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 “A Foundation for the Future” 

CONFIDENTIAL MEDICAL REPORT - To be completed by applicant’s 
physician and returned to:  Rimoka Housing Foundation: 

 Ponoka Rimbey 
 Fax 403.783.6656 Fax 403.843.3564 

NOTE TO THE EXAMINING PHYSICIAN: 
Our units are rented only to Senior Citizens who are capable of administering to their own 

personal needs.  (Please Print) 

I, ____________________________________ give permission to the Physician 
to release said information to Rimoka Housing Foundation. 

Applicant’s Signature 

Examining Physician 

Address Telephone Number 

Wendy Sheppard
Highlight
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CONFIDENTIAL MEDICAL REPORT 
(Please print clearly)  

When completed return by fax to Rimoka Housing Foundation: 
Ponoka 403.783.6656 Rimbey 403.843.3564 

Name:  ____________________Date of Birth: ____________ Sex: ___ 

Address:  _________________________ Date of Exam: ____________ 

Examining Physician:  _______________________________________ 

How long has the applicant been your patient?  __________________ 

NOTE TO THE EXAMINING PHYSICIAN 

Our accommodations are NOT staffed to provide physical assistance to tenants and guests. 
Our Lodges provide meals without special diets and housekeeping service only. 

All applicants must be capable of otherwise administering to their own personal needs. 

PHYSICAL EXAMINATION 

HT  ________  WT  ________ Hemoglobin _________  Urinalysis ___________ 

Sight:      Good            Impaired    
Hearing:     Good             Impaired   
Mobility:      Walks without help  

Walks with help  
Uses wheelchair  

Is there a communication difficulty? ___________If yes, is this due to: 
Mental Causes    
Deafness    
Speech Difficulty      
Language Barrier    

Medical Report for:  ___________________________________________ 
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MEDICAL DIAGNOSIS            
 
              
 
              
 
             
  
HISTORY              
 
              
 
              
 
              
 
POSITIVE FINDINGS             
 
              
 
              
 
MEDICATIONS              
 
              
 
              
 
ALLERGIES OR DRUG IN TOLERANCES        
 
              
 
              
 
Home Care Services are provided in the Lodge.  If a Resident in a Lodge 
requires any special or nursing care after admission, they may be asked to 
accept Home Care Services or find alternate lodging. 
Does Applicant require Home Care?   Yes  No  
 
 
 
Medical Report for:  _______________________________ 
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ACTIVITIES OF DAILY 
LIFE 

FULL 
ASSISTANCE 

PARTIAL 
ASSISTANCE 

SUPERVISION 
ONLY 

NONE 
NEEDED 

Washing Face and Hands 

Grooming/Shaving 

Dressing 

Bathing 

Feeding 

Toileting 

Catheter Complete Partial Occasional None 

Bladder Incontinence 

Bowel   
Incontinence 

Yes At 
Times 

No Yes At 
Times 

No 

Is he/she   
co-operative 

Confused 

Aggressive Destructive 

Tendencies to Wander Unpleasant Habits 

Do you, the examining physician, consider this applicant to be suitable mentally and physically to enter 
a Lodge or Unit where no special care, nursing care, or special diets are available? 

      yes no 

________________________________________ ______________________________ 
Physician’s signature  Address 

________________________________________ 
Date  Telephone Number 

Medical Report for:  __________________________________________________________ 
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