	Name
	Referred by

	Address
	Date Enrolled

	Phone Number
	Primary MD

	Date of Birth
	Clinic

	Insurance
	Hospital

	Medicare#
	Pharmacy                                   Phone

	Sex      M ⁪   F ⁪       
	Religion

	Marital Status     M ⁪     S ⁪     W ⁪    D (
	Race/Ethnicity

	LIVING SITUATION    Alone   Y  ⁪   N  ⁪        
Home/Apt  ⁪      Other: _______________________________     
	ENGLISH SPEAKING   Y  ⁪   N ⁪ Communication Recommendations:____________________________

	Health Care Directives – STATUS        Discussed ⁪    Completed ⁪    Not Applicable ⁪          

	On File At:                                Health Care Agent:                                                                   Phone 

	Support Systems          
	SCREENINGS COMPLETED*
	(

	Primary Caregiver:  Y ⁪   N ⁪   Name:
	ADL Status
	

	Limitations of Caregiver
	Home Safety Check
	

	Financial POA:    Y ⁪   N ⁪   Name:
	Risk of Fall Evaluated
	

	Conservator/Guardian:    Y ⁪   N ⁪  Name:
	Depression Screening
	

	Hospice/Palliative Care:  Y ⁪   N ⁪  Name:
	Vulnerable/ Suspected Abuse
	

	Other Support: _____________________________________________ __________________________________________________________    
	Other____________________________
	

	
	*Screenings Are Available Upon Request

	Health Status 

(check all that apply)
	(
	Health Problems
	Goals 

	Sight Impairment
	
	______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
	________________________________
________________________________
________________________________
________________________________
________________________________
________________________________

	Hearing/Speech Impairment
	
	
	

	Uses Walker/Cane/Wheelchair
	
	
	

	Nutrition Problems
	
	
	

	Other_______________________________________________
	
	
	

	Support Service 

(R-receives,  N-needs, Not Needed-N/D)
	R,  N, N/D
	Provider
	CONTACT INFORMATION
	OTHER 

	Care Manager
	
	
	
	

	Nursing/Home Health Aide
	
	
	
	

	Medication Management
	
	
	
	

	Housekeeping/Chore
	
	
	
	

	Volunteer
	
	
	
	

	Social Needs
	
	
	
	

	Mental Health Needs
	
	
	
	

	Financial Management
	
	
	
	

	Transportation
	
	
	
	

	Meals/Grocery Assistance
	
	
	
	

	Other
	
	
	
	


	________________________________________________________________________________________

(Program Name)

In-Home Evaluation


     Name of Screener_______________________________________________________________________________

     Program _________________________________________________ Program Phone #_______________________

    *More information available in “FILE NOTES” on reverse side.    

	Emergency Contacts

	Name
	Name

	Address
	Address

	City                                                          Zip
	City                                                     Zip

	Phone   (H)                            (W)
	Phone   (H)                            (W)

	Relationship to Client
	Relationship to Client


	Income

	Social Security   Y ⁪   N ⁪  $_______________
Pension               Y ⁪   N ⁪  $_______________  
Other                  Y ⁪   N ⁪  $_______________
Notes_______________________________________________________________________________________
	Assets:   Y ⁪   N ⁪
Notes:_______________________________________
  ____________________________________________
____________________________________________
____________________________________________
____________________________________________

	Pre-screened for AC/EW    Y ⁪   N ⁪
Called in referral    Y ⁪   N ⁪     Date:
	


	File Notes

	____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________














