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Name:

Street
Address:

Phone:

D.O.B. :

Ethnicities:

Black [] White[] Hispanic[ ] Asian[ ] Other[ ]

Student Volunteer Outreach Program

Are you a Veteran or Spouse of Veteran?

Yes D No O

Do you have Health Insurance?
Yes [] No [] Who?

Do you have Prescription Drug Insurance?

Yes [] No [] Who?

Emergency Contact:

Phone: (Home)

(Cell)

Relationship: Spouse[]  Child[_] Friend_] Othed ]

Primary Care Physician Name: Phone:

Street Address: Town/City:
Living Status Housing Status
Live Alone Own Annual Income Source of Income
Live with Spouse Rent Less than $8500 No income
Live with Child Public Housing $8500 - $20,000 Social Security/SSI
Live with friend Subsidized Housing Above Pension

Wages or Salary

Live with Pet Other

Cognitive Impairment

Have you ever been......?
Diagnosed with Dementia
Diagnosed with Alzheimer’s Disease
Diagnosed with Mental Illness

Diagnosed with Mental Retardation

Other

Emergency Management - At Risk Categories
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Physical Impairments
Are you or do you use...?

Legally Blind

Cane

Guide Dog
Macular Degeneration
Legally Deaf

Sign Language

Braille
Hearing Impaired

Hearing Aid
Physically Impaired

Cane

Walker

Wheelchair

Restricted to Bed
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[image: image2.jpg]Under Special Medical Treatment

Chemotherapy O Lung/Breathing/COPD
Radiation O On Oxygen
Dialysis O Heart Condition
Diabetic
Where: Insulin Dependent
How Often: ___x/week OR x/month Allergies
Food
How do you get there? Medications
Drive Myself | Other:
Driven by Family/Friend O

Driven by Service:

Social Services Intake/Needs Assessment

Oral Medication
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Other Special Conditions/Home Treatments

Do you feel that you have any of the following unmet Essential Needs?

Food

Do you use Food Stamps? Yes No

Do you eat fewer than 2 meals per day? Yes No

Do you eat fruits and vegetables every day? Yes No

Do you drink milk every day? Yes No

Do you have more than three drinks of beer, liquor or wine almost every day? Yes No

Do you have tooth or ‘mouth problems that make it hard for you to eat? Yes No

‘Are there times when you lack enough money to buy the food you need? Yes No

Do you eat alone most of the time? Yes  No
Heat )

Do you use Fuel Assistance? Yes No

Do you use a Space Heater? Yes No

Do you use your oven for heat? Yes No
Prescription Drugs

Do you take more than 3 prescription drugs per day? Yes No

Do you ever skip buying your medications? Yes No
Medical Care

Do you feel well cared for by your primary care physician? Yes No
Transportation

Do you drive? Yes No

Do you have your own car? Yes No

Can you get transportation when you need it? Yes No
Financial

Can you pay your bills? Yes No

Do you need some financial help? Yes No
Socialization

Do you have family in the area? Yes No

Do you see friends or neighbors regularly? Yes No

Do you leave your home regularly? Yes No

Are you a victim of Domestic Violence or would you like to talk with

someone about what this means? Yes No

NOTES/OBSERVATIONS:





