Resident and Family Perspective for Care Conference

Resident Name:  _________________________
	
We welcome your feedback on what is working well and any questions or concerns related to the resident’s care and services. Please consider the following questions and return the form to ______________________________ one week prior to the Care Conference, or simply bring it with you.

	RESIDENT'S PERSPECTIVE
	What is bringing him/her comfort and pleasure at this time?
__________________________________________________________________________________________________________________________________________________________________

What does she/he understand about her/his illness and care needs?
__________________________________________________________________________________________________________________________________________________________________

What are his/her values, wishes, hopes or goals as his/her illness progresses?
_________________________________________________________________________________
_________________________________________________________________________________

Are there any cultural/religious beliefs or practices that are important to her/him?  _________________________________________________________________________________




	FAMILY'S PERSPECTIVE 
	What is your understanding of your family member’s illness and care needs?
__________________________________________________________________________________________________________________________________________________________________

How much information would you like to receive about changes in health and medications as your family member’s illness progresses (i.e. many details, or just big picture)?
_________________________________________________________________________________
_________________________________________________________________________________ 

Do you have any questions, worries or concerns about the care being provided?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	HEALTH DIRECTIVES
	 Does the resident have a Health Representation Agreement indicating who will make health care decisions for them if they become unable to do so because of illness or cognitive impairment? Yes    No 
If yes, what kind of document? _______________________________________________________
Who is designated?  ________________________________________________________________
If no, who is the substitute decision maker? _____________________________________________

Is there a document outlining advance directives or end of life choices? Yes    No 
If yes, what kind of document? _______________________________________________________



Thank you for completing this form. 
