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Health Assessment - Ontario Health atHomeFixing Long-Term Care Act, 2021 
Ministry of Long-Term Care
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Government of Ontario
This form is to be used for completion of the health assessment required under the Fixing Long-Term Care Act, 2021 when a person applies for a determination of eligibility for long-term care home admission. This assessment must be made by a physician or registered nurse in the general class or a registered nurse in the extended class. Please see the last page of this form for additional information.
If the applicant's health status has not changed since the last assessment completed by the individual completing this form, the physician or registered nurse is asked to confirm that the applicant's health status has not changed since the previous assessment. The physician or registered nurse should then submit this form to Ontario Health atHome.
Note: For submissions through fax, please ensure to also fax any additional documents you wish to include with this assessment.
PLEASE REVIEW FIRST - Status of Assessment
Please Review First - Status of Assessment. 
If this is the first health assessment form being completed by this practitioner for this applicant, please indicate the same by ticking the above box and complete all sections of this form.  
Note: For submissions through fax, please ensure to also fax any additional documents you wish to include with this assessment.
If a health assessment form was previously completed by this practitioner for this applicant, please indicate as a reassessment by ticking the above box and complete the below:
Has there been a change in the applicant’s health since that assessment?  
Once completed, please submit this form and any additional documentation to Ontario Health atHome.
Ontario Health atHome Information (This section to be completed by the designated Placement co-ordinator)
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Ontario Health atHome Information (This section to be completed by the designated placement co-ordinator)
For questions about the completion of this form, please contact:
Ontario Health atHome contact
Return completed form to:
Applicant's Information
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Applicant's Information
Gender
►
Applicant's Mailing Address
Medical Diagnoses
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Medical Diagnoses
Please note: This section is intended to capture current health conditions to inform the individual’s care needs in long-term care. Where available, practitioners are strongly encouraged to include the cumulative patient profile.
Additional Documentation
You are also encouraged to attach additional documentation relevant to the applicant’s current health conditions where available. Examples of relevant documents include geriatric and/or psychogeriatric assessments; specialist consult notes; medical tests; hospital discharge reports/summaries; occupational therapy/physiotherapy assessments/notes; speech pathologist reports (e.g., swallowing assessment); social worker assessments/notes; GAIN assessment; goals of care.
Please note: It will be assumed that the practitioner has obtained the applicant's consent, where required, to share any additional attachments (e.g., psychiatric assessments).
To attach supporting documents, select the "Attach File" button. Most common file types (e.g., Word, PDF, JPEG files) are acceptable excluding video or audio files due to their file size. The total file size of all attachments is limited to 13 MB.
Item
Description
File Name
Size (MB)
Select the attached item
Advance Care Planning
(
Practitioner has discussed advanced care planning and/or end of life care with (select all that apply):
Complete the table below to identify the file attachments that will be submitted with this application. Total file attachments cannot exceed 7 MB. 
Acceptable document formats for attachments are JPEG, Word, Excel, or PDF.
File Name *
File Size (MB) *
Selected File
Current Medications
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Current Medications
(
Please provide a comprehensive list of the applicant’s current medications. It is very important for long-term care homes to have knowledge of the following priority medications for continuity of care where they have been prescribed: Benzodiazepines,  Antipsychotics, Other Psychotropic Drugs, Opioids, Diuretics/Antiglycemics.
Where any priority medications have been prescribed, please provide the name and purpose of the medication being prescribed and additional information where known.
Please ensure to attach all of the applicable documents. 
To attach supporting documents, select the "Attach File" button. Most common file types (e.g., Word, PDF, JPEG files) are acceptable excluding video or audio files due to their file size. The total file size of all attachments is limited to 13 MB.
Item
Description
File Name
Size (MB)
Select the attached item
Oxygen
If "Yes", please specify:
If known, please specify:
Rate:
Rate:
Allergies
(
Does the applicant have any known severe allergies? (e.g., drugs, food, latex, stinging insects/Hymenoptera)
Vaccinations (Where Known) 
(
Substance Use Disorder(s) or Dependence
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Substance Use Disorder(s) or Dependence 
Note: This section is intended to capture alcohol, nicotine, and/or other substance use disorders or substance dependence.
Does the individual have a substance use disorder, or substance dependence?
If “Yes/Suspected,” please specify:
(
)
(
)
Is applicant on methadone maintenance treatment or receiving other treatment for Opioid Use Disorder?
