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Date: 09/04/2025 01:54:38 AM

To:

Subject: Patient Document

Fax Number: 702-648-1408

To Company:

From Name: Ballesteros, Giselle

From Company: CENTERWELL-WEST CHARLESTON
From Facility: CENTERWELL-WEST CHARLESTON
Support Contact:

Number of Pages(s): 9

The documents accompanying this telecopy transmission
contain confidential information belonging to the sender
that may be legally privileged. The information is intended
only for the use of the individual(s) or entity named above.
If you are not the intended recipient, you are hereby
notified that any disclosure, copying, distribution, or taking
of any action in reliance on the contents of this telecopied
information is strictly prohibited. If you have received this
telecopy in error, please immediately notify us by
telephone at the number above to arrange for return of the
original document to us. Thank you.



Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943

Aduld Day Care Center gf Las Vegas Adult Day Care Conter of Henderson
901 H, Jones Boulevard 1201 Hevads Siste Drive
Las Vegus, NV 59108 Henderson, MY B9002
T52.648.3425 T02,368,2273
Far: 702 .648, 1408 Fox: T02.243,2273
Patient’s Name

This client may have the following at Adult day Care Centers of Las Yegas and
Henderson {Please check all that apply.)

' %wt&minapﬁ&{} 500 mg 1-2 tabs every 4 hours prn pain. Not to exceed 3000 mg
in 24 hours.

Maalox antacid suspension 30 co up to 4 times daily pen acid indigestion,
\./ “heartburn, gastric discomfort.
o Bismuth subsalicylate 30 cc every hour prn gastric discomfort, nauses.

~ (A Antibiotic ointment with dry sterile dressing prn minor skin wound. Notify
y  physiclan if no improvement after 7 days.

1 Nevada Senior Services Nursing staff may administer 2-step Th test Upon new
admissions and 1 step annually thereafter,

\// \;fil/l; Eval and ;Mw%ffs needed.
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Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943
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To the caregiver of Barbara Grigsby

e

Adult Doy Core Conter of
Fhraddersun
F201 Novada State Drive
... S Henderson, NV 9002
5 (7023308 2275
A FAX: (7023 2432273

,
M

Barbar is due for her Annual physical & /TB kest, Her physical is due by 8/27/2025. Barbara
needs this physical & TB test completed by &/22/25. If unable 1o have physical 78 test
completed, Barbara may be required not io attend until the physical and TB test are completed
due to our protocel guide lines. Ploase email physical when completed to the rursing email

above. We appreciate your prompiness with

Document: 2025-09-04 ADULT DAYCARE

this matter,

Thank you,

Nursing Statf
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Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943

A{fztﬁ Day Qare {enser of Headerson
1201 Nevada 5&;}&? Drive
Henderson, KV 89002
7(}2,3&%.22?3
Faw: FO2.243.7273

Adult Day Care Center of Las Vegas
901 M. Jones Boulevard
Las Yegas, NV 89108
707.648.3425
Fax: 707.648.1408

MEDICAL EVALUATION
MAUST.BE FILLED (N BY PHYSICIAN ¢

Date of Requesi: % I /25 Request Type [ Initial/New &Qaaﬁnuing LIRevised
NOTES

SECTIONI: RECE??ENT IW()%%}ATION
Recipient Name: H;(""’"”"' LTy ' ate of Birth: 1.5 -

;)‘ nt Nam F aﬂ ) (?mq D f;f}a eth D:ﬁ 91—?\5
Recipient Medicaid 1D: G\ | Phone: »}QI ?;4?« Q’Z? )
Matling Address: %’?ﬁ w-‘“&w %?nga dvive
Current Rcwécﬂm m' Independent Living U] Group Care/Assisted Living T Other

SECTION Il: ADHC FACTLITY INFORMATION
Name: Adult Day Care Center of Las Vegas NPL: 19114 31@?,‘“2,

Phone: 702-648-3425 FAX: 702-648-1408
Physical Address: 901 N. Jones Bivd., Lus Vep g;as NV 89108

Name and professional title of the person completing scotions I, 11, 1T of this For

Name: Les Jacobs Titie: CEFO f
- Contact Phone: ?i}E-M&»E‘%AS iiiiiiiii i Contact F ax: 702-648-1408
t
SECTION LL: REQUESTED SERVICE
Requested Begin Date of Service: ¥ f 1262 5 Requested End Date of Service
(Must be last day of Monthy: 6~ 2 \- 26026
Requested pumber of days per week: ;j Total Usnits Reguested: 1D-160 Code: Lo

Choose One: %%51 82¢ Attends 6 o7 more hours per day L'} 85100 {Attends less than 6 howrs per day) or varies
between less than and more than 6 bours per day

SECTION IV: RECIPIENT VERTFICATION AND SIGNATURE

! am choosing to attend on Adult Day Hedlth Care Jacility. If there is more than one Jacility in my area, Dvarify that 7
have been offered a choice of facilities.

