If they had assistance with medication administration, do they still have that assistance?
	
	

	Do they have enough groceries or a way of obtaining them?
	
	

	Any acute medical issues?

	
	Worsening of existing medical conditions

	
	Falls

	
	Medication management

	
	Sudden increase in confusion                                                                  Hallucinations

	
	Distinct, sudden change in usual behaviours

	
	Uncontrolled Pain                                               Use of controlled substances  that require Direct Observed Therapy (yes/no)


	
	Mental health issues/substance use                                                                                 Methadone D.O.T. (yes/no)

	
	Change in capacity/function?

	Other: Do you currently have any other concerns about their wellbeing? (Describe)
____________________________________________________________________________________________________
If there were any social concerns -Would we have your consent to pass your information on if a community resource might become available (e.g., to help with food, medications etc.) (Yes/No)

	Current care partners/supports involved:
Family/Others ____________________     Primary Care Provider ____________________     HCC ____________________
Addictions  -  Alzheimer Society  -  Canadian Hearing Society  -  Day Program   -  Friendly Visitor -  Meals on Wheels  -  Mental Health  -  Palliative Care  -  Private home supports  -  Safety Alarm  -  Transportation  -  Veterans Affairs  -  Other

	Technology to support virtual interventions/monitoring:
High-speed Internet: yes/no   Email: yes/no   Describe technology (e.g. laptop, tablet, webcam):_______________________
Cellphone: yes/no   Data plan: yes/no  (smart phone or other):__________________________________________________
Remote monitoring (e.g. lifeline, community paramedicine, smart home): 

	Response - Priority:   Urgent     Not urgent
Identified Need:  ___________________________________________________________________________________
Linkage with resources:  yes/no (describe)__________________________________________________
Team follow-up:      yes/no                    Location (circle): clinic/ home/ video/ telephone
Physician (Geriatrician/Psychiatry/ Neurology/Other) telephone/virtual visit required:  yes/no 
Physician name:                                                             Contact:



 Follow-up Date:  ________________________  Team Member Name:  _________________________________________  Mar 27, 2020 v6

