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Reason for Assessment:
Living Arrangement:
Home conditions:
Safety:
Hygiene:
Communication: Note: If “yes” is indicated for any form of communication other than “verbal,” explain the “yes” answer in the “Comments” section below.
Verbal
Limited verbal
Non-verbal
Gestures
Communication symbols
Facial expressions
Eye movements
Paralinguistic (sounds)
Touch
Body Language
Acting out
Head banging
Other behaviors
Numeric scale
Immunizations:
As far as you know, is the individual up to date on all immunizations?
Known Allergies/Reaction/Prevention/Action Needed (food and environmental, record medication allergies on medication sheet):
Current Medical and Mental Health Diagnoses:
Dates Diagnosed:
Previous Medical, Surgical and Mental Health History:
Dates:
Precautions and contraindications:
Airborne Communicable Disease:
Has the individual been tested for Tuberculosis (TB) in the past year?
Does the individual have any active reportable communicable diseases?
mm; or
Vital Signs:
Height:
Weight:
Pain:
Intensity (0-10 scale):
Acceptable Level (0-10):
Neurological/Musculoskeletal:
Alert and oriented to:
Memory Deficits:
Pupil Reaction:
Eyes Open:
Motor Movement:
Contractures:
If "yes," indicate the type of deficits:
Paralysis:
Syncope:
Decreased Grasp:
Seizures:
Sensation:
Sleep Aids (other than prescription medicine):
Decreased Movement:
Weakness:
Gait:
Eyes/Vision:
Eyes, Ears, Nose and Throat
Ears:
Nose/Smell:
Oral:
Throat:
Respiratory:
Respirations:
Right Breath sounds:
Left Breath sounds:
Shortness of breath:
Respiratory treatments:
Pressure/Biphasic Positive Airway Pressure (CPAP/BIPAP)
Trach
Cardiovascular:
History:
Pulse:
Edema:
Pitting:
– If "yes," indicate:
Gastrointestinal:
Diet:
Is there evidence of or a risk for malnutrition or dehydration?
Is any nutritional/fluid monitoring necessary?
Are assistive devices needed?
Does the individual have a feeding tube (G-tube, Mic-key button, PEG tube, GJ tube, etc.)? 
Is there any leakage noted?
– If “yes,” is there a skin barrier in place?
Mucous membranes:
Nausea:
Vomiting:
Bowel sounds:
Ostomies:
Mark all that apply:
Administered by:
Genitourinary:
Mark all that apply:
Shunt bruit:
Thrill:
Skin: (Ensure you fill out Form 6515, Addendum A, Braden Scale For Predicting Sore Risk in Home Care)
Intact:
– If “no,” a detailed assessment of the skin must be completed using Form 6515, Addendum B, Bates-Jensen Wound Assessment 
– If marked, explain in the “Comments” section.
Missing-Skin turgor:
Any skin conditions requiring treatment or monitoring?
Functional Abilities:  Activities of Daily Living (mark Independent, Needs Assistance, or Dependent for each activity listed).
Activity
Independent
Needs Assistance
Dependent
Recommendations
Comments
Hygiene
(bathing, shaving, nail care, hair care)
Toileting
(Assist on/off commode, toileting hygiene, empty catheter bag/ostomy bag) 
Dressing:
(Buttons, zippers, socks, shoes, laying out clothes, dressing/undressing)
Shopping
(Accompany/pick up meds and other items)
Meal Preparation:
(Cooking, cutting, grinding, servicing, warming, planning
meals)
Eating
(assistance with utensils, standby, bottle feeding)
Exercise
(prescribed therapy exercises, other)
Transfer/Ambulation
(transferring between positions, assisting with ambulation)
Cleaning:
(bed, personal care tasks, bathroom, bedroom, kitchen, laundry, folding and putting clothes away)  
Community Assistance
(arrange transportation, accompany/escort, wait at Dr. office)
Supervision:
(prevent injury to self or others, health reasons)
Psychosocial:
Key: N = Never O = Occasional R = Regular C = Continuous
N
O
R
C
Comments
(If response is anything other than never, explain)
Receptive/Expressive Aphasia
Wanders
Depressed
Anxious
Agitated
Disturbed Sleep
Resists Care
Disruptive Behavior
Impaired Judgment
Unsafe Behaviors
Pica
Hallucinations
Delusions
Aggression
Dangerous to Self or Others
Does the Individual smoke?