I, o1 1y legal repmscutmwzé was invalved in the formulation of the service plan,

R&’%xpxent&iguamr% ZM R 7
L %5 o g4 z&%ﬁ%ﬁ ﬁ ;;’ 7 / QL/ ]
i‘p
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Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943

SECTION V: UNIVERSAL NEEDS ASSESSMENT 1 PHYSICIAN, PRN OR PA EVALUATION Note to
- physician’s effice: Unless instructed 1o do otherwise, please returms his fomm to the fagitity or 1o the patient andfor care

provider, » o
Date of Examination: 0% / 9 ;2 {3’3 4 m:wwac(r Nume: R@f’ f{"" o M ¢ ngﬁrﬁ : %,

Address of Asceseor: ‘%ﬁi c,, @Q ﬁm'tiﬁ'ff* E?XV( E/a \JQ‘??@ ?g} <g’ C’t {}"‘i‘}
Contact Phone: }gg 32% @‘% é‘;’?‘ t FAX Number: %% /’}(‘ﬁ gp@ Wpl i,@@ }L}lfb f‘g}

- Assessor is a (check one) [ Physician ;&’ ‘Advanced Practive Registered Nurse [ Physician’s Assistant

_Assessor’s State Board Medical or Nursing or Medical Examiner Livense Number:
Recipient's Vital Signs: Blood Pressure 38/ 37 Pulse: 35 Raﬁpimt%ng {‘Z Temperature: ¥ 1 Y

- Recipient’s Height _ (3% s‘mgi{\gj; Reeipient’s We,;gﬁz 5 f«;

“Fuberculosis (TB) Screening: 113 testing 55 annually, The initial test must i;t, 2-step or the 1-step

Quantiferon Gold. For continued serviees the apnual test may be 2-step or either of the single test
options. (See Nevada Administrative Code (NAC) 4414 380 and NRE 441A.120)

Option 1: 2-Step 1B Skin Test:  [1Yes  [3To
TH Skin Test First Step

Arm Used: o Dawe/Time Given: _ Diate/Time Read:
GivenBy: ReadBy: - Results;
TR 8kin Test Second Step
A Used: Date/Tine Givery . Date/Time Read:
Given By: o ReadBy: Results:
Enter the Lot # and Expiration Date if the TB testing was done in the physician's office:
Lot # Yrplration Date: .
Lot#: _ Exphation Date

- Option 2: QuanfiFERON Gold: ¥ Ves [ No

Test Date: § ZZ'/%%{ Date Read: 4 / ,’Z{’/ W Z4' Results: 'U %@ V‘E;

Optive 3; If the recipicnt bas had a positive TB skin test, complete the following:
 Chest X-Ray (only if patient has not iad a previous chest %-ray after a Positive skin test)y:
bater Results:

Signs and bymp{@mﬁ Checklist: (to be completed annually for a recipient afier a positive 'ﬂs skin test has
been documented.)

Date of Screening:

{2 Yes [INo Cough testing three or more woeks f¥es I No Unexplained weight loss
J¥es [ No Apercxia (loss of appetite) MYes ClNo Fever
O Yes ClNo Night sweats Cl¥es CiMo Fatigue

S Yes CINo Cougling up blood Li¥es Mo BOG Yaccine
Fall Tiskc: - .. , e

Has the client fallen b the past six months? O Yes 20

Specity: ?@l{\‘%ﬁt sk X}Jmi‘%(iy’

PR— Y s

| Does this patient bave any infectiovs diseazes? Ll ves }Z"\m

| Specifyr
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Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943

Natritional Needs/Special Diet:  [Ives Ko
Specify: .
 Allergies: [No  [D¥Food [ Medicalion

Specify:

._i{;;ﬁician Orders (examples inciude Durable Medical Equipment, Physical Therapy, Occupational Therapy, Speech
Therapy, Special Diet, ete} [ Oceupational Therapy Bvaluate/Vreat: U ADL 7/ TADL Retraining [ Eio:z}ﬁ
Assessment [T} Wheelchmr Assessment Frequency & Duration: [ Thesapdst [seretion [ Tremtment Goals As Per
Therapist Discretion Unless Otherwise Noted Above - Patient needs Oecupational Therepy evaluation/assessment
Physiclun’s Initial;

- Medical History g '

] i # s 13 i} A .

