
MDS Assessment Cheat Sheet

Resident Information

Resident Name: Admission Date:

Assessment Section Notes

A: Identification Information

B: Hearing, Speech, and Vision

C: Cognitive Patterns

D: Mood and Behavior

E: Preferences for Customary 
Routine and Activities

F: Balance and Mobility

G: Functional Status

H: Bowel and Bladder 
Incontinence



Assessment Section Notes

I: Active Diagnoses

J: Health Conditions

K: Swallowing/Nutritional Status

L: Oral/Dental Status

M: Skin Conditions

N: Medications

O: Special Treatments, 
Procedures, and Programs

P: Restraints

Q: Participation in Assessment 
and Goal Setting



Documentation Tips

Additional Notes

Completion Date


	Resident Name: Jane Doe
	Admission Date: 2022-03-15
	NotesA Identification Information: Verified resident's name as Jane Doe, and demographic details are accurate.
	NotesB Hearing Speech and Vision: Resident wears hearing aids in both ears. No speech impairments noted. Vision corrected with glasses; slight impairment in low light.
	NotesC Cognitive Patterns: Resident shows mild forgetfulness and occasional confusion. Decision-making abilities are generally intact.
	NotesD Mood and Behavior: Jane Doe presents a calm demeanor, engages in social activities. No significant behavioral issues noted.
	NotesE Preferences for Customary Routine and Activities: Prefers a routine morning schedule, enjoys reading in the afternoon, and participates in group activities.
	NotesF Balance and Mobility: Uses a walker for mobility. Occasionally experiences unsteadiness, especially when fatigued.
	NotesG Functional Status: Performs most ADLs independently. Requires assistance with bathing.
	NotesH Bowel and Bladder Incontinence: Occasional urinary incontinence noted. No bowel incontinence reported.
	NotesI Active Diagnoses: Hypertension, Type 2 Diabetes, Osteoarthritis.
	NotesJ Health Conditions: History of mild respiratory infections. No acute issues reported.
	NotesK SwallowingNutritional Status: No swallowing difficulties reported. Maintains a balanced diet; no recent changes.
	NotesL OralDental Status: Regular dental check-ups. Good oral hygiene; no dental issues reported.
	NotesM Skin Conditions: No skin conditions or wounds noted. Skin integrity is good.
	NotesN Medications: Lisinopril 10mg daily, Metformin 500mg twice daily, Acetaminophen 500mg PRN for pain.
	NotesO Special Treatments Procedures and Programs: None reported.
	NotesP Restraints: No use of physical restraints. Care plan focuses on fall prevention.
	NotesQ Participation in Assessment and Goal Setting: Actively involved in the assessment process. Goals include maintaining independence in ADLs and managing chronic conditions.
	Documentation TipsRow1: Utilized MDS cheat sheets for reference.



Double-checked responses for accuracy.



Ensured documentation aligns with the latest regulatory guidelines.



Updated information promptly for changes in resident's condition.
	Additional NotesRow1: A resident expressed satisfaction with the current care plan.



Follow-up scheduled for any changes in health status.
	Completion DateRow1: 2022-03-31


