
Goals of Care Questionnaire  

for Rocmaura Nursing Home Residents 

 

 

April 16th is National Advance Care Planning Day in Canada.  This day encourages us to have 

conversations with the people we care for about their “goals of care”, both big and small.  For 

many of us, little things can make a big difference in our level of comfort every day.  With this 

questionnaire, we are hoping to learn more about what each person living at Rocmaura needs 

to be comfortable. 

 

Please answer the following questions so that Rocmaura care staff can learn more about your 

preferences.  If you speak on behalf of a resident, please tell us what you know about your loved 

one’s preferences.  Feel free to add anything that has been left off the questionnaire. 

 

When you have completed this questionnaire, you may print and return it in person, or by email 

to the Court where your resident lives. 

HopewellRN@Rocmaura.com  TerraceRN@Rocmaura.com 

GardenRN@Rocmaura.com   TrinityRN@Rocmaura.com  

 

 

 

Name of Resident ______________________________________________ Room __________ 

Person completing form (if not the above named): ________________________________________ 

Contact information (if not on file): ____________________________________________________ 

 

 

To learn more about advance care planning, go to advancecareplanning.ca.  If you have questions about 

the care your loved one is receiving at Rocmaura, please speak with the unit manager on their Court. 

mailto:HopewellRN@Rocmaura.com
mailto:TerraceRN@Rocmaura.com
mailto:GardenRN@Rocmaura.com
mailto:TrinityRN@Rocmaura.com


  Resident: _______________________________ 
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Do you have important food preferences?  Please indicate from the list below: 

____ eating each item individually   

____ order of food (ex. eating vegetables first, then meat): please describe below 

____ need butter, ketchup, salt, pepper, other:  ________________________________ 

____ other preferences:  ____________________________________________________ 

         ____________________________________________________ 

 

Sleeping – Do you have sleep preferences? 

Sleeping position (when applicable and safe for resident) –   

____ left side   ____ right side   ____ stomach    ____ back 

____ wear socks at night   ____ loose clothing at night   

____ like to nap during the day:  ____ yes ____ no 

 

Light – Do you prefer:  ____ blinds open at night ____ blinds closed at night 

During the day:  ____ natural light         ____ very bright        ____ as dark as possible 

 

Music – Do you have a favourite kind of music?   ____ Country  ____ rock   

____ classical  ____ like all kinds of music   ____ other: ___________________  

 

Noise level – ____ do you like lots of commotion around you or do you ____ prefer quiet?  

                        ____ music playing in the background     ____ tv on all the time 

 

TV – What kind of shows do you like to watch? ____ news  ____ documentaries  

____ dramas  ____ sitcoms  ____ music  other: _________________ 



  Resident: _______________________________ 
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Temperature – Do you have a preference for certain temperatures? 

____ as warm as possible    ____ as cool as possible    ____ go outside when sunny 

Temperature at night:   ____   cool  ____ warm      ____ as many blankets as possible 

 

Clothing and footwear – Do you have preferences regarding how you are dressed? 

Always wear: ____   shoes    (____ open shoes  ____ closed shoes)   

 ____ slippers      ____ socks   ____ bare feet 

____ dresses/skirts          ____ shorts   ____ sweaters 

____ anything but dresses/skirts  

Other: ________________________________________________________________    

 

Hair – Do you have preferences regarding your hair style? 

____   always the same style  ____   like to experiment  ____ colour hair  

____   prefer a perm   ____   prefer a touch of colour (specify colour) 

____   part hair in middle  ____   part hair on side (specify) _________________ 

____   bangs (____ to the right or ____  to the left) 

Facial hair – What do you prefer? 

____ beard       ____ mustache       ____ goatee ____ other: ___________________ 

 

Is there anything else you would like us to know? (please add to back of sheet, if needed) 


