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The personal life history of each resident is an important component of who they are and how they will respond to our therapeutic approach to care. 
Individual’s Name:				   M.I.:		 Last Name:				  
Person Completing this form: __________________________ Relationship to Individual: __________________
Names Preferences
Individual’s Preferred name: ____________________________ Nickname(s): __________________________
Name call by:
Spouse:						 Grandchildren:					
Children:						 Friends:					
Background Information
Date of Birth:		/	/	 Birthplace:							
Prior Living situation  (home, with family, etc.): _____________________
__________________________________________________________________________________________
Father’s Name:						Occupation:					
Mother’s Name:					Occupation:					
Individual’s Parents nationality and culture: _______________________________________________________
Places lived as a child:											
												
Places traveled as a child: ____________________________________________________________________
Places lived as an adult:											
												
Places traveled as an adult: ____________________________________________________________________
Individual’s Marital Status:	 Married    Widowed    Single    Divorced    Separated   Other
Spouse/significant others name(s) and occupation(s): ______________________________________________
_________________________________________________________________________________________	
Does the individual have any children?  Yes   No
Name of Child				         Status of Relationship (alive, deceased, estranged, visits regularly, etc)
_______________________________	         ___________________________________________
_______________________________	         ___________________________________________
_______________________________	         ___________________________________________
_______________________________	         ___________________________________________
_______________________________	         ___________________________________________
_______________________________	         ___________________________________________














































Other Important Family Members/Friends 	           Status of Relationship/Location
(siblings, grandchildren, special friends, etc.)		(alive, deceased, estranged, visits regularly)
  														
  														
  														
  														
  														
  														
  														    
 Individual’s level of education completed:
 Grade School       High School       College       Graduate degree      Other 
Details:____________________________________________________________________________________________________________________________________________________________________________________________

Special area of interest/study: ________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________

Former occupations: _______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________													
Significant personal accomplishments: ________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________															
The “Road not Taken”: What they wanted to do or be that was not fulfilled: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Religious/Spiritual Affiliations:										
Level of involvement:												
Types of activities enjoyed											
														
Current importance:	 Very       Moderate       Not interested						
Military Service:	 Yes       No      Branch _____________	Active Duty_______________________ Other 

Details (traumas, awards, etc.)________________________________________________________________________
Interest    Circle (C) for Current and (P) for Past 
Active			Life Skills			Social
Exercise	C	P	Cooking	C	P	Visiting 		C  P
Dancing	C	P	Childcare	C	P	Card games 		C  P
Walks	C	P	Laundry	C	P	Board games		C  P
Shopping	C	P	Gardening	C	P	Singing		C  P
Swimming	C	P	Cleaning	C	P	Dancing 		C  P
Boating	C	P	Yard Work	C	P	TV/Radio		C  P
Flowers/plants	C	P	Crafts	C	P	Movies/Theatre		C  P
Photography	C	P	Sewing	C	P	Travel		C  P
Woodworking	C	P	Reading	C	P	Children 		C  P
Dining Out	C	P	Office Work	C	P	Animals		C  P
Golf	C	P	Carpentry	C	P	Story Telling 		C  P
Bowling	C	P	Mechanical	C	P	Parties 		C  P
Basketball	C	P	Home Repair	C	P	Planning/Organizing 	C  P
Baseball	C	P	Car Mechanics	C	P	Outdoors		C  P
Football	C	P	Animal Care	C	P	Volunteering 		C  P
Bird watching	C	P	Driving	C	P	Collections 		C  P
Other 			Other			Other		
Other ______________		Other _____________	Other _____________

Please list pertinent specifics regarding any of the above (Favorite animal, exercise preference and time of day, special projects, favorite chores, etc.)
____________________________________________________________________________________________________________________________________________________________________________________________________
Enjoys music:  Yes       No		Plays an instrument/sings:	 Yes       No 
Favorite types of music/singers: _____________________________________________________________________
__________________________________________________________________________________________________