Does anyone in the environment smoke?
Does the individual drink alcohol?
Does the individual use recreational drugs?
Safety:
Is there an accessible emergency exit?  
Can the individual access the emergency exit?
Is there a safety plan in the case of an emergency?
Protective Devices (PD)(DBMD Only):
Does the individual use a PD?
Note: If “yes,” complete Form 6515, Addendum C, Protective Devices.
Restraint Risks (DBMD Only):
To your knowledge, are there any risks associated for this individual with the use of restraints listed below?
 If “yes,” check which risk applies and provide details below (Refer back to page 1 and 2 when answering these questions):
Is there a physician's order for a restraint?
Associated Risks: Note: For guidance for allergies or adverse reactions to psychoactive medications, refer to page 13, Medications
Does the individual have a behavior support plan at this time:
Health-Related Tasks
(The RN must refer to Addendum D: Delegation of Tasks if there are any activities below that are marked as “Needs Assistance” or “Dependent” or if the individual or Legally Authorized Representative (LAR) is unable to self-direct care and the RN determines the task
must be delegated. If the RN determines the task to be a HMA Addendum D is not needed.) 
F = Provided by family, friend or other non-waiver
P = Physician Delegated
N = Nurse
D = RN Delegated C = Consumer Directed Services
T = Therapist Delegated (only for extension of therapy) 
HMA= RN determined this task to be a Health Maintenance Activity
Activity
Independent
Needs Assistance
Dependent
Code (F, P, N, D, C, T or HMA)
Comments
Recommendations
bowel program;
wound care;
suctioning;
administration of meds;
catheterization;
tube feeding;
trach care;
extension of therapy;
RN Delegation & Tasks Not Requiring RN Delegation in Independent Living Environments with Stable & Predictable Client Condition: Professional Nursing Assessment Grid:
Assessment Criteria
Assessment Findings
*CRA = Client's Responsible Adult
Score
Ability of individual or *CRA to participate in health care decisions & to direct & manage the performance of the task
1. Individual with high cognitive functioning or CRA very willing and able to be involved in care decisions.
2. Individual with moderate cognitive functioning or CRA only willing & able to assist with certain aspects of care decisions.
3. Individual with low cognitive functioning or CRA's ability or willingness to assist with care decisions is limited.
4. Individual is comatose or cognitively incompetent, or CRA never willing or able to help with care decisions [if both individual and CRA unable to participate, cannot delegate under Rule 225 & must use Rule 224, see Rule 225.1(a)(2)].
Adequacy/ reliability of support systems available to individual or *CRA
1. Family/friends/other always available if needed & able to assist with care. 2. Family/friends/other available approximately 50% of the time or ability to assist is limited. 3. Family/friends/other available on occasion, but not on a regular/predictable basis; or ability to assist minimal for whatever reason. 4. No support system of any kind available.
Degree of stability & predictability of client's health status relative to the task(s) to be delegated or exempted
Individual's condition relative to task to be performed by unlicensed person is: 1. Extremely stable & predictable. 2. Stable & predictable 90% of the time. 3. Stable & predictable 75% of the time. 4. Rarely (25%) stable & predictable. 5. Never stable & predictable [then cannot delegate under Rule 225 & must use Rule 224, see Rule 225.1(a) (3)].
Knowledge base of individual or *CRA regarding client's health status
1. Individual/CRA: very knowledgeable about health & disease processes impacting individual& can direct Unlicensed Personnel for all tasks. 2. Individual/CRA: knowledgeable to direct care on most of individual's tasks. 3. Individual/CRA: limited knowledge of how to direct tasks. 4. Individual/CRA: no knowledge of individual's condition &/or tasks to be performed (cannot exempt ADLs/HMAs from delegation if neither the individual nor the CRA has this knowledge base.)
