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GENERAL INFORMATION  
Resident's Surname:  
 

Other names:  

Date of Birth:     
 

Medicare No. 
DVA No. 
Pension No. 

Aged Care Home: 
 

Phone: 

Date of admission: Date of assessment: 

GPs name: Practice: 
 
Address: 
 
Telephone: 
Fax: 

Next of Kin/Guardian 1 
Name: 
 

Next of Kin/Guardian 2 
Name: 

Relationship: Relationship: 
Address: 
 

Address: 

Contact: Contact: 

RESIDENT’S MEDICAL HISTORY  
 
 
 
 
 
 
 
 
 
 
 

 RESIDENT’S SOCIAL HISTORY (including occupation) 
 
 
 
 
 
 

ALLERGIES  
 
 
 

ADVERSE DRUG REACTIONS 
MEDICATION NAME DATE OF REACTION TYPE OF REACTION 
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IMMUNISATION STATUS 
Influenza                            Current                     Yes �                     No  ����� 

Tetanus                             Current                      Yes �                     No  ����� 

Pneumococcus                  Current                      Yes �                     No  ����� 
CURRENT MEDICATION (including prescribed and non-prescribed medication)  
MEDICATION NAME DOSE ROUTE FREQUENCY 
    
    
    
    
    
    
    
    
    
    
    
    
    
ADMINISTRATION ISSUES:  
� crush medications            � assist             � supervise           � self administration 
� Other: 
 

Issues for consideration in medication management review: 
 
 
GP COMMENTS: 
 
 
 

 
COMPREHENSIVE EXAMINATION 
Cardiovascular system      BP Lying:               Standing:                    HR:                   Rhythm: 
Identified problems: 
 
 
 
GP COMMENTS: 
 
 
 

Respiratory system      Respiratory Rate: 
Identified problems: 
 
 
GP COMMENTS: 
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Musculo-skeletal system       
Identified problems: 
 
 
 
GP COMMENTS: 
 
 
 

Pain:  Acute      No �           Yes �����                          Chronic      No �                Yes �                                                
If yes, cause of pain: 

 

 

Mark location of pain on diagram (including radiation) 

 
Current pain management: 
 
GP COMMENTS: 
 
 
 

Physical Function (including Identified problems) 
Mobility: 
 
 
Eating and drinking (including nutritional needs): 
 
 

Nutrition Status:                                          
Weight (on adm) date Weight  date 
Weight  date Weight  date 
Height                                                                                  BMI 
Dressing and personal grooming: 
 
 
Behaviour: 
 
 



CANNING DIVISION OF GENERAL PRACTICE 
COMPREHENSIVE MEDICAL ASSESSMENT 

 4 

 
Toileting and continence: 
Urinary: 
Management: 
 
 
Faecal: 
Management: 
 
 
Oral health: 
 
 
Communication (including hearing, vision and speech): 
 
 
Skin Integrity: 

       � 
 
Identified problems: 
 
 
Psychological Function 
Mood           Normal �                     Depressed ���                  Other ��� 
Cognition    Normal �                     Impaired   ���                    Test or screening tool used (eg MMSE) ��� 
                                                                                                 Date attended:                         Result: 
Identified problems: 
 
 
 
GP COMMENTS: 
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OTHER MEDICAL EXAMINATION AS RELEVANT TO RESIDENT 
eg  
Fitness to drive � N/A 
Smoking � N/A 
Foot care  
Alcohol use � N/A 
Sleep  
Other: 
 

Identified problems: 
 
 

 Advance care directive (or similar?)    ��No   �Yes     Enduring Medical Power of Attorney:     �No   �Yes 
Date:                                     Details: 
Has the resident had a previous CMA? 
��No 
��Yes, if yes: Date of last CMA:     /   / 

Resident consent 
Consent for a CMA obtained?     �Yes 
Consent given by      Resident     �    Representative  � 
Date consent was given:    /    / 

CMA Service Details 
Provided by Dr                        Phone: 
Is this the resident’s usual doctor? �Yes  �No 
Date/s of service:  

If doctor providing CMA is not the resident’s usual doctor, 
has a report of the CMA been provided to the resident’s 
usual doctor? 
��Yes     ��No 

 

Assessor’s Name:  Designation 

 
Assessor’s Signature:  Date 

 
 
GP COMMENTS: 
 
 
 
DIAGNOSES/PROBLEMS 

Principal diagnoses  Disabilities / Impairments  

   
   
   
   
   
   
RECOMMENDATIONS (further assessments/Referrals, etc) 
 

 

 

PLAN 
 

 

 

GP’s Signature:  Date  
 