If “Yes”, please provide name and contact information of prescribing physician, where known:
If known, provide the address and contact information of the associated pharmacy:
Responsive Behaviours
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Responsive Behaviours
Where known, indicate and describe any current behaviour(s) or behaviour(s) in the last 12 months:
Wounds
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Wounds
(
Does the applicant have any wounds?
If “Yes,” please specify the type of wound(s):
Does the applicant use a Vacuum Assisted Closure (VAC) for a wound?
Does the applicant have a wound care specialist?
If “Yes”, provide name and contact information, where known: 
Tuberculosis (TB) Screening
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Tuberculosis (TB) Screening
Part 1: Symptom Screen
Note: The Ministry of Long-Term Care has removed the requirement for a TB chest x-ray for all applicants to long-term care, and requires it only for symptomatic individuals 
Symptoms include new or worsening cough (lasting three or more weeks); hemoptysis (coughing up blood); non-resolving pneumonia; fever; unexplained weight loss; night sweats; loss of appetite (anorexia); extreme fatigue; lymphadenopathy; chest pain (unexplained); dyspnea (unexplained).
Has the applicant developed new or worsening symptoms? 
If symptoms were present but testing was negative, please proceed to the Risk Factor Screen.
Please ensure to attach all of the applicable documents. 
To attach supporting documents, select the "Attach File" button. Most common file types (e.g., Word, PDF, JPEG files) are acceptable excluding video or audio files due to their file size. The total file size of all attachments is limited to 13 MB.
Item
Description
File Name
Size (MB)
Select the attached item
Part 2: Risk Factor Screen
Where possible, asymptomatic individuals should be screened for risk factors. This information is useful for long-term care patient management.
Risk Factors for TB infection include being born in or recently travelled to a TB endemic region (3+ months to a high TB incidence area or cumulative in one’s lifetime); has lived, worked, or spent time in regions or settings in Canada where TB exposure is known to be high; previously stayed in a correctional facility or shelter; has experienced homelessness or being underhoused; persons who inject drugs and/or with a substance use disorder.
Are you aware of any risk factors for TB in the applicant?
Please note: Once indicated whether any risk factor(s) apply, no further action is required.
Antibiotic Resistant Organism (ARO) Screening
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Antibiotic Resistant Organism (ARO) Screening
Where known, has an ARO screening been completed for the applicant within the past 6 months?
If “Yes", please attach results and provide action taken. 
Please ensure to attach all of the applicable documents. 
To attach supporting documents, select the "Attach File" button. Most common file types (e.g., Word, PDF, JPEG files) are acceptable excluding video or audio files due to their file size. The total file size of all attachments is limited to 13 MB.
Item
Description
File Name
Size (MB)
Select the attached item
Medical Devices and Assistive/Adaptive Devices
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Medical Devices and Assistive/Adaptive Devices
Does the applicant use any medical and/or assistive/adaptive device(s)?
Where known, please select the type below:
Practitioner Information
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Practitioner Information
Is the practitioner that is completing the health assessment the applicant’s primary care provider?
If “No”, please specify name of primary care provider, if known:
Is the primary care provider willing to continue to provide care after applicant’s admission into a long-term care home? 
Name and designation of practitioner completing the health assessment:
Mailing Address
Legislative Requirement
This form is to be used for completion of the assessment required under the Fixing Long-Term Care Act, 2021 when a person applies for a determination of eligibility for long-term care home admission. The required assessment is of the applicant’s physical and mental health, and the applicant’s requirements for medical treatment and health care. This assessment must be made by a physician or registered nurse.
Determination of Eligibility and Long-Term Care Admission Process
This assessment, and other information about the applicant, will be used by the designated placement coordinator, Ontario Health atHome (OHaH), to determine whether the applicant is eligible for admission into a long-term care home. If the applicant is determined eligible, this assessment will be provided to the long-term care home(s) selected by the applicant so that the home(s) may decide whether or not to approve the person’s admission. The home(s) will review this assessment to determine whether it lacks the physical facilities or nursing expertise necessary to meet the applicant’s care requirements. It is essential that comprehensive, complete, and accurate information about the person applying for admission be provided. It is also essential that this information be provided in a timely way to prevent delays in the admission process.
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Health Assessment - Ontario Health atHome
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