Diagrosis:__ Schizo aere e disovdey

ifﬁmmﬁy/?ﬁy&imﬁ: E‘:‘i“\}}»* {-lg}i' %

Medications

List all medieations patient is taken, include medication name, routs, dosage, time of day, date last dispensed, and
reason for taking. {Attach separate page if needed),

S Mede \iske _Adbached

Clinical Information (check all applicable boxes to indicate substantial impairments, risk factors and necds)
Treatment / Special Needs (check all that periain and explain below):

Tl D 8uctioning 102 OColostomy 1 External Catheter [ PICC [ Sabine-Lock

U] Feeding Tube (G-tube, J-tube, NG Tube) [ Wound Care [ Glucose Monpitoring [ Jusulin Dependent
(.} Medication Management [} Nebulizer Treatment Il Foley Catheter 171 Vital Rigns / Blood Pressure
Maonitoring 13 Other

For all items checked above, indicate whe performs it, frequency, duration, location of would and sproific treatments:

Substance Abuse: [ Yes [&No (This individual iias been diagnosed with @ substance shise problem that will be
addressed at the ADHC facility and that primarily contributes 14 hislher necd Jor the ADHC servicess

Multiple Sovinl Serviee System Involvement: [1 Ves L) Ma (This individuo! iz invelved in mdtiple social servics
ystems (e.g., criminal justice system or welfare systems) OR multiple case managers from various public and/ or
| community organization and multi-system ugencics related 1o the recipient s urgl npeds, )

| Activities of Daily Liviug: (Check alf astivities with wiich recipiont naeds assisiarnce omnd aid apphicable commients)
U3 Dressing [ Eating {0 Hygiene U1 Bathing mcbiti@g D Transfer CF Bhdder (3 Bowel I Grooming

Comments: Uﬁfﬁ b\)&“{mf’ Can \U{E&,ﬁﬁ. iﬁéi?ﬂﬁgﬂﬁ}{

; Zi&yfﬁr Supervision: (Check all boxces thot partain)

%‘;}Jaﬁﬁﬁring L1 Resists Care [T Socklly Jnappropriate [ Vorbally Abusive  [J Behavior Problem 3
e Safety Risk [ Physically Abusive  9/Visually Iinpaired [ Hearing Impaired
Cognitive Behavior: (Check ail boxes et pertain) h '
L1 Specch/Language/Communication [ Self-Direction [ ¥%cGial Development [ Dearning

(3 Vgeational Development U1 Maladaptive Bebavior [ Fsychosis/Hallucinations L1 Mild Memory Loss
?Z?ﬁ?}dﬁ:mw Memery Loss '

 PHYSICIAN, APRN OR PA VERIFICATION AND SIGNATURE m 4} % ‘}a @éw
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Patient: GRIGSBY, BARBARA DOB: Mar 19, 1943

il Day Car Center of Las Vegas Sduft Dy Care Conter of Fenderson
? 95% Mg& am};va:ci 1201 Nevads State Drive
Las Vegas, NV 89108 Verderson, NV 58002
702,648.342% F02.368.2273
02 448.1408 7022432273

BATE OF Rﬁﬁuﬁm' ! F\g 2\5 Rﬁ&u&%’? T‘WKE" ﬁﬁn’%zaift‘uew Eﬂgﬁ/éﬁnufm "} Revippo

NOTES: o |

Tome ot 3 {F- [

SECTION I: RECIPIENT INFORBATDN J
| Recipiant Name: z/: pn )

A R s S it

’Redpient Me&!&a&d !D

?Ma‘hng &Mmss
Gurremi Rx;‘sidenm [:j mdsspemiem L&mg Lg ﬁmﬁp Qam!&%l&%d vag E§§} Gﬁser* Farmy
SECTION i ADHC FAQ&UW mmmmmx

| Nammo; AfyaKambon L _Nee
(Phone: 702.333.1533 [Fax 702048 Ta0s

z’«’h‘;sicai é&dm'? 801 . .zmm Bivd, Las Vegas, NV 09103 |

[N N F U

wame and mfes#imaé fitle of pErson cwp%ezimg seetions |, | i, Hand I a?iifué form;

9 Y

[Name: Afiya Kambon Tille: Sendor Cﬁaﬂi Sarvice Represaniative
ganmix Phans: mﬁza 33.1633 @m@a@ Fax: 702, ma 1408 :
| SECTION lll: REQUESTED SERVICES o
}_ﬁﬁﬁue&m begin date of savice: MA i gﬁfﬁiﬁfgﬁfﬁﬁémﬁg} WiA, §
|Requested number of days per week: [ Total Units Requested: lCD-10Cader
'Choose one: {7} BB102 (Attends 6 wmam Py por fiay} 3 88100 {ﬂ&%}mfs less than 6 hours per %
day or sehedila varies betwoen lpss than or more than G hours per day) [
isﬁaﬁou V: RECIPIENT VERIFIGATION AND SIGNATURE |
}

fam chocsing to altend an Adult Day Health Care faciity. ¥ there is more than ons fachity In m v araa, ! vgnfy
thal t have been offered a choloe of facilities.

§ i, or my fegel represontative, was jnvol vad in the forrnulation of the service pan.
Reciplent Signature; X Diate;
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