
 

  Community Record Setup  

Nursing Assessment & Service Plan/ADL’s 

 

 

Select the “Community Record” link.  This will take you to the Setup: Community Information 

 

 

 

 

 

 

 

Step 1.  Expand the Community navigation menu by clicking on the “more” link 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Navigate to the “Care Setup” and click on 

the link to expand. 

 

Select the “Setup: Assessment/Plans” link 



 
 

Step 2.  Select the sections you would like to display on the community Nursing Assessment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Each section 

checked will 

appear on the 

Nursing 

assessment.  See 

addendum A. for 

detail of these 

sections. 

When a sections above is 

selected the “Review 

Items” text is displayed 

below.  This text is 

editable so that when a 

nursing assessment is 

created this text will be 

the default text 

displayed. 

Input the number of days between 

standard assessments.  This will 

generate a report or alert when the 

next assessment is due 



 

 

 

Step 3.  Set up Level of Assistance by selecting “Setup: Level of Assistance Options” in the community record left 

hand navigation. 

 

 

 

 

 

 

Step 4.  Set up ADL providers by selecting “Setup: ADL Providers” in the community record left hand navigation. 

 

 

 

 

Each section 

checked will 

appear on the 

Service plan.  See 

Addendum B 

 

Input the number of days between 

service plans.  This will generate a 

report or alert when the next 

service plan is due 

Edit existing LOA options or enter 

new LOA options by clicking the 

new entry button. 

Edit existing ADL Providers or enter 

new ADL Provider by clicking the 

new entry button. 



 

Step 5.  Set up ADL groups by selecting “Setup: ADL Groups” in the community record left hand navigation. 

 

 

 

 

Step 6.  Set up Service Items by selecting “Setup: Service Items” in the community record left hand navigation. 

 

 

 

 

 

Edit existing ADL Groups or enter 

new ADL Groups by clicking the 

new entry button. 

Enter a description that will appear as instructions when staff is signing 

off on an ADL.  *Note:  This will be the default text and may need to be 

edited for each resident.  Therefore sometimes it is better to leave this 

blank and enter note/instructions on the individual resident. 

The providers can be checked to 

become checked by default when a 

new service plan is created. 

Create a new “unique” service item that was 

not provide on the setup. IE: “Feed the fish”  

by clicking the new entry button 



 

Step 7.  Create a new Nursing Assessment by selecting a resident then clicking on the Nursing Assessment link on the 

left hand navigation.  Then click the new entry button.  

 

 

 

 

 

 

 

 

A new nursing assessment will appear with all the 

sections displayed that were checked when setting up 

the nursing assessment/service plan.  See Step 2. 

Assisted Living Type 

Care Type 

Providers 

Medical History 

Medical Transfers 

Medication 



 

Step 8.  Determine Level of Assistance and provide instructions for the Service Plan when completing sections that 

push data from the Nursing Assessment to the Service Plan. 

 

 

 

 

 

 

 

 

Step 9.  Sign and save the completed Nursing Assessment. *Note:  When a service plan is completed, it will lock down 

the Nursing Assessment to become uneditable.  You can save a nursing assessment and your progress without clicking 

on the completed signature 

 

 

 

 

 

 

 

 

Level of Assistance will be pushed to the 

Service Plan 

Notes and Devices will be pushed to the 

Service Plan and appear as instructions. 

 

Only check when completed.  This locks 

down the nursing assessment and becomes 

uneditable 

Save when either saving your progress (not 

completed) or when the nursing assessment 

is completed. 

 



 

Step 10.  Complete a Service Plan by selecting a resident then clicking on the Service Plan link on the left hand 

navigation.  A partially completed Service Plan will have been created when a previous Nursing Assessment was 

completed.  Click the edit pencil to view/edit the Service Plan 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Level of Assistance, Devices and Notes are 

pushed from the Nursing Assessment to the 

Service Plan 

Nursing Assessment 



 

Step 11.  Complete the Service Plan by Selecting the Provider, Adding instructions and Scheduling the Time. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Select a provider.  If a provider was selected 

for this ADL during the Setup Service Items 

(Step 6) then provider would be checked 

already.  This can still however be 

changed/edited here. 

 

If this ADL is a PRN enter the 

number of times/month that this 

ADL may be given.  Zero may be 

entered if unknown. 

Only check when completed.  This locks 

down the service plan and becomes 

uneditable.  It also generates ADL’s to be 

charted on. 

Save when either saving your progress (not 

completed) or when the Service Plan is 

completed. 



 

 

Addendum A 

When a selection is selected on the Setup: Assessment/Plans the resulting sections will then be displayed on 

the Nursing Assessment 

 

 

 

 

 

 

Assisted Living Type 

Care Type 

Providers 

Medical History 

Medical Transfers 

Medication 

Medication assistant 

Blood pressure 

Heart rate 

Respiratory rate 

Temperature 

Glucose/Blood sugar 

O2 sats 

O2/min 

Weight 

Height 



 

 

 

 

 

Integumentary 

Immune System 

Respiratory 

Cardiovascular 



 

 

 

 

 

Gastrointestinal 

Genitourinary 

Musculoskeletal 

Neurological 

Endocrine 



 

 

 

 

 

Pain 

Primary Pain 

Secondary Pain 

Additional Pain 

Dementia 

Psychiatric 

Mental Health/Psychosocial 



 

 

 

 

 

Orientation 

Memory 

Cognitive 

Judgement 

Hallucination 

Delusion 



 

 

 

 

 

Anxiety 

Depression 

Mood 

Sensory 

Eye Care 

Dental 



 

 

 

 

 

Oral 

Mobility 

Ambulation 

Transferring 



 

 

 

 

 

Wandering 

Fall 

Self Harm 

Dietary 



 

 

 

 

 

Eating 

Weight Loss 

Grooming 

Dressing 

Assistive devices 



 

 

 

 

 

Prosthetic devices 

Toileting 

Incontinence care 

Bathing 

Smoke 



 

 

 

 

 

Self-medicate 

Leisure 

Communication 

Housekeeping 



 

 

 

 

 

 

 

Appointments 

Financial 

Assault/Destructive 

Substance abuse 

Victimization 

Behavior 



 

 

 

 

 

  

Behavior Management 

Special treatment 



 

Addendum B 

When a selection is selected on the Setup: Assessment/Plans the resulting sections will then be displayed on 

the Service Plan 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 

 


