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Select registration form type:
Participant Information
Eligibility category, check all that apply:
Income below poverty level?
	Lives in rural area?
Gender:
Veteran?
Veteran's spouse?
Select yes
Race, check all that apply:
Ethnicity:  Hispanic or Latino?
 Primary Language:
Marital status:
Lives in:
Housing:
Lives:
*U18 (Under 18 years of age) & 18+ w/disability - Refer to Caregiver Program 
Consent for Release of Information and Referral 
I authorize                                                        to release information contained herein to the following:
Information Use - Read to Participant
The information provided on this form is for program intake and registration purposes. It is used to help identify additional services to benefit you, the participant and to create statistical reports. This information is not released to anyone other than the referenced parties in a way that identifies you unless a separate consent to release information is signed.
Provider agency or individual
Phone number
Services
Client initials
Identified Needs and Requested Referrals
Signature
I understand that my signature is applicable to all addendums necessary to complete this assessment. I understand that my information will only be released to other service agencies for the purpose of assisting me in obtaining their services and benefits for which I may be eligible.DHS Aging Services makes no distinction on the grounds of race, sex, religion, or national origin in the provision of services in accordance with the Civil Rights Act of 1964 and its amendments.This grant of authority shall last to the next review.I understand I cannot receive both ADvantage waiver meals and Home delivered meals/Congregate meals. I agree to be referred to Outreach Services for information on additional services. The interviewer explained the Older Americans Act Title III suggested donation.  
Program Use Only
Referral sent to registered dietician?
Comments
Signature
Participant Information
Eligibility category, check all that apply:
Income below poverty level?
	Lives in rural area?
Gender:
Veteran?
Veteran's spouse?
Select yes
Race, check all that apply:
Ethnicity:  Hispanic or Latino?
 Primary Language:
Marital status:
Lives in:
Housing:
Lives:
*U18 (Under 18 years of age) & 18+ w/disability - Refer to Caregiver Program 
Activities of Daily Living (ADL)
Considering all episodes, how do you rate your ability to:
Independent
Requires assistance or supervision
Total dependence
1. Dress yourself?
2. Bathe, such as shower, full tub, or sponge bath, excluding washing your back or hair? 
3. Eat or feed yourself?
4. Transfer, such as from bed to a chair or wheelchair to the toilet?
5. Use toilet facilities?
6. Walk in your home?
Instrumental Activities of Daily Living (IADL)
Considering all episodes, how do you rate your ability to:
Independent
Requires assistance or supervision
Total dependence
1. Manage your own transportation needs?
2. Prepare your own meals?
3. Do light housework?
4. Shop for yourself?
5. Manage your own medications?
6. Manage your own money?
7. Use the telephone?
8. Do heavy housework?
Nutrition Screening Checklist (NSC)
1. Have you made any changes in lifelong eating habits because of health problems? 
2. Do you eat less than 2 meals per day?
3. Do you eat fewer than two servings of fruits, vegetables or milk products daily?
4. Do you have three or more drinks of beer, liquor or wine almost every day?
5. Do you have tooth or mouth problems that make it hard to eat?
6. Are there times when you don't have enough money to buy the food you need? 
7. Do you eat alone most of the time?
8. Do you take three or more different prescribed or over-the-counter drugs per day?
9. Without wanting to, have you lost or gained ten pounds in the past six months?  
10. Are there times when you are not physically able to shop, cook, or feed yourself?
                                                       Total Nutrition Score (Q.1-10):
*Refer to registered dietitian/nutritionist for nutrition counseling if Total Nutrition Score is six or more.
11. Do you have a chronic (ongoing) medical condition?
12. Is it difficult to cover the cost of your medications each month?
13. Have you been released from the hospital or long term care (LTC) facility in the last ten days?
14. During the last two weeks, have you often been bothered by
	a. Having little interest or pleasure in doing things?
	b. Feeling down, sad, or hopeless?
**See Nutrition Screening checklist section within User's Guide
Program Use Only
Ability to prepare frozen meals?Freezer space to store frozen meals?
Homebound meal eligibility, check all that apply:
Is the assistance of another person required to leave the home?
Consent for Release of Information and Referral 
I authorize                                                        to release information contained herein to the following:
Information Use - Read to Participant
The information provided on this form is for program intake and registration purposes. It is used to help identify additional services to benefit you, the participant and to create statistical reports. This information is not released to anyone other than the referenced parties in a way that identifies you unless a separate consent to release information is signed.
