CLIENT INTAKE INFORMATION

Date of Referral:____________________        Date of Assessment:___________________

Referred by: (how did they hear of us?)_________________________________________

Client Name:________________________________________________________________

Address:___________________________________________________________________

City:___________________________State:_______________ Zip:____________________

Phone#:_________________________   Date of Birth:______________________________

Caregiver/Others on Premises:  ________________________________________________

Caregiver Name: ___________________________Relationship:______________________

Address:__________________________________City/State/Zip:_____________________

Caregiver Home Phone:_________________   Hours Can be Reached:________________


      Work Phone:_________________    Hours Can be Reached:________________

Emergency Number: ___________________    Relationship:_________________________

Doctor:_______________________________   Phone:______________________________

Directions to the Home:_______________________________________________________

___________________________________________________________________________

Directions How to Enter Home:_________________________________________________

___________________________________________________________________________

Description of the House:_____________________________________________________

Will someone be there the first time:____________________________________________

Billing Information:(():   ( Private    ( Corporation    (Other _______________________

Address:___________________________________________________________________

___________________________________________________________________________

ASSESSMENT  DETAILS

Name:_____________________________________Date:____________________________

Ambulatory:   Yes (   No (


 Ability to Converse:_______________________

Incontinent:    Yes (   No (

 Vision:__________________________________

Hearing:   Normal (     Hard of Hearing (     Wears Hearing Aid (
Medical Diagnosis / Condition (include surgeries or injuries we should be aware of):____________

___________________________________________________________________________

Medications:________________________________________________________________

___________________________________________________________________________

Occupation, Hobbies, Favorite things:___________________________________________

___________________________________________________________________________

Restrictions (i.e., dietary, activities): _______________________________________________

___________________________________________________________________________

Fears:__________________________ Allergies: __________________________________

Smoker:   Yes (     No (


Does Client Live Alone:   Yes (    No (
Pets:______________________________________________________________________

Special Requests for Companion Duties:________________________________________

___________________________________________________________________________

Special Needs:______________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Can companion leave before caregiver returns, or who is relieving:   Yes (    No (
Companions Assigned:_______________________________________________________

