	Name of Service Provider
Title III-E FCSP Intake/Eligibility Form

A4AA Form; revised 8/11/11
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):


CAREGIVER (Client)
	*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):


PRIMARY CARE RECEIVER
	*Last Name:

	*First Name:
	MI:
	Language:

 FORMCHECKBOX 
 Does Not speak English
 FORMCHECKBOX 
 Needs an interpreter who can 

      speak: _________________

	Street/Address: 
	City:
	Zip Code:
	

	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 “2” to “5” )
	
	

	
	
	
	
	

	*Total ADLs (count how many activities above are rated from “2” to “5” )
	
	Notes:


ELIGIBILITY
	*Basic Eligibility Instructions:  A “No” answer to either question below means the Caregiver is ineligible to receive FCSP services.

	1.  Is the Care Receiver an older individual (60 years of age or older) or an individual of any age with Alzheimer’s disease or a related disorder with neurological and organic brain dysfunction?      FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

2.  Is the Caregiver an adult (18 years of age or older) family member or another individual (e.g., friend or neighbor) who is an informal (i.e., unpaid) provider of in-home or community care to an “elderly” Care Receiver?      FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	*Respite Eligibility Instructions:  A “No” answer to question #3 below means the Caregiver is ineligible to receive Respite Care.

	3.  Is the Care Receiver an older individual (60 years of age or older) whose Total ADLs figure (see section above) is two or more or an individual of any age with Alzheimer’s disease or a related disorder with neurological and organic brain dysfunction?      FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
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Title III-E FCSP Intake/Eligibility Form, Part 2
CAREGIVER (Client) INFORMATION
CAREGIVER (Client) DETAILS
	Client Name:

	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:

 FORMCHECKBOX 
 Single (never married)        FORMCHECKBOX 
 Married        FORMCHECKBOX 
 Domestic Partner        FORMCHECKBOX 
 Separated        FORMCHECKBOX 
 Divorced        FORMCHECKBOX 
 Widowed      FORMCHECKBOX 
 Declined to State

	*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
	

	*Employment:

 FORMCHECKBOX 
 Full-time        FORMCHECKBOX 
 Part-time        FORMCHECKBOX 
 Retired        FORMCHECKBOX 
 Unemployed      FORMCHECKBOX 
 Declined to State

	*Relationship to Care Receiver:         FORMCHECKBOX 
 Husband        FORMCHECKBOX 
 Wife        FORMCHECKBOX 
 Domestic Partner        FORMCHECKBOX 
 Son        FORMCHECKBOX 
 Son-in-Law

 FORMCHECKBOX 
 Daughter        FORMCHECKBOX 
 Daughter-in-Law        FORMCHECKBOX 
 Grandparent        FORMCHECKBOX 
 Other Relative        FORMCHECKBOX 
 Non-Relative        FORMCHECKBOX 
 Declined to State


REFERRALS & NOTES
	Additional Referrals:


	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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Title III-E FCSP Intake/Eligibility Form, Part 3
PRIMARY CARE RECEIVER INFORMATION
PRIMARY CARE RECEIVER DETAILS
	Name:

	Contact Information:
Best Phone: (       )

Alternate Phone: (       )
	

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

 FORMCHECKBOX 
 Female         FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Declined to State
	

	*Marital Status:

 FORMCHECKBOX 
 Single (never married)        FORMCHECKBOX 
 Married        FORMCHECKBOX 
 Domestic Partner        FORMCHECKBOX 
 Separated        FORMCHECKBOX 
 Divorced        FORMCHECKBOX 
 Widowed      FORMCHECKBOX 
 Declined to State

	*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
	


REFERRALS & NOTES
	Additional Referrals:


	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 Care Receiver (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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Title III-E FCSP Intake/Eligibility Form, Part 4
SECONDARY CARE RECEIVER INFORMATION (If Needed)
SECONDARY CARE RECEIVER DETAILS
	Name:

	Contact Information:
Best Phone: (       )

Alternate Phone: (       )
	

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

 FORMCHECKBOX 
 Female         FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Declined to State
	

	*Marital Status:

 FORMCHECKBOX 
 Single (never married)        FORMCHECKBOX 
 Married        FORMCHECKBOX 
 Domestic Partner        FORMCHECKBOX 
 Separated        FORMCHECKBOX 
 Divorced        FORMCHECKBOX 
 Widowed      FORMCHECKBOX 
 Declined to State

	*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
	


REFERRALS & NOTES
	Additional Referrals:


	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 Care Receiver (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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