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1. Learning barriers
a. Do any of the following interfere with your ability to learn?  Chronic illness or pain.  Yes   No   Vision or hearing impairment.  Yes  No

Reading or speaking problems.  Yes   No    Trouble understanding or remembering.   Yes   No
b.  Do you have difficulty reading English?  Yes   No    c. What is your first language?  ___________________________________________ 
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PATIENT LEARNING ASSESSMENT

PART I - PATIENT'S/GUARDIAN'S SELF-ASSESSMENT

2. Self care
a. Do you have any problems taking care of yourself?  Yes   No  If so, please describe: __________________________________________
b. Do you have any questions concerning the current diet and/or medication(s) you are taking?   Yes   No  If so, what? 
_________________________________________________________________________________________________________________

3. Your preference of teaching methods (Please select as many methods as you prefer.)
[    ] Provider explaining to me        [    ] Showing me a video        [    ] Giving me materials to read

4. Social barriers
a.  Do you have, or have you ever had, religious beliefs that may impact your health care?  Yes   No    If so, what: ___________________

_________________________________________________________________________________________________________________

b. Do you have any cultural beliefs surrounding health care?  Yes   No    If so, what: __________________________________________

5. Comments on "Yes" responses to the patient's/guardian's self assessment in part I (If additional space is needed, use back of form.)

Date Patient's/Guardian's signature Date Patient's/Guardian's signature Date Patient's/Guardian's signature

PART III - PERIODIC VERIFICATION OF 'NO CHANGE' IN THE INFORMATION ENTERED ABOVE IN PART  I

PART II - PROVIDER'S/NURSING STAFF COMMENTS

Previous edition is obsolete.


