ACTIVITIES OF DAILY LIVING SCREENING TOOL 

Name__________________________________________________DOB_________________         

Would you say that you can:






Comments

.

1.    yes   no   Walk around inside without any help?


2.    yes   no   Sit up or move around in bed without any help?


3.    yes   no   Comb your hair, shave, wash your face, or 

                      brush your teeth without any help?


4.    yes   no   Get in & out of bed or a chair without any help?


5.    yes   no   Bathe or shower without any help?


6.    yes   no   Use the toilet without any help?


7.    yes   no   Dress without any help?


8.    yes   no   Manage eating without any help?


Are you able to:

1.    yes   no   Answer the telephone without help?


2.    yes   no   Make a telephone call without help?


3.    yes   no   Shop for food & other things you need without help?


4.    yes   no   Prepare meals for yourself without help?


5.    yes   no   Do light housekeeping, like dusting or sweeping 

                      without help?


6.    yes   no   Do heavy housekeeping, like yard work without help?


7.    yes   no   Do your own laundry without help?


8.    yes   no   Take your own medications without help?


9.    yes   no   Handle your own money, like keeping track of 

                      bills & handling cash without help?


10.  yes   no   Use public transportation or drive to places beyond

                      walking distances without help?

Completed by____________________________________________________Date_____________________

