
Resident Name and ID #:_________________________________________________ 

Resident History Form 
Resident Name:___________________________________ Resident #:__________________ DOB:_______________ 

Admit Date:____________________ DNR/DNI or FULL CODE Status (circle one) 

 
 

   

 

   
 

 
 

 

 

    
    
    
    
    
    
    

 

   

  
  
  
  

 

 
 
 
 
 

 
 

  
 

Quality Improvement 
Organizations 
Sharing Knowledge. lmproYing Health Care. 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

@asource. 

Allergies:_________________________________________________________________________________ 

Medical History 

Primary Care/Specialists 
Provider’s Full Name Specialty Phone Reason 

Surgical History 

Date Type of Surgery/Procedure 

Preventive Care 

Recent Immunizations Date 
Flu 
Shingles 
Pneumonia 
Tetanus 
COVID-19 (1st Dose, 2nd Dose, Bivalent) 
Recent Test or Procedures 
Colonoscopy 
Mammogram 
Other: 

This material was prepared by Qsource, a/an Network of Quality Improvement and Innovation Contractors under 
contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and 
Human Services (HHS). Views expressed in this document do not necessarily reflect the official views or policy of CMS 
or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or 
entity by CMS or HHS. 23.QIO1.05.030 
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Quality Improvement 
Organizations 
Sharing Knowledge. lmproYing Health Care. 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

@asource. 

Resident Name and ID #:_________________________________________________ 

Falls prior to admission: 

Last 30 days 

Last 90 days 

Last 180 days 

Current Medications 

Please List All Medications Taken Prior to Admission 

Medication Name Dose Times Per Day Reason/Indication/Diagnosis 

Completed by (please print):_______________________________________ Relationship to Resident:_____________________ 

Signature:_____________________________________________________ Date:________________________ 

Reviewed by:__________________________________________________ Date:________________________ 

For staff use: Medication Reconciliation Completed? Y/N 

This material was prepared by Qsource, a/an Network of Quality Improvement and Innovation Contractors under 
contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and 
Human Services (HHS). Views expressed in this document do not necessarily reflect the official views or policy of CMS 
or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or 
entity by CMS or HHS. 23.QIO1.05.030 
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