Ability of individual or *CRA to communicate in traditional or non-traditional methods
1. No language barriers. 2. Either Unlicensed Personnel or individual/CRA has limited command of English, or individual has mild aphasia, has intellectual disability, etc. 3. Communication factors create a significant barrier but both Unlicensed Personnel & individual/CRA willing & able to work on adapting to situation. 4. Profound communication barriers (no common language, severe cognitive impairment or total aphasia, etc.)
**How frequently will the individual's status be reassessed?
1. Reassess between 6 months  - 1 year
2. Reassess every 90 days
3. Reassess monthly or bi-monthly
4. Reassess every week or more often
Total Score
Score each criteria by its correspondence number, i.e.:"high cognitive function" = 1, comatose" =4
Level of Participation/Responsibility in Health Care Management (Must complete Option A, B, or C.)
Option A:
Health Maintenance Activity/Task(s):
Health Maintenance Activity or Tasks.
would be performed by the individual but for his/her functional disability and that the task(s) can be directed by the individual or individual's responsible adult to be performed by an unlicensed person without RN supervision.
To be answered by the Individual/LAR:
I agree to participate in directing the unlicensed person's actions in carrying out the above listed task(s) and I am willing and able to train the unlicensed person in the proper performance of the task(s).  If I'm participating as the individual's responsible adult, I will be present when the task is performed, or if not present, will have observed the unlicensed person perform the task(s) at least once to assure he/she can competently perform the task(s) and will be immediately accessible in person or by telecommunications when the task(s) is performed. 
Option B: (If selected, ensure completion of Addendum D: Delegation of Tasks if the task must be delegated.)
To be answered by the Individual/LAR:
I have participated in but do not accept responsibility for decisions about the overall management of my health care. [22 TAC §225.1(a)(2)]
I choose to designate
to manage my health care.
agrees
to
accept
responsibility for managing my health care.
Option C:
The individual uses the Consumer Directed Services option & elects to take responsibility for some nursing tasks as allowed under Texas Government Code §531.051 (e).
Option D:
The individual/LAR has agreed to take responsibility for the following task(s):
The following need(s) will be met through ongoing nursing provided through the CLASS or DBMD waiver program:
The following need(s) will go unmet:
The following need(s):
are being met by
.
Medications and Treatments:
Note: You may attach signed prescriber's orders or a verified prewritten list as an alternative to completing this page.
List all medications and treatments, including as the circumstance arises (PRN), over-the-counter (OTC), herbal and dietary supplements. 
Medication/Treatment Name
Dose
Route
Frequency
Indication
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
Have there been any recent changes in the medications?
– If "yes," explain.
10.0.2.20120224.1.869952.867557
DADS
Form 6515
01-2016
Web and Handbooks Services
Community Living Assistance and Support Services (CLASS)/Deaf Blind with Multiple Disabilities (DBMD) Nursing Assessment
	Date of Nurse's Signature: 
	Signature of Registered Nurse: 
	CurrentPage: 
	Individual's name.: 
	Assessment date.: 
	Medicaid Number.: 
	Date of Birth.: 
	Option 2 of 2, no there was not any recent changes in medications.: 
