[bookmark: _GoBack]Council on Aging & Human Services
Home Delivered Assessment
Date:  _______________
Client Name: ________________________________   Birthdate: __________________       PIF on file:  Yes  or   No
Address: _____________________________________    City: ______________________   Phone: __________________
Lives Alone:  ___________     Others in home (list) ________________________________________________________
Contact Person:  _______________________  Relationship:  ________________________ Phone:  _________________
                               ______________________   Relationship:  _______________________   Phone:  __________________
Health Information:  _______________________________ _________________________________________________
 __________________________________________________________________________________________________
Physician:   _________________________________________________  Phone: ______________________________
Why are you requesting mobile meals? (i.e. unable to cook for self, had surgery, physician’s request, nutritionally needed, etc.) _______________________________________________________________________________________
__________________________________________________________________________________________________ 
What is the proposed plan for providing these nutritional needs? (permanent, temporary, etc) ____________________
__________________________________________________________________________________________________
What other agencies are providing services to you? _______________________________________________________
__________________________________________________________________________________________________
Are there any other resources that we can help you find? __________________________________________________
 __________________________________________________________________________________________________
Special Dietary Restrictions (including dietary &/or physical)________________________________________________
__________________________________________________________________________________________________
Hot Meals delivered by volunteers.                   How many days per week:  __________
Please check days requested: Sunday____Monday____Tuesday____Wed____Thursday____Friday____Saturday_____
Food preferences: (circle one) Milk or Juice     whole wheat bread:  Yes or No         *Date of First Meal ______________
_________________________________________________________________________________________________
Appropriate donation: (check one) Private______ Medicaid______ COPES_____ Low income __________
Additional requirements_______ ie. Special Dietary Needs, Assisted Living, FEMA, Other _______ (explain) _______ 
_________________________________________________________________________________________________
Send Donation Statement to:  ________________________________________________________________________
_________________________________________________________________________________________________
Person completing assessment:___________________________________________  Client Exit date ______________ COA Home Delivered Assessment (updated).docx 6/22/16 se
