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NEW YORK STATE VETERANS’ HOME AT OXFORD 
STATE OF NEW YORK DEPARTMENT OF HEALTH 
4207 STATE HIGHWAY 220 
OXFORD, NEW YORK 13830-4305 
 
 _______________________________________________________________________________________________________________________ 
NAME OF APPLICANT DATE 
 

MEDICAL HISTORY 
 
(To Be Completed By Physician or Designee) 
 
Last hospitalization: Adm. Date:   ________________  Disc. Date: __________________  
Reason for hospitalization:  ________________________________________________________  
Problem List:   
 Primary Diagnosis:   ________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
 
 Secondary Diagnosis:   ______________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
  ________________________________________________________________________  
 
DISEASE DIAGNOSES/HEALTH CONDITIONS:   
Check only those diseases present that have a relationship to the applicant’s current Activities of Daily Living Status, 
cognitive status, behavioral status, medical treatments, or risk of death (do not check old/inactive diagnoses).   
 
1.  DISEASES 2.  PROBLEMS/CONDITIONS AND SIGNS/SYSTEMS 
HEART/CIRCULATION PSYCHIATRIC/MOOD   Constipation 
  Arteriosclerotic heart   Anxiety disorder   Diarrhea 
   Disease (ASHD)   Depression   Dizziness/Vertigo 
  Cardiac Dysrhythmia   Manic depressive   Fecal Impaction 
  Congestive heart    (bipolar disease)   Fever 
   failure  SENSORY    Hallucinations/ 
  Hypertension   Cataracts    Delusions 
  Hypotension   Glaucoma   Internal Bleeding 
  Peripheral vascular  OTHER    Joint pain 
   disease   Anemia   Pain (daily/almost daily) 
  Other cardiovascular   Arthritis   Recurrent lung aspirations 
   disease   Cancer    in last 90 days 
NEUROLOGICAL  ___________  Diabetes mellitus  __________  Shortness of breath (Dyspnea) 
  Alzheimer’s   Explicit terminal   Syncope (fainting) 
  Dementia other    prognosis   Vomiting 
   than Alzheimers   Hypothyroidism   Respiratory infection 
  Aphasia   Osteoporosis   Chest pain 
  Cerebrovascular   Seizure disorder   Other 
   Accident (stroke)   Septicemia   Location: 
  Multiple Sclerosis   Urinary tract infection    
  Parkinson’s disease    (in last 30 days)    
PULMONARY ALLERGIES 
  Emphysema/Asthma/  _________ List:    
   COPD       
  Pneumonia       
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3.  EDEMA (Check all that apply 5.  RESIDENTIAL HISTORY (PAST 5 YEARS) 
          in the prior 7 days) (Check all settings lived in during the past 
 5 years prior to admission) 
  Edema - none    Prior stay at this nursing facility 
  Edema - generalized    Other nursing facility/residential facility 
  Edema - localized not pitting    MH/psychiatric setting 
  Edema - pitting    MR/DD setting 
  Edema - other    NONE OF ABOVE 
 
4.  CONDITIONS RELATED TO MR/DD STATUS 6.  MENTAL HEALTH HISTORY 
(Check all conditions that are related to MR/DD Does applicant’s RECORD indicate any history of 
Status, that were manifested before age 22, mental retardation, mental illness, or any other 
and are likely to continue indefinitely).   mental health problems? 
 
  Not applicable – No MR/DD    No 
  MR/DD with Organic Condition    Yes 
  Cerebral Palsy   Specify:  
  Down’s Syndrome     
  Autism     
  Epilepsy     
  Other organic condition related to MR/DD     
  MR/DD with no organic condition     
  Unknown     
 
7.  IMMUNIZATION HISTORY 
 
PCV 13 Pneumococcal Date:   Hepatitis Date:  
PPSV 23 Pneumococcal Date:   Tetanus Date:  
Influenza Date:   D-Tap Date:  
 
Laboratory Test Results Including Blood/Urine/Cultures (Describe or include copy) 
 
 
 
 
 
PPD/Mantoux (Date/Results) 
 
 
EKG (Summarize and include copy) 
 
 
 
MEDICATION(S) (Dosage, frequency, and length of time prescribed) 
 
 
 
 
X-Rays 
 Chest (date) 
 
 Other (dates) 
 
 
Surgical History and Dates 
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PHYSICAL EXAMINATION 
 
(To Be Completed By Physician or Designee) 
 
 
 
 
 
 
 
 
 
 
 
 BP  ___________  P _______  R _________ T __________  Wt ________  Ht ________  
 
 NORMAL ABNORMAL (EXPLAIN) 
   

EARS: LEFT   

 RIGHT   

EYES   

NOSE   

THROAT   

TEETH   

NECK   

BREASTS   

HEART   

LUNGS   

TRUNK/BACK   

ABDOMEN   

GENITAL/PELVIC   

RECTAL   

LOWER EXT.   

VEINS/ARTERIES   

LYMPH NODES   

SKIN   

NEUROLOGICAL   

 
 
 
 
 
   

Print Physician’s Name  Signature 
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