	Comments about recent changes in medications: 
	Line 12 of 12, Needs assistance from other activity: 0
	Gastrointestinal. Diet, option 8 of 8, indicate supplements.: 
	Cardiovascular comments.: 
	Eyes. Option 1 of 2, Clear.: 0
	Skin. Mark all that apply. Option 2 of 14, red.: 0
	Ears. Option 3 of 5, Right impaired hearing.: 0
	Ears. Option 4 of 5, Left impaired hearing.: 0
	Ears. Option 5 of 5, Adaptive Aid.: 0
	Skin. Mark all that apply. Option 1 of 14, normal.: 0
	Throat. Option 1 of 4, Within normal limits, W.N.L.: 0
	Nose or Smell. Option 2 of 6, Intact.: 0
	Nose or Smell. Option 3 of 6, Not Intact.: 0
	Nose or Smell. Option 4 of 6, Nose Bleeds.: 0
	Nose or Smell. Option 5 of 6, Frequent sinus congestion.: 0
	Nose or Smell. Option 6 of 6, Frequent sinus infections..: 0
	Oral. Option 8 of 8, Involuntary tongue movement.: 0
	Oral. Option 7 of 8, Toothless or Missing teeth.: 0
	Oral. Option 6 of 8, Toothless: 0
	Oral. Option 5 of 8, Dentures.: 0
	Oral. Option 4 of 8, Halitosis.: 0
	Oral. Option 3 of 8, Mouth pain.: 0
	Oral. Option 2 of 8, Difficulty chewing.: 0
	Throat. Option 4 of 4, History of choking.: 0
	Throat. Option 3 of 4, Difficulty swallowing.: 0
	Throat. Option 2 of 4, Throat pain.: 0
	Gastrointestinal. Diet, option 1 of 8, Regular.: 0
	Respiratory. Respirations, option 2 of 4, Unlabored.: 
	Respiratory. Respirations, option 3 of 4, Irregular.: 
	Respiratory. Respirations, option 4 of 4, Labored.: 
	Respiratory. Right Breath sounds, option 5 of 5, Stridor.: 0
	Respiratory. Right Breath sounds, option 2 of 5, Wheezing.: 0
	Respiratory. Right Breath sounds, option 3 of 5, Ronchi.: 0
	Respiratory. Right Breath sounds, option 2 of 5, Rales.: 0
	Respiratory. Right Breath sounds, option 1 of 5, Clear.: 0
	Respiratory. Left Breath sounds, option 1 of 5, Clear.: 0
	Respiratory. Left Breath sounds, option 5 of 5, Stridor.: 0
	Respiratory. Left Breath sounds, option 4 of 5, Wheezing.: 0
	Respiratory. Left Breath sounds, option 3 of 5, Ronchi.: 0
	Respiratory. Left Breath sounds, option 2 of 5, Rales.: 0
	Cardiovascular. Option 1 of 2, yes for pitting. If yes, indicate.: 
	Respiratory. Option 2 of 2, no for shortness of breath.: 
	Respiratory. Respiratory treatments. Option 1 of 4, None.: 0
	Respiratory. Respiratory treatments. Option 2 of 4, Oxygen.: 0
	Respiratory. Respiratory treatments. Option 3 of 4, Aerosol or nebulizer.: 0
	Respiratory. Respiratory treatments. Option 4 of 4, Continuous Positive Airway.: 0
	Cardiovascular. History, option 1 of 5, not applicable.: 0
	Cardiovascular. History, option 5 of 5, Dizziness.: 0
	Cardiovascular. History, option 4 of 5, Hypotension.: 0
	Cardiovascular. History, option 3 of 5, Hypertension.: 0
	Cardiovascular. History, option 2 of 5, Arrhythmia.: 0
	Cardiovascular. Option 2 of 2, no for pitting.: 
	Cardiovascular. Location of edema.: 
	Gastrointestinal. Diet, option 2 of 8, No added salt.: 0
	Gastrointestinal. Diet, option 3 of 8, Diabetic or no concentrated sweets.: 0
	Gastrointestinal. Diet, option 4 of 8, Mechanical soft.: 0
	Gastrointestinal. Diet, option 5 of 8, Pureed.: 0
	Gastrointestinal. Diet, option 6 of 8, Pureed.: 0
	Skin. Mark all that apply. Option 14 of 14, other. If marked, explain in comments section below.: 0
	Gastrointestinal. Diet, option 8 of 8, supplements. : 0
	Gastrointestinal. Option 2 of 2, no nutritional or fluid monitoring is necessary.: 
	Gastrointestinal. Option 1 of 2, yes assistive devices are needed. If yes, explain.: 
	Gastrointestinal. Option 2 of 2, no assistive devices are needed.: 