Provider agency or individual
Phone number
Services
Client initials
Identified Needs and Requested Referrals
Signature
I understand that my signature is applicable to all addendums necessary to complete this assessment. I understand that my information will only be released to other service agencies for the purpose of assisting me in obtaining their services and benefits for which I may be eligible.DHS Aging Services makes no distinction on the grounds of race, sex, religion, or national origin in the provision of services in accordance with the Civil Rights Act of 1964 and its amendments.This grant of authority shall last to the next review.I understand I cannot receive both ADvantage waiver meals and Home delivered meals/Congregate meals.  The interviewer explained the Older Americans Act Title III suggested donation.  
Program Use Only
Referral sent to registered dietician?
Comments
Signature
Participant Information
Eligibility category, check all that apply:
Income below poverty level?
	Lives in rural area?
Gender:
Veteran?
Veteran's spouse?
Select yes
Race, check all that apply:
Ethnicity:  Hispanic or Latino?
 Primary Language:
Marital status:
Lives in:
Housing:
Lives:
*U18 (Under 18 years of age) & 18+ w/disability - Refer to Caregiver Program 
Nutrition Screening Checklist		
1. Have you made any changes in lifelong eating habits because of health problems?
 
2. Do you eat less than 2 meals per day?
3. Do you eat fewer than two servings of fruits, vegetables or milk products daily?
4. Do you have three or more drinks of beer, liquor or wine almost every day?
5. Do you have tooth or mouth problems that make it hard to eat?
6. Are there times when you don't have enough money to buy the food you need? 
7. Do you eat alone most of the time?
8. Do you take three or more different prescribed or over-the-counter drugs per day?
9. Without wanting to, have you lost or gained ten pounds in the past six months?  
10. Are there times when you are not physically able to shop, cook, or feed yourself?
                                             Total Nutrition Score (Q.1-10):
*Refer to registered dietitian/nutritionist for nutrition counseling if Total Nutrition Score is six or more.
11. Do you have a chronic (ongoing) medical condition?
12. Is it difficult to cover the cost of your medications each month?
13. Have you been released from the hospital or long term care (LTC) facility in the last ten days?
14. During the last two weeks, have you often been bothered by
	a. Having little interest or pleasure in doing things?
	b. Feeling down, sad, or hopeless?
** See Nutrition Screening checklist section within User's Guide 
Consent for Release of Information and Referral 
I authorize                                                        to release information contained herein to the following:
Information Use - Read to Participant
The information provided on this form is for program intake and registration purposes. It is used to help identify additional services to benefit you, the participant and to create statistical reports. This information is not released to anyone other than the referenced parties in a way that identifies you unless a separate consent to release information is signed.
Provider agency or individual
Phone number
Services
Client initials
Identified Needs and Requested Referrals
Signature
I understand that my signature is applicable to all addendums necessary to complete this assessment. I understand that my information will only be released to other service agencies for the purpose of assisting me in obtaining their services and benefits for which I may be eligible.DHS Aging Services makes no distinction on the grounds of race, sex, religion, or national origin in the provision of services in accordance with the Civil Rights Act of 1964 and its amendments.This grant of authority shall last to the next review.I understand I cannot receive both ADvantage waiver meals and Home delivered meals/Congregate meals.  The interviewer explained the Older Americans Act Title III suggested donation.  
Program Use Only
Referral sent to registered dietician?
Comments
Signature
Additional Notes/Comments
Section*
Q#
Additional details
*Sections:  INT = Intake; NSC = Nutrition Screening Checklist; ADLs - Activities of Daily Living; IADLs = Instrumental Activities of Daily Living
Consent for Release of Information and Referral 
I authorize                                                        to release information contained herein to the following:
Provider agency or individual
Phone number
Services
Client initials
Identified Needs and Requested Referrals
Signature
I understand that my signature is applicable to all addendums necessary to complete this assessment. I understand that my information will only be released to other service agencies for the purpose of assisting me in obtaining their services and benefits for which I may be eligible.DHS Aging Services makes no distinction on the grounds of race, sex, religion, or national origin in the provision of services in accordance with the Civil Rights Act of 1964 and its amendments.This grant of authority shall last to the next review.I understand I cannot receive both ADvantage waiver meals and Home delivered meals/Congregate meals. The interviewer explained the Older Americans Act Title III suggested donation.  
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