Appendix A – Assessment Instrument

Consumer Information

Last Name ______________First Name _______________MI __

Address _______________________________________________ 

______________________________________________________

City ____________State _________Zip Code _____________

Social Security Number _____-____-_____

Date of Birth ____/____/____

Marital Status ____________

Family Members or Contact Persons

_______________________     _______________     ___________

                 Name                                Relationship                   Phone

_______________________     _______________     ___________

                 Name                                Relationship                   Phone

Finances

Income Information

Source of Income __________________

                              Per Month ____________ Annual _______________

Source of Income __________________

                              Per Month ____________ Annual _______________

Active Bank Account ________________

Currently Receiving

Medