
State of Alaska • Department of Health and Social Services • Senior and Disabilities Services 

General Relief for Assisted Living Care 

PHYSICIAN’S REPORT 

Instructions: The Physician’s Report is necessary in determining eligibility and must be submitted with the Application Form.  The 
physician’s statement must be signed by a physician.  The signature may not be signed by someone else for the physician. 

Resident Information 
First Name:    Age: 
Middle Name: Gender: 
Last Name:    Height: 
Date of Birth:  Weight: 

Medication Prescribed Dosage Instructions 

Medication  - Resident Will Require 

 NO ASSISTANCE         REMINDER TO TAKE MEDICATION 
 READING OF REGIMEN ON LABEL    SUPERVISION AS TO LABELED DOSAGE 

Diet 

 Regular       Low Calorie      Soft      Salt Free     Other:      Food Allergies     None    or: 

Assistance Required 

TYPE 
INDEPENDENT 

 

OCCASIONAL 
 

OFTEN

 

ALWAYS MINIMUM

 

MODERATE

 

MAXIMUM

Bathing 
Dressing 
Grooming  
Oral Hygiene 
Toileting 
Eating 
Moving About 
In/Out of Bed 

Mobility/Activity (check one): 

 Walker        Cane       Crutches    Wheelchair      No Restrictions      Other Restrictions (please specify): 

MEDICAL HISTORY & CURRENT MEDICAL PROBLEMS (please list and describe): 

MENTAL STATUS (check one):         Clear          Disoriented      Occasionally Disoriented             Comments: 

Behavior 
 DID      DID NOT  

Manifest behavior which was assaultive, combative, suicidal or otherwise dangerous to self or others.  

Comments:  

EXTENT OF ASSISTANCE FREQUENCY OF ASSISTANCE 

Physicians Diagnosis: (include ICD9 codes)



OTHER SIGNIFICANT INFORMATION 

EXTENT OF MENTAL OR PHYSICAL IMPAIRMENT, E.G., INCONTINENCE – SPECIFIC ASSISTANCE OR SUPERVISION NEEDED ETC. : 

PHYSICIAN’S RECOMMENDATION: 

__________________________________________________________________________________________________________ 
Physician Signature        Date 

__________________________________________________________________________________________________________ 
Physician’s Name (please print):            Phone:     

__________________________________________________________________________________________________________ 
Street Address:              City, State and Zip Code:     

Assisted Living Care Defined 
An assisted living home provides housing and food service to its residents and offers or obtains for its residents 
assistance with the activities of daily living and/or personal assistance. 

Send this form to: 
General Relief Program Manager • Division of Senior Services • 550 W 8th Avenue 

Anchorage, Alaska  99501-5984 • fax: (907) 269-4973 • e-mail: michele.thurston@alaska.gov 
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