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Policy: Memory Care Units Small Appliance Usage  

1. Prohibited Appliances 

• Appliances with Heating Elements: 

o Toasters, toaster ovens, hot plates, space heaters, and irons are usually not allowed 
to prevent fire hazards or burns. 

• Kitchen Appliances: 

o Microwaves, stoves, and other cooking devices are generally restricted in resident 
rooms but may be available in supervised common areas. 

• Electric Blankets/Heating Pads: Prohibited to avoid overheating or accidental misuse. 

2. Allowed Appliances 

• Mini-Fridges: 

o Staff will monitor contents and temperature regulation monthly to prevent spoilage 
or hazardous consumption. 

• Medical Devices: 

o Devices such as oxygen concentrators, CPAP machines, or nebulizers are allowed 
but must be approved. 

3. Facility-Provided Appliances 

• Appliances like microwaves, kettles, or toasters are often available in supervised common 
areas for resident use under staff oversight. 

 

ATTACHMENT A 



 

 
RESIDENT: ____________________________________________APT#______________  
 
  

ITEM NUMBER ITEM DESCRIPTION LOCATION  QUANTITY  
  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
____________________________________________________________________________  
  
Refrigerator: Yes (   ) No(  ) Thermometer provided by Facility:  (     )      By Initials:____  
  

  
All resident/family provided electrical equipment must be UL (Underwriters Laboratory) 
approved and in good, safe working order.  
  
Amendments or adjustments shall be made on all copies of the Inventory of Personal Effects 
Record each time personal property valued in excess of one hundred fifty ($150) dollars is 
brought to the Facility and the resident or sponsor requests that it be added to the Inventory of 
Personal Effects Record, or when any item on the Inventory of Personal Effects Records is 
removed from the Facility.  All amendments shall be signed by the Administrator and the 
resident or sponsor.  
  
NOTE: The facility has a safe for the secure storage of valuables and /or cash. Residents are 
discouraged from retaining large amounts of cash on hand. The facility will only warrant up to 
$100.00, unless the money is secured in the facility safe.  
  
  
SIGNED__________________________________  DATE__________________________  

           Facility Representative  
  
SIGNED__________________________________  DATE__________________________  

           Sponsor or Resident         
     

ATTACHMENT B 



ATTACHMENT C



 

 

Employee Name: _____________________________________________________ 

Title: _________________________________________________________________ 

Date of Hire: __________________________________________________________ 

Date of Initial Resident Contact: _________________________________________ 

• Application Date: _________________________________________________ 
• Abuse Registry Check Date: ________________________________________ 
• DHR Abuse Registry Check Date: ___________________________________ 
• Drug Test Date:  ____________________________________________________ 
• Vaccine Acceptance/Declination Date: ______________________________ 
• Background Check Date: ___________________________________________ 
• Verification of Licensure and/or Certifications 

 (If Applicable ___________CHR Input date: ___________________________ 
• CPR Certification: __________ Exp: ________ CHR Input date: ___________ 
• Initial Training Checklist Completion Date: ___________________________ 

 

_______________________________________  _________________________ 

BOM/HR       Date 

 

______________________________________  __________________________ 

Administrator      Date  

 

 

 

Updated 12/31/24.   

ATTACHMENT D 



RN MONTHLY ASSESSMENT 

Updated 2025 

Resident: Room # Year 

Month Weight Changes in 
Status Elopements Falls 

(2 in 30 days, must see 
PCP)

Behaviors Skin New Orders EMAR 
verification 

January 
February 
March 
April 
May 
June 
July 
August 
September  
October 
November 
December 

Date: RN Signature: 
BP: / Assessment & Care Plan Review: 

Is comprehensive assessment indicated? 

Date: RN Signature: 
BP: / Assessment & Care Plan Review: 

Is comprehensive assessment indicated? 

Date: RN Signature: 
BP: / Assessment & Care Plan Review: 

Is comprehensive assessment indicated? 

Date: RN Signature: 
BP: / Assessment & Care Plan Review: 

Is comprehensive assessment indicated? 

Date: RN Signature: 
BP: / Assessment & Care Plan Review: 

Is comprehensive assessment indicated? 

ATTACHMENT E



ATTACHMENT F 

  

Administrator/Designee Signature _________________________________  Date: ________________ 

Resident Chart Table of Contents 

Tab 1: Chart Contents 
1. Picture in Front of Chart 
2. Face Sheet 
3. Insurance Cards/ID 
4. Admission Record 
5. Pharmacy/Provider Agreement(s) 
6. Inventory Sheet 

Tab 2: Legal Tab 
1. DNR, POA and Advance Directive (if applicable) 
2. Resident Rights 
3. Financial Agreement 

Tab 3: Medical Exam (PPOC) 
1. Original PPOC 
2. Current PPOC 

Tab 4: Physician Orders 
1. Physician Orders 
2. Hospital Discharge Information 

Tab 5: Medication Records 
1. Narcotic Records 

Tab 6: RN Admission Assessment  
1. Clinical Assessment/Comprehensive 
2. Mental Status Exam 
3. Geriatric Depression Screen 
4. Fall Assessment 
5. Elopement Assessment 
6. PSMS 
7. Behavior Screen 
8. Aphasia Screen- Milk Story & Cowboy Story 

Tab 7: RN Assessments 
1. Monthly Summaries 
2. Comprehensive Assessments, PSMS, and Behavior Screens 
3. Care Plans 

Tab 8: Labs/Special Reports 
1. All Labs 
2. Miscellaneous Medical Tests 

Tab 9: Outside Organizations – Plan of Care/485 
Tab 10: Miscellaneous Tab 



ATTACHMENT G 

 
 

 

MEDICATION DESTRUCTION LOG 

 
Resident Name _____________________________  Date      
 
Medication List: 

List of  Prescription No. Date Strength Amount 
Medications      Destroyed 

          

          

          

          

          

          
          

          

          

          

          

          
          

          
 
Pharmacy:  INTEGRACARE PHARMACY,199 Corporate Woods Drive, Alabaster, AL 35007, 205-406-0093  
OR List Other Pharmacy: _____________________________________________________________________  
 
Received by              
  Resident or Responsible Party 
 
Released by              
  Title of Facility Personnel 
For Disposal: 
 
Method               
 
Reason              
 
Destroyed by:              
 
Witness:                          



 

MONTHLY ENVIRONMENTAL SAFETY CHECKLIST 
 

_____/_____    MONTH/YEAR 
 
 

Location Date 

Only 
Approved 

Surge 
Protectors 

Hand Rails 
Secure 

Non-Slip Rugs & 
Bath Mats 

Clutter Free 
Environment 

Lights/Night Lights 
Operational 

Cooking 
Appliances Present 

Oxygen in Use 
Signage (if 
applicable)  

Assessor 

          

          

          

          

          

          

          

          

          

          

          

          

          

 
 

ATTACHMENT H 



 
Daily Stand-Up (Community Name)  

 
Date today:   ___________ 
Rent Roll Census:   ___________  
Heads in Bed Census:   ___________ 
 

Move-Ins: 
 
 
 
 
 
 

Move-Outs: 
 
 
 
 

Customer View: Walk Through Focus Items: Appointments/Transportation: 
  

 

 
 

New Incident 
Reports: 

 Assessment/Care Plans Meetings: 

Additions to 
ROSS list: 

 Medication Variance/Concerns: 

 
 
 

Early/late/missed punches (CHR): 
 

Team members near OT (CHR): 
 

 
Dining Services 
Daily Menu Correct and Posted (  ) 
 
 

 Name  LBD  Reason 
   
   

Open positions: 
 
Interviews: 
 
Employee Incidents: 

 

Rent Ready Apts:   ______________ 

# of Companions:   _______  Apt#s: _______ 

# of Semiprivates:   _______  Apt#s: _______ 

# of Private Studios:   _______  Apt#s: _______ 
 Name  Date  Room # 

   
   
   
   
   

 
 
 
   

 Name  Date  Follow up 
   
   
   

 

Tour and Telephone Inquiry Line-Up: 

Resident Care 

Business Office/Admin Human Resources 

ATTACHMENT I 
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