ITT Geriatric Assessment Worksheet

Student Name: ______________________________
Patient Initials:___________________


Faculty Name: ______________________________
Date: ___________________________

	
	Assessment Procedure
	Result (indicate findings)


	Sensory
	1. “Do you have difficulty with eyesight?”
	Yes / No


	
	2. Whisper short sentence @ 6-12 inches
	Able to hear?  Yes / No



	
	3. “Touch the back of your head with your hands” OR “Pick up the pencil.”
	Unable to do either? Yes / No

	Nutrition
	4. Weight/BMI or loss of 5% or more in last 6 months
	Weight/BMI______

	Incontinence
	5.  “Do you have a problem with urine leaks or accidents?”
	Yes / No



	Mobility 
	6. “Rise from your chair (do not use arms to get up), walk 10 feet, turn, walk back to the chair and sit down”
	_____ Seconds

	
	7. “Have you had any falls in the last year?”
	Yes / No



	Home Assessment
	8. See “Home Assessment to Reduce Fall Risk” handout
	

	
	a. Floors
	

	
	b. Kitchen
	

	
	c. Bath
	

	
	d. Bedroom
	

	Cognitive


	9. MoCa 
	(see attached)

	Mood
	10.  “Over the past month, have you often been bothered by feeling sad, depressed or hopeless?” “During the past month, have you often been bothered by little interest or pleasure in doing things?”
	Yes / No

	ADL/IADL
	11. Do you have any problems with any of the following areas?
	Yes/No (any devices used)? 

	
	a. Doing strenuous activities like fast walking, bicycling?
	Yes / No

	
	b. Cooking?
	Yes / No

	
	c. Shopping?
	Yes / No

	
	d. Doing heavy housework like washing windows?
	Yes / No

	
	e. Doing laundry?
	Yes / No

	
	f. Getting to a place beyond walking distance by driving or taking a bus?
	Yes / No

	
	g. Managing finances?
	Yes / No

	
	h. Getting out of bed/transferring?
	Yes / No

	
	i. Dressing?
	Yes / No

	
	j. Toileting?
	Yes / No

	
	k. Eating?
	Yes / No

	
	l. Walking?
	Yes / No

	
	m. Bathing (sponge bath, tub, or shower)
	Yes / No


Adapted from Lachs et al. (1990) and Moore & Siu (1996)
