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GERIATRIC ASSESSMENT 
 
Patient Name ______________________________ 
Primary Care Physician  ______________________  Tel/Fax: ____________________ 
Insurance        (  ) Medicare         (  )  Medi-Cal         (  )  Other _____________ 
 
Consider starting your interview with Health Literacy and Hearing screening (Whisper Test). 
 
PART I.  Hospital Patient Safety 
 
A.  Delirium Screener:  CAM or CAM-ICU   ______  Positive Screen >= 4/5  

 
Confusion Assessment Method (CAM) Worksheet (Shortened Version) 

 
I. ACUTE ONSET AND FLUCTUATING COURSE   BOX 1 
a) Is there evidence of an acute change in mental  No ____   Yes ____   
status from the patient’s baseline? 
b) Did the (abnormal) behavior fluctuate during the  No ____   Yes ____   
day, that is tend to come and go or increase and 
decrease in severity? 
 
II. INATTENTION 
Did the patient have difficulty focusing attention, for  No ____   Yes ____   
example, being easily distractible or having difficulty 
keeping track of what was being said? 
 
III. DISORGANIZED THINKING  BOX 2 
Was the patient ‘s thinking disorganized or incoherent  No ____   Yes ____   
such as rambling or irrelevant conversation, unclear 
or illogical flow of ideas, or unpredictable switching 
from subject to subject?  
 
IV. ALTERED LEVEL OF CONSCIOUSNESS 
Overall, how would you rate the patient’s level of 
consciousness? 
-- Alert (normal) 
 
-- Vigilant (hyperalert) 
-- Lethargic (drowsy, easily aroused) 
-- Stupor (difficult to arouse) 
-- Coma (unarousable) 
 
Do any checks appear in this box?  No ____   Yes ____   
 
 
SCORING: If all items in Box 1 are checked and at least one item in Box 2 is checked a diagnosis 
of delirium is suggested. 

 
Adapted from Inouye SK et al, Clarifying Confusion: The Confusion Assessment Method. 
A New Method for Detection of Delirium. Ann Intern Med. 1990; 113:941-8. Copyright © 
2003 Hospital Elder Life Program, LLC.  
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CAM-ICU Worksheet 
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Feature 1: Acute Onset or Fluctuating Course  Score  Check here if 
Present  

Is the pt different than his/her baseline mental status?  
OR  
Has the patient had any fluctuation in mental status in the 
past 24 hours as evidenced by fluctuation on a sedation 
scale (i.e., RASS), GCS, or previous delirium assessment?  

Either question  
Yes  

 

Feature 2: Inattention  

Letters Attention Test (See training manual for alternate 
Pictures)  
Directions: Say to the patient, “I am going to read you a 
series of 10 letters. Whenever you hear the letter ‘A,’ 
indicate by squeezing my hand.” Read letters from the 
following letter list in a normal tone 3 seconds apart.  
S A V E A H A A R T  
Errors are counted when patient fails to squeeze on the 
letter “A” and when the patient squeezes on any letter 
other than “A.”  

Number of Errors  
>2   

 

Feature 3: Altered Level of Consciousness  

Present if the Actual RASS score is anything other than 
alert and calm (zero)  

RASS anything 
other than zero  

 

Feature 4:Disorganized Thinking  

Yes/No Questions (See training manual for alternate set of 
questions)  
1. Will a stone float on water?  
2. Are there fish in the sea?  
3. Does one pound weigh more than two pounds?  
4. Can you use a hammer to pound a nail?  
Errors are counted when the patient incorrectly 
answers a question.  
Command  
Say to patient: “Hold up this many fingers” (Hold 2 fingers in 
front of patient) “Now do the same thing with the other 
hand” (Do not repeat number of fingers) *If pt is unable to 
move both arms, for 2nd part of command ask patient to 
“Add one more finger”  
An error is counted if patient is unable to complete the 
entire command.  

Combined number 
of errors >1  

 

 
Overall CAM-ICU  
 
Feature 1 plus 2 and either 3 or 4 present  
= CAM-ICU positive  

 
Criteria Met   

 
CAM-ICU  

Positive  
(Delirium 
Present)  
 

 
Criteria Not Met  
 

 
CAM-ICU  

Negative  
(No Delirium)  
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B. Cognitive screener:  Mini-Cog  ____    Positive Screen 0 – 2 (possible cognitive  

   impairment, consider further testing, such  

as with MoCA or MMSE) 

   Negative Screen 3 – 5  

If illiterate/low education, substitute AD8 _______ 0 – 1: Normal cognition 

≥2: Cognitive impairment likely present 

    or RUDAS _______ < 22: abnormal  

 

Mini-Cog 
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If patient has low education or is illiterate, use the AD8 to interview an informant (such as by calling a 

caregiver or family member). If the AD8 is positive, evaluate with the MoCA-BLIND. 
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C. Age & Weight Adjusted GFR:  

 

Estimated GFR (creatinine clearance) by Cockcroft-Gault:   __________ 

Cockcroft-Gault:  With aging, proportion of muscle mass to fat decreases. Creatinine clearance is less 

accurate for predicting GFR. The Cockcroft-Gault equation adjusts for age and weight:   

 CrCl = (140-age) * (Wt in kg) * (0.85 if female) / (72 * Cr) 

Online calculator further adjusts weight if under- or overweight:   

http://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation/  

 

D. Medication Safety: Review all current medications and list those with potential age-related side 

effects and recommendations. Reference: American Geriatrics Society Beers Criteria for Potentially 

Inappropriate Medication Use in Older Adults. 

 

Age-related Medication Issues   __________________________________ 

 

Adverse Reactions  

Medication Name Potential Adverse Reaction Recommendation 

   

   

   

   

 

Potential Important Drug Interactions: 

Medication 1 Medication 2 Drug Interaction 

   

   

   

   

 

Medications to be renally-dosed based on eGFR above:  

_________________________ 

_________________________ 

 

E. Incontinence:  

Urinary incontinence     
 
Foley catheter in place    
 
Bowel incontinence    
 

or medications (e.g. diuretic) 

preference? If none, D/C Foley. 
 Yes 

F. Skin Evaluation:  

Review nursing assessment: 

Location Size Stage Drainage 

    

    

If pressure ulcer(s) present or if bedbound/poor mobility or delirious, recommend “turn patient q 2 hours.” 

 

http://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation/
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G. History of Falls:   Yes 

PART II. Mobility/Falls 

 

A. Assistive device Uses a walking aid such as a cane or a walker?  

  which ones? 

    

 

B. Fear of falling   (increases risk of falls) 

 

C. Fallen in past year?  circumstances of the fall(s): 

Tripped over something   Yes   

Lightheadedness or palpitations prior?   Yes   

Loss of consciousness?    Yes   

Injury or needed to see a doctor?   Yes   

Able to get up by self?    Yes  No 

Vision impairment   Yes   

Cognitive impairment   Yes   

 

D. Physical Exam: 

Vision problems   

Hearing Evaluation:  

Whisper Test: Stand to the side and slightly behind the patient at arms length. Have the patient look forward 

and cover the opposite ear. Whisper “1, 2, 3,” ask the patient if they heard you and to please repeat what you 

said. Next, stand on the other side of the patient. This time whisper, “A, B, C,” ask the patient if they heard you 

and to please repeat what you said.  

 

Left Ear: Did the patient hear you? Yes/No  Right Ear: Did the patient hear you? Yes/No 

 

Orthostatic Blood Pressure _____/____ Lying, pulse ___ ; _____/____ Standing, pulse ___ 

 

Gait: Normal  Abnormal         

Abnormal if:   

  -based gait   

  

 

Balance 

Side-by-side stance, stable 10 sec   

Semi-tandem stance, stable 10 sec   

Full tandem, stable 10 sec   

 

Neuromuscular 

Quad strength (chair rise)    (one attempt to rise) 

Normal hip range of motion   

Rigidity (e.g., cogwheeling)    

Bradykinesia     

Tremor   
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PART III. Function  

Patients who are dependent on others for activities of daily living have poorer life expectancy. The 

patient’s functional status helps determine safe discharge planning.  

 

A. Index of Independence in Activities of Daily Living (Basic ADLs)        ________ / 6
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B. Instrumental Activities of Daily Living Scale (IADLs)  ________ / 8 
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C. Medication Management   

 

D. Life Expectancy 

< 6 mo   < 1 -  (consider cancer screening) 

 

Estimating life expectancy helps patients and caregivers make informed choices regarding health care. 

Life tables can be used or an online calculator based on clinical setting is available at 

http://ePrognosis.ucsf.edu.  

 

 

PART IV. Psychosocial & Advance Care Planning 

 

A. Depression Screener:   PHQ-2   _____  >0 is a positive screen, complete full PHQ-9  

PHQ-9   ______   Depression Severity _______ 

 

Is patient delirious?   , do not administer depression screening 

 

 

Patient Health Questionnaire (PHQ-2) 

Initial screen is for the two major criteria for depression: anhedonia and depressed mood.  

 

 

PHQ-2:     add columns:     ________________________ 

 

  Negative Screen = 0 

Positive Screen >= 1, complete remainder of 

PHQ-9 (all 9 criteria for depression)  

http://eprognosis.ucsf.edu/
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B. Advance Care Planning: 

 

Who is patient’s Spokesperson?   Self Other ___________________ Relationship __________ 

 Contact #_______________ 

 Caregiver  _____________________________________________ 

 

Does the patient have a Medical Durable Power of Attorney for Health Care or an Advance Directive?    

Yes/No  _____________ 

 

Preferences:  ________________________________________________________________________ 

 POLST ____________________  DNR/DNI 

 

Document your Advance Care Planning Discussion in ORCHID, select Ad Hoc: Ambulatory: Advance 

Care Planning (ACP) and save to chart by clicking the “check mark” button.  

 

Health Literacy:     ______ Ask: “How confident are you filling out medical forms by yourself?” OR “How  

often do you need to have someone help you when you read instructions, pamphlets, or other written 

material from your doctor or pharmacy?” If patient needs help, positive screen for low health literacy. 

If education > high school, consider administering Newest Vital Sign screening tool. 

 

Spiritual assistance request:   

 

May patient benefit from referral to community services?  : place eConsult to the Geriatrics  

  Navigator 
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PART V. Schematic of Assessment Domains 

Patient

Psychosocial:
Depression Screen--

PHQ-2

Preferences--POLST, 
DPOA-HC

Social Support

Insurance

Medical:
Hospital Patient Safety 

(Delirium, Pressure 
Ulcers, Adverse 

Medication Events, 
Malnutrition, 

Deconditioning)

Function:
Basic ADLs

Instrumental ADLs

Gait/Mobility/Falls

Cognitive:
Dementia Screening--

Mini-COG or AD8

Delirium Screening--
CAM