Pets (animal and name) past and present: ______________________________________________________________
Things that the resident seems to particularly enjoy or respond favorably to: ____________________________________________________________________________________________________________________________________________________________________________________________________
List the qualities about the person that you would like others to know. These qualities might include values, beliefs, rituals or achievements: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe the individual’s strengths and abilities: ____________________________________________________________________________________________________________________________________________________________________________________________________
List situations, topics, conversations and other things to avoid (triggers): ____________________________________________________________________________________________________________________________________________________________________________________________________
USUAL DAILY SCHEDULE


Please complete a daily schedule to the best of your ability for your family member based on current and/or past routines.  Include the time for getting up and going to bed, naps, bathing preferences plus any special activities on specific days (i.e. Church on Sunday) 
Example:	7:00 a.m.	Gets up and immediately has a cup of coffee (black)
		8:00 a.m.	Reads the newspaper with a bowl of cheerios and fruit
		10:00 a.m.	Dresses for the day, prefers slacks, sweater, jewelry and makeup

Morning routine (also include things like: wake up time, breakfast time, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Afternoon routine (also include things like: after lunch nap on couch, favorite show watched at 2pm, activities enjoyed, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Night Routine (also include things like: before bed ritual, lights on or off, anything to induce sleep, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Sleep Patterns:
Sleeps through the night	 Yes       No      Details:							
Frequently awakens		 Yes       No      Details:							
Gets up for toileting		 Yes       No      Details:							
Returns to sleep easily	 Yes       No      Details:							
Sleeps during the day		 Yes       No      Details:							
Usually sleeps how many hours a day?: ____________________________________________________

Vision:
Vision impaired		 Yes       No      Details:							
Uses glasses			 Yes       No      Details:							
Other conditions/concerns			      Details:							
Hearing:
Hearing impaired		 Yes       No      Details:							
Hearing aide use		 Yes       No      Details:							
Other conditions/concerns	 Yes       No      Details:							
Dental:
Have own teeth		 Yes       No      Details:							
Dentures			 Yes       No      Details:							
Other conditions/concerns	 Yes       No      Details:							

Hand dominance:		 Right       Left      	Concerns:						

Alcohol use:			 Yes       No      Tobacco use: 			 Yes       No
Details: ___________________________________________________________________________________________

Food preferences:
Favorite Foods:
Breakfast:													
Lunch:														
Dinner:														
Snacks:														

Favorite beverages:
Breakfast:													
Lunch:														
Dinner:														
Snacks:														

Please describe any additional details re: meals (favorite meal of the day, assistance needed, specific time details, etc.) 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Favorite Desserts: __________________________________________________________________________________ 
Food dislikes: _____________________________________________________________________________________
_________________________________________________________________________________________________
Food intolerances, allergies or any consistency concerns: ________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
 Care Approaches: _________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Describe any specific techniques you use in caring for this person (including methods of cueing & breaking down a task) that has been effective: _____________________________________________________________________________
_________________________________________________________________________________________________
Toileting (include preferred incontinence products & what resident calls them, night time needs, ways used to remind resident to use toilet, words residents used): ____________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Does the resident experience routine or occasional discomfort or pain?	 Yes       No
Clues that may indicate pain or illness (verbal or non-verbal): _________________________________________
__________________________________________________________________________________________

Bathing (History of showers or baths, shower water temp. preference, brushes teeth in shower, describe a process/routine that works best): ______________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Dressing & Grooming Details (shaving, oral care, hair style, like to wear earrings, etc.) __________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Safety Concerns (does the resident eat unsafe things, go out of the house, need supervision, etc.) ______________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
Other important information for care and situations to avoid (certain noises, crowds, touch, words, etc.) _________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

Additional Helpful Information: 

What provide pleasure, relaxation, and amusement? ____________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

What provides a sense of meaning and purpose? ________________________________________________________
__________________________________________________________________________________________________

 What situations or phrases calm or reassure? __________________________________________________________
__________________________________________________________________________________________________
Is there any time of the day this is difficult? ____________________________________________________________
_________________________________________________________________________________________________
Are there items that have special or significant meaning? (Purse, wallet, keys, jewelry, photos?): _____________________
___________________________________________________________________________________________________________ 
Are there unpleasant life experiences which are still recalled and of which staff needs to be aware of and sensitive to?: _____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
How would you describe the individual’s personality- past and present? _____________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Other things we should know about this individual?: ____________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
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