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Client Assessment Form
[bookmark: _Hlk96700528]First Name: 						Last Name: 
Address: 		
Phone number: 								Email: 
Referral: ☐Agency		☐Self			   ☐Family/Friend		Payment Method: ☐Private Pay  ☐Waiver  ☐ Choice ☐Third Party Insurance: ________________________  ☐VA ☐ Other_____________
DOB: ______	         Age: ______	Gender: ☐Female ☐Male	Pets: ☐ Yes☐  No        How many? _______
Marital Status:  ☐ Married ☐Single ☐Widowed ☐Divorced ☐Separated
Mobility: ☐Walker ☐Wheelchair ☐Cane ☐Independent ☐Frail
ALLERGIES: ________________________________________________________________________________________
[bookmark: _Hlk96704256]Are there any medical conditions that we should know about? ☐Heart Condition ☐Heart Attack ☐Stroke ☐ High Blood Pressure ☐Diabetes ☐Arthritis ☐Osteoporosis ☐ Kidney ☐ Cancer ☐ Lung Disease ☐Multiple Sclerosis ☐Tuberculosis ☐Alzheimer’s ☐Parkinson’s Dementia ☐ Depression ☐ Psychological ☐ Dizziness ☐ Falls ☐Other
	
	 Level 
	Notes: 

	Function/Limitation
	Good
	Failing
	
	

	Speech 
	☐
	☐
	
	

	Vision
	☐
	☐
	
	

	Hearing 
	☐
	☐
	
	

	Balance
	☐
	☐
	
	

	Walking Paralysis
	☐
	☐
	
	

	Ambulation
	☐
	☐
	
	


Additional Notes:


1. Do you use any mechanical devices for transfer or assistance? ☐ Yes☐ No
If yes, we’ll not be able to take them as a client. 
2. How soon are you looking to start services? ☐ Immediately  ☐  Within __________☐ Client Choice
3. Do you have your own Caregiver you would like to provide care to you? ☐ Yes☐  No
4. If yes, what is the name of your Caregiver? ___________________________________________
5. If yes, what is the phone number of your Caregiver? ___________________________________
6. What is your Caregiver’s relationship to you?_________________________________________
7. Will this be your first-time receiving services?  ☐ Yes☐  No
8. Are you receiving services from any other home health or personal care agency? ☐ Yes☐  No If yes, which agency? ____________________________________________________________
9. How long did you stay with your last agency? _________________
10. How often do/did you receive services? _____________________________________________
11. Will you need transportation services? ☐ Yes☐  No if yes how often you will need transportation services ____________________________________________________________
12. Do you need weekends? ☐ Yes☐  No  If services were missed during the weekday; will we be allowed to make them up on weekends if need be? ☐ Yes☐  No
13. Do you smoke? ☐ Yes☐  No
14. What was the reason you left your last company? ☐ Staffing ☐  Company Choice ☐ Client Choice 
15. What is you level of assistance? ☐ Independent ☐  Minimum Assistance ☐ Moderate Assistance ☐  Maximum Assistance
16. What is your preferred method of communication?  ☐ Phone Time: ☐ Morning ☐  Afternoon ☐ Even | ☐  Email | ☐ Mail  
17.  Are you currently taking any prescription medication? ☐ Yes☐  No MEDICATION REMINDERS ONLY (caregivers cannot touch or  administer or dispense drugs/medication at any time).
18. Housing: ☐ Lives Alone ☐ With Spouse ☐ Shared Living ☐  Roommate ☐ Family Member/Friend ☐With Others ☐Other________________________________
19. [bookmark: _Hlk96701524]Housing Arrangements: ☐ House ☐  Apartment ☐ Condo/Townhouse ☐  Senior Community ___________________ Door/Gate Code  ☐Retirement Center ☐Rehab Center ☐SNF
☐  Rehabilitation Center  ☐Other________________________________
20. If you are sharing a home/housing with someone here is a list of things the caregivers are not allowed to do Laundry, Dishes, Cleaning others room, Cooking, Errands, etc. (ONLY) for you they’ll provide the services.
21. How many levels in your home? _____________
22. Do you have pets/animals that’s in the home?  ☐ Yes☐  No if yes, when we come out to do the in-person/home assessment we will need a current copy of your pet/animal vaccination record. You’ll receive a copy of the Indiana Administrative Code. Title 345. Indiana State Board of Animal Health. Article 1. Domestic Animal Disease Control; General Provisions. Rule 5. Rabies Immunization. 
If no, we will need a waiver on file stating that “ while services are being provider you pet/animal must be put away at all times”.
23. What do you prefer: ☐ Female Caregiver ☐  Male Caregiver ☐ Preference doesn’t matter?
24. Case Manager Name:____________________________ Number:__________________
             Email: ____________________________


 

What assistence will you be needing?
· Light cleaning 
· Taking out trash 
· Laundry 
· Changing bed linens 
· Washing dishes/loading dishwasher
· Grocery shopping
· Picking up prescriptions
· Mailing letters/packages
· Transportation to appointments
· Running small errands
· Meal preparation/cooking
· Assistance with eating
· Meal planning (healthy choices, dietary restrictions)
· Grocery list help
· Medication reminders
· Monitoring for safety (falls, wandering)
· Encouraging hydration and nutrition
· Talking, playing games, reading together
· Accompanying to social activities or church
· Providing emotional support and conversation
· Helping with scheduling/appointments
· Assistance with pet care (feeding, walking)
· Technology help (phones, TV, video calls with family)
· Seasonal tasks (watering plants, light yard work, changing decorations)
· Any additional services 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Assessment Completed By: ____________________________________			Date: __________
Client Signature: _____________________________________________			Date: __________
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A QUALITY OF LIFE

PERSONAL CARE LLC




