	Name of Service Provider
Home Delivered Meals Intake/Eligibility Form

A4AA Form; revised 7/28/11
Shaded sections are for office use.  

Items marked with an asterisk (*) are required.  
	Route to:
	*Intake Date: ________     FORMCHECKBOX 
 Phone     FORMCHECKBOX 
 Home

	
	
	 Active Date:_________     Inactive Date:________

 Active Date:_________     Inactive Date:________

 Active Date:_________     Inactive Date:________

	Unique Participant ID:
	Last 4 Digits of 

Social Security #
	*Termination Date:
	*Reason for Termination (Disposition):

	*Last Name:

	*First Name:
	MI:
	Language:

 FORMCHECKBOX 
 Does Not speak English
 FORMCHECKBOX 
 Needs an interpreter who can 

      speak: _________________

	Street/Address: 
	City:
	*County:
	

	Directions/Identifiers:
	*Zip Code (used for rural status):

	Client Contact Information:
Best Phone: (       )

Alternate Phone: (       )
	Emergency Contact Name: _____________________________________
Address: ____________________________________________________
Phone:  (       )                           Relationship to Client: _________________

	*Birth Date (mm/dd/yy):
	*Age:
	*Sex:

 FORMCHECKBOX 
 Female         FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Declined to State
	Marital Status:


	ADLs and IADLs (Activities of Daily Living and Instrumental Activities of Daily Living)

Use the rating scale to rate the client’s current functional ability for each of the following activities.

	ADLs
	Rating
	IADLs
	Rating
	IADLs
	Rating
	RATING SCALE
1 = Independent

2 = Verbal Assistance

3 = Some Human Help

4 = Lots of Human Help

5 = Dependent

6 = Declined to State

	*Eating
	 
	*Light Housework
	 
	*Manage Medications
	 
	

	*Dressing
	 
	 Laundry
	 
	*Money Management
	 
	

	*Transferring
	 
	*Shopping/Errands
	 
	 Stair Climbing
	
	

	*Bathing
	 
	*Meal Prep/Cleanup
	 
	 Mobility Indoor
	
	

	*Toileting 
	 
	*Transportation
	 
	 Mobility Outdoor
	
	

	 Grooming  (score = zero)
	0
	*Telephone
	
	*Heavy Housework
	
	

	*Walking
	
	Total IADLs (how many activities above are rated “4” or “5” )
	
	

	
	
	
	
	

	*Total ADLs (count how many activities above are rated as a “4” or “5” )
	
	Notes:


	*Eligibility Instructions:  Individuals who are 60 years of age or older AND frail (see question #1) AND homebound (see question #2) meet the minimum qualifications.  However, a “Yes” answer to questions 3, 4 or 5 will disqualify him/her unless special circumstances are involved (e.g., recent return from the hospital or recent death of a spouse).

	1. Is the person physically frail (total ADLs figure above = 2 or more) or 

    mentally frail (requires substantial supervision)?  Yes or No  (circle one)
2. Is the person homebound (unable to leave house without assistance)?  Yes or No
3. Is the person capable of preparing simple meals (without assistance)?  Yes or No
4. Does the person live w/ someone capable of preparing simple meals?  Yes or No
5. Does the person have adequate family or paid support for meals?  Yes or No
	*Eligible for Home Delivered Meals?

 FORMCHECKBOX 
 Yes       
 FORMCHECKBOX 
 Short Term Only        
 FORMCHECKBOX 
 No        
 FORMCHECKBOX 
 Not Applicable1
Justification (if necessary):

____________________________________________________________________

	*Type of Client:     

 FORMCHECKBOX 
 Eligible senior

 FORMCHECKBOX 
 Spouse of an eligible senior

 FORMCHECKBOX 
 Person with a disability who lives with 
      an eligible senior
	*Prioritization Level:
 FORMCHECKBOX 
 #1 Acute Need         FORMCHECKBOX 
 #2 Chronic Illness or High Nutritional Risk
 FORMCHECKBOX 
 #3 Frail with No Outside Assistance
 FORMCHECKBOX 
 #4 Frail with Limited Outside Assistance        
 FORMCHECKBOX 
 #5 Homebound and Gets Some Help with Meals