	Gastrointestinal. Option 1 of 2, yes the individual has a feeding tube, such as G-tube, Mic-key button, PEG tube, GJ tube, etc. If yes, indicate the type of device used.: 
	Gastrointestinal. Bowel sounds, option 6 of 7, Left Upper Quadrant, L.U.Q.: 0
	Gastrointestinal. Bowel sounds, option 7 of 7, Left Lower Quadrant, L.L.Q.: 0
	Gastrointestinal. Bowel sounds, option 5 of 7, Right Lower Quadrant, R.L.Q.: 0
	Gastrointestinal. Bowel sounds, option 4 of 7, Right Upper Quadrant, R.U.Q.: 0
	Gastrointestinal. Bowel sounds, option 3 of 7, Hypoactive.: 0
	Gastrointestinal. Bowel sounds, option 2 of 7, Hyperactive.: 0
	Gastrointestinal. Bowel sounds, option 1 of 7, Normoactive.: 0
	Genitourinary. Mark all that apply. Option 2 of 14, dribbling.: 0
	Genitourinary. Mark all that apply. Option 3 of 14, incontinent.: 0
	Genitourinary. Mark all that apply. Option 4 of 14, frequency.: 0
	Genitourinary. Mark all that apply. Option 5 of 14, burning.: 0
	Genitourinary. Mark all that apply. Option 6 of 14, nocturia.: 0
	Genitourinary. Mark all that apply. Option 7 of 14, hematuria.: 0
	Genitourinary. Mark all that apply. Option 8 of 14, stones.: 0
	Genitourinary. Mark all that apply. Option 9 of 14, stoma.: 0
	Genitourinary. Mark all that apply. Option 10 of 12, difficulty starting stream.: 0
	Genitourinary. Mark all that apply. Option 11 of 12, retention.: 0
	Genitourinary. Mark all that apply. Option 12 of 14, distension.: 0
	Genitourinary. Mark all that apply. Option 13 of 14, catheter.: 0
	Genitourinary. Mark all that apply. Option 13 of 14, dialysis.: 0
	Skin. Mark all that apply. Option 3 of 14, rash.: 0
	Skin. Mark all that apply. Option 4 of 14, irritation.: 0
	Skin. Mark all that apply. Option 5 of 14, abrasion.: 0
	Skin. Mark all that apply. Option 6 of 14, pink.: 0
	Skin. Mark all that apply. Option 7 of 14, cyanotic: 0
	Skin. Mark all that apply. Option 8 of 14, pale.: 0
	Skin. Mark all that apply. Option 9 of 14, mottled: 0
	Skin. Mark all that apply. Option 10 of 14, warm.: 0
	Skin. Mark all that apply. Option 11 of 14, cool.: 0
	Skin. Mark all that apply. Option 12 of 14, diaphoretic.: 0
	Skin. Mark all that apply. Option 13 of 14, dry.: 0
	Line 12 of 12, Independent from other activity: 0
	Line 11 of 11, supervision, option 2 of 3, Needs Assistance.: 0
	Line 12 of 12, Dependent from other activity: 0
	Line 1 of 16, Indication.: 
	Line 10 of 12, comments on other: 
	Line 19 of 19, the individual use recreational drugs, option 1 of 4, Never.: 0
	Line 19 of 19, the individual use recreational drugs, option 2 of 4, Occasional.: 0
	Line 19 of 19, the individual use recreational drugs, option 3 of 4, Regular.: 0
	Line 19 of 19, the individual use recreational drugs, option 4 of 4, Continuous.: 0
	Line 10 of 12, recommendations for other: 
	Line 12 of 12, other activity: 
	Score for Ability of individual or C.R.A. to participate in health care decisions & to direct & manage the performance of the task: 
	Score for Adequacy or reliability of support systems available to individual or C.R.A.: 
	Score for Degree of stability & predictability of client's health status relative to the task(s) to be delegated or exempted: 
	Score for Knowledge base of individual or C.R.A. regarding client's health status: 
	Score for Ability of individual or C.R.A. to communicate in traditional or non-traditional methods: 
	Printed Designee Name and Relationship: 
	Total Score of Assessment Criteria: 
	Option 1 of 2, with irrigation: 
	Option 2 of 2, without irrigation: 
	Signature of Designee: 
	Designee's Signature: 
	Line 16 of 16, Dose.: 
	Line 16 of 16, Route.: 
	Line 16 of 16, Frequency.: 



