PediCare Home Assessment Form

Patient Name: ________________________________________
[bookmark: _GoBack]Parent/Caregiver Names: _____________________________________________________
Address: _______________________________________________________________

Circle yes or no to indicate if the patient’s home has the following:
	Electricity
	Yes          No

	Running hot & cold water
	Yes          No

	Air Conditioning/Heat
	Yes          No

	Smoke Alarms
	Yes          No

	Bathroom accessible to nurse
	Yes          No

	Patient’s own room or designated space
	Yes          No



Please list everyone who lives in the home: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Is the home safe for the patient and an in-home nurse?   Yes     No
Does anyone smoke inside the home?  Yes     No
Has anyone in the home been convicted of a crime?   Yes     No
If yes, was this a violent crime?   Yes     No
Is anyone in the home on house arrest?   Yes     No
Do the parents/caregivers agree to have PediCare licensed nurses in the home to provide care to the patient as directed by the patient’s physician?     Yes     No

Signature/Date ________________________________________________________
