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	Today’s Date:	/	/
	Preferred Phone: (	)

	First Name:
	Last Name:
	MI:

	*[footnoteRef:1]Date of Birth:	/	/ [1:   *Denotes items are required by SPR] 

	Email:

	Address:
	City:	State:
	*Zip: (Rural = 1 point)

	*Sex     |_| Female	      |_| Male	 
Primary Language: |_| English	|_| Other: (Primary language “Other” = 1 point)
	

	*Check the racial categories that apply to you: (any response other than “White” = 1 point)

	|_| African American/Black	|_| Native Hawaiian/Other Pacific Islander

	|_| American Indian/Alaskan Native	|_| White

	|_| Asian	|_| Other:

	*Are you Hispanic or Latino? |_| Yes	|_| No (Yes = 1 point)
Are you a veteran? |_| Yes	|_| No (Yes = 1 point)
	

	*Do you live alone? |_| Yes	|_| No (Yes = 1 point)
If Yes, is your annual household income more than $15,060? (No = 2 points)	|_| Yes	|_| No
*If No, is your annual household income more than:
If 2 people, is your annual household income more than $20,440? (No = 2 points)	|_| Yes	|_| No
If 3 people, is your annual household income more than $25,820? (No = 2 points)	|_| Yes	|_| No
If 4 people, is your annual household income more than $31,200? (No = 2 points)	|_| Yes	|_| No
If 5 people, is your annual household income more than $36,580? (No = 2 points)	|_| Yes	|_| No
If 6 or more people, is your annual household income more than $41,960? (No = 2 points)|_| Yes	|_| No



Are you interested in learning about any other services?

[bookmark: Check1]|_| Caregiver Support
|_| Health and Wellness Classes
|_| Legal Assistance
|_| Meals
|_| Nutrition Counseling
|_| Options to return to home
|_| Options to stay at home
|_| Transportation


[bookmark: _Hlk153967413]The following questions help identify needs related to nutrition and socialization. (High nutrition risk 6+ = 2 points. Specific answers each contribute a range of 1-4 points to the nutrition risk score; scoring can be found here: Determine Your Nutritional Health Checklist (acl.gov). )
	[bookmark: _Hlk153967374]*1. Do you have an illness or condition that made you change the kind and/or amount of food you eat?
	[bookmark: Check4]|_| Yes
	[bookmark: Check3]|_| No

	*2. Do you eat fewer than 2 meals a day?
	|_| Yes
	|_| No

	*3. Do you eat few fruits, vegetables, or milk products?
	|_| Yes
	|_| No

	*4. Do you have 3 or more drinks of beer, wine, or liquor almost every day?
	|_| Yes
	|_| No

	*5. Do you have a tooth or mouth problem that makes it hard to eat?
	|_| Yes
	|_| No

	*6. Do you always have enough money to buy the food you need?
	|_| Yes
	|_| No

	*7. Do you eat alone most of the time?
	|_| Yes
	|_| No

	*8. Do you take 3 or more different prescribed or over-the-counter drugs a day?
	|_| Yes
	|_| No

	*9. Without wanting to, have you lost or gained 10+ pounds in the past 6 months?
	|_| Yes
	|_| No

	*10. Are there times you are physically unable to shop, cook, or feed yourself?
	|_| Yes
	|_| No

	11. In the past 12 months, have you worried about whether your food would run out before you got money to buy more? (Yes to either #11 or #12 = 2 points total, indicates at risk of food insecurity via Hunger Vital sign tool)
	|_| Yes
	|_| No

	12. In the past 2 months, did the food you buy just not last and you didn’t have money to buy more? (Yes to either #11 or #12 = 2 points total, indicates at risk of food insecurity via Hunger Vital sign tool)
	|_| Yes
	|_| No



Social Isolation 
Hardly Ever	Some of the Time	Often
How often do you feel you lack companionship?	|_|	|_|	|_|
How often do you feel isolated from others?	|_|	|_|	|_|
How often do you feel left out?	|_|	|_|	|_|
(At risk of social isolation 6+ = 2 points. Hardly = 1, Some = 2, Often = 3. Scoring from 3-9 found here: https://static1.squarespace.com/static/5b855bd5cef372d1e9a8ef0e/t/62c48598145cea29f9e15152/1657046424650/engaged-measuring-loneliness-custom.pdf )

Malnutrition screening
Have you recently lost weight without trying?	|_| No	|_| Unsure (No = 0, Unsure = 2 points)
If Yes, how much weight have you lost?
|_| 2-13 Ib (= 1point)   |_| 14-23 Ib (= 2 points)  |_| 24-33 Ib (=3 points)  |_| 34 Ib or more (= 4 points)	|_| Unsure (= 2 points)
Have you been eating poorly because of a decreased appetite?	|_| Yes	|_| No (No = 0, Yes = 2 points)
(Add weight loss and appetite scores for malnutrition screening MST score; MST 2+ = 2 points mst.indd)

	(Sometimes or Always response = 1 limitation. Total 2+ limitations = 2 points)

	Did you need help with:
	I did not need help
	I needed help sometimes
	I always needed help
	Activity did not occur

	Cleaning your house?
	|_|
	|_|
	|_|
	|_|

	Managing medications?
	|_|
	|_|
	|_|
	|_|

	Managing your money/paying bills?
	|_|
	|_|
	|_|
	|_|

	Preparing meals?
	|_|
	|_|
	|_|
	|_|

	Shopping?
	|_|
	|_|
	|_|
	|_|

	Sort, load, wash, dry and fold laundry?
	|_|
	|_|
	|_|
	|_|

	Using the telephone?
	|_|
	|_|
	|_|
	|_|

	Using transportation/car?
	|_|
	|_|
	|_|
	|_|


*IADL Data Entry:	Independent	Sometimes dependent/limited assistance	Totally dependent
	During the past 7 days did you need help:
	I did not need help
	I needed help sometimes
	I always needed help

	Bathing or showering?
	|_|
	|_|
	|_|

	Eating?
	|_|
	|_|
	|_|

	Getting dressed?
	|_|
	|_|
	|_|

	Getting out of or into a bed or chair?
	|_|
	|_|
	|_|

	Getting to toilet on time? (able to control bladder/bowels?)
	|_|
	|_|
	|_|

	Using the toilet?
	|_|
	|_|
	|_|


*ADL Data Entry:	Independent	Sometimes dependent/limited assistance	Totally dependent


Please check one:
|_| Are you homebound by illness, incapacitating disability or other cause? (Homebound = 2 points)
OR
|_| Are you a spouse of a homebound eligible person?

Which days of the week would you prefer to receive a home delivered meal?
|_| Monday	|_| Tuesday	|_| Wednesday	|_| Thursday
|_| Friday	|_| Saturday	|_|Sunday

Does Medicaid pay for some of your services like transportation, meals, organizing medications, case manager, or chores?	|_| Yes	|_| No

Emergency Contacts
	Contact 1
	Contact 2

	Name:
	Name:

	Address:
	Address:

	Phone:
	Phone:

	Relationship:
	Relationship:


This section to be completed by staff.
Service Received:

|_| Congregate Nutrition
|_| Health Promotion: Evidence Based
|_| Health Promotion: Non-Evidence Based

|_| Home Delivered Nutrition
|_| Nutrition Counseling
|_| Nutrition Education