1 The five eligibility questions do not apply to spouses or to people with disabilities who live with an eligible senior.
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	*Race: (check only one box)              
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Black    
 FORMCHECKBOX 
 American Indian/Alaska Native   


 FORMCHECKBOX 
 Asian Indian 
 FORMCHECKBOX 
 Cambodian
 FORMCHECKBOX 
 Chinese
 FORMCHECKBOX 
 Filipino
 FORMCHECKBOX 
 Japanese 
 FORMCHECKBOX 
 Korean   FORMCHECKBOX 
 Laotian   FORMCHECKBOX 
 Vietnamese

 FORMCHECKBOX 
 Other Asian 
 FORMCHECKBOX 
 Guamanian
 FORMCHECKBOX 
 Hawaiian
 FORMCHECKBOX 
 Samoan 
 FORMCHECKBOX 
 Other Pacific Islander 

 FORMCHECKBOX 
 Multiple Race 
 FORMCHECKBOX 
 Other Race: __________________      
 FORMCHECKBOX 
 Declined to State

	*Ethnicity: (check one)
 FORMCHECKBOX 
 Hispanic/Latino         FORMCHECKBOX 
 Not Hispanic/Latino         FORMCHECKBOX 
 Declined to State
	*Approximate household income?  

(This is only required to calculate poverty status)
$ __________  ​   FORMCHECKBOX 
 monthly         FORMCHECKBOX 
 yearly

 FORMCHECKBOX 
 Declined to State

	*Rural Status: (determine from Zip code)
 FORMCHECKBOX 
 Rural         FORMCHECKBOX 
 Urban         FORMCHECKBOX 
 Declined to State
	

	*Poverty Status: (calculate from household income)
 FORMCHECKBOX 
 At or Below 100% of the Federal Poverty Level (FPL)         FORMCHECKBOX 
 Above 100% of the FPL         FORMCHECKBOX 
 Declined to State

	*Living Status:
 FORMCHECKBOX 
 Lives Alone         FORMCHECKBOX 
 Does Not Live Alone         FORMCHECKBOX 
 Declined to State
	


	*Nutritional Risk Status:  (for each item, circle the number in the appropriate column)
	Refused
	No
	Yes

	a)
Person has an illness or condition that changes the kind and/or amount of food eaten?
	0
	0
	2

	b) 
Eats fewer than 2 meals per day?
	0
	0
	3

	c) 
Eats fewer than 2 daily servings each of fruits, vegetables and milk products?
	0
	0
	2

	d) 
Has 3 or more drinks of beer, liquor, or wine almost every day?
	0
	0
	2

	e) 
Has tooth or mouth problems that make it hard to eat?
	0
	0
	2

	f) 
Does not always have enough money to buy the food needed?
	0
	0
	4

	g)
Eats alone most of the time?
	0
	0
	1

	h)
Takes three or more prescribed or over the counter drugs a day?
	0
	0
	1

	i) 
Without wanting to, lost or gained 10 pounds in the past 6 months?
	0
	0
	2

	j) 
Not always physically able to shop, cook and/or feed self?
	0
	0
	2

	(High Nutritional Risk = 6 or more points)        Total Points: 
	


	General Assessment:
	Answer
	Comments

	1. Does the oven and/or microwave work?
	
	

	2. Does the refrigerator keep food < 40 degrees?
	
	

	3. Does the freezer keep food < 0 degrees?
	
	

	4. Is the client eating all of the meals?  If no, why not?
	
	

	5. Is the temperature of the client’s home appropriate?
	
	

	6. What nutrition information would the client like to have?
	
	

	7. Does the client appear confused and/or forgetful?
	
	

	8. Can the client open their own milk cartons/containers?
	
	

	9. Does the client need instructions to re-heat meals?
	
	


	Referral(s) Made On (Date):
 FORMCHECKBOX 
 Nutritional education for at-risk client on: __________
 FORMCHECKBOX 


	Notes:


I understand the information I am providing will be kept confidential and that it may be used to identify other services for which I qualify.
________________________________

____________________________

_________
Signature of the client (Not required by A4AA)


Intake completed by (staff person’s name)

Date ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 


 ADDIN  \* MERGEFORMAT 
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