
CAREGIVER SUPPORT SERVICES EVALUATION FORM

Adapted from SAIL Effective Community Based Services Project



                                               Urgent
 Please Call 

AGENCY

        
WORKER


    INTAKE DATE

PHONE


 

DEMOGRAPHICS  
CAREGIVER: Name





  Phone (Home)
                          (Work)                          


Address






City


    
State
      Zip



County




Birthdate       /       /          
( Female
( Male
      

MARITAL STATUS     (  Never Married    ( Married    ( Separated    ( Divorced    ( Widowed    ( Domestic Partner

RELATIONSHIP TO CARE RECEIVER  ( Spouse   ( Adult Child    ( Parent ( Other Relative    ( Friend    ( Neighbor

Power of Attorney ______   Guardian _______   Conservator _______

LIVING ARRANGEMENTS   With Care Receiver  Yes (   No (    

RACE/ETHNICITY  ( African/Afr. Amer.   ( Amer. Ind/Alaskan Native   ( Asian/Pac. Islander   ( White      ( Hispanic   

                                   Other
                                                                      ( Unknown

      Refugee    ( Yes     ( No       Immigrant   ( Yes     ( No         

      LANGUAGES SPOKEN:



Interpreter


Phone




CAREGIVER TASKS 
Caregiver assists the care receiver with the following/plus caregiver personal needs:  (corresponding educational tipsheet #s are included)
( dressing

( bathing
              ( memory cueing 1,2,3
            (  prepare meals          (  bill paying/paperwork    (  service coordinator
( mobility 31,32,38
( toileting 8,9         ( housekeeping 38,39
  (  yard work/maintenance
(  personal advocate
          ( family facilitator

( transfers 31,32,38
( grooming 35,36,37,42 43   ( laundry      (  transportation/escort 65,66         (  take meds 69,70         (  Alzheimer’s care 1,2,3
( eating

( behavior              ( shopping

  ( finances/legal help
(  medical facilitator          ( Parkinson’s care 10,11
( stroke care 14-17
( diabetes care      ( Hmong culture 91
  ( stress12,13   ( depression 4,5     ( uncertainty  71,72     ( doctor visits  63,64
           ( fatigue/sleep 33,34,44,45     (  wound care 46,47         ( infection control 40,41        ( dining out 61,62     ( exercise 67,68         ( family meeting 
( caregiver websites 76        ( boundaries of caregiving 74,75    ( health care directives 77     (  Diabetes care 78
CAREGIVER SELFCARE 
Caregiver areas of educational benefit:  1)_________________________________________2)_____________________________________________

SERVICES 
Caregiver Specific Support Services

   

     PAST USE/ 







  
                          USING                             NEEDS
PROVIDED BY:

Care Coordination

(

(
  ____________________________________________________________________                                                                                                                                                                                                                                                                                             
Coaching


(

(
  ____________________________________________________________________

Counseling

(

(
  _____________________________________________________________________

Support Groups                            (

(       
   ____________________________________________________________________

Mentoring                                     (

(       
   ____________________________________________________________________

CG Telephone Reassurance
(

(
  _____________________________________________________________________
                        

Legal Assistance

( 

(
 _____________________________________________________________________

Caregiver Education
                  (

(                 ______________________________________________________________________                                                                                                                                     Caregiver Training
                  (

(
_______________________________________________________________________

Adult Day

      
( 

(
_______________________________________________________________________

Volunteer Group 

( 

(
_______________________________________________________________________

In-home

                  (

( 
_______________________________________________________________________

Overnight                                      ( 

(               _______________________________________________________________________       

Short Term Out of Home
(

(                ________________________________________________________________________

Supplemental Services        

Home Health                                (

(                                                                                                          
 
Chore                                            (

(                                                                                                                                                             
 
Homemaker                                  ( 

(                                                                                                              
          

Telephone Reassurance for CR    (

(              ________________________________________________________________________                                                                                                                                                                                                 
Home Modification                      (

(                                                                                                              


Transportation                              ( 

(                                                                                                             
 

Assisted Transportation               ( 
(                                                                                                              


Other


(
(                                                                                                               


CAREGIVER HEALTH: 
 












Reason for Referral:
 



















                                                             



                                         CONTINUE ON PAGE 3– Additional Comments          
CONTACTS
EMERGENCY:  Name



Relationship



Phone



         

              Name



Relationship



Phone



RELIGIOUS AFFILIATION:



Name



Phone




CARE RECEIVER DEMOGRAPHICS  
Name







Phone (Home)




Address






City


    
State
      Zip



County




Birthdate       /       /          
( Female(Male
      

MARITAL STATUS     (  Never Married    ( Married    ( Separated    ( Divorced    ( Widowed    ( Domestic Partner

LIVING ARRANGEMENTS   ( Home (  Apartment  (  Assisted Living    (  Nursing Home     

RACE/ETHNICITY  ( Black/Afr. Amer.   ( Amer. Ind/Alaskan Native   ( Asian/Pac. Islander   ( White   ( Hispanic   

                                   Other
                                                                      ( Unknown

  Refugee    ( Yes     ( No       Immigrant   ( Yes     ( No      

LANGUAGES SPOKEN:



Interpreter



Phone




Diagnosis/Other Medical Info













CONTACTS
POWER OF ATTORNEY/CONSERVATOR/GUARDIAN:




Phone




(If other than caregiver)

PHYSICIANS/CLINIC:








Phone




HOSPITAL:  



         Phone


   
FINANCIAL INFORMATION   
Income information for:   Household              
Care Receiver   ________                                                                                                                                   

Medical Assistance #

           

 

Medicare #


   A
B


3RD Party Payer #






Monthly Income


 

Assets






Number in household __________

Veteran?   ( Yes   ( No
Elderly Waiver:  Eligible    ( Yes   ( No    Receiving ( Yes   ( No      Alternative Care:  Eligible  ( Yes   ( No    Receiving ( Yes   ( No

DISPOSITION

Privacy Notice Provided:     ( Yes  ( No  By






Date



Release of Information Signed:  ( Yes  ( No  By






Date



ADDITIONAL INFORMATION   


12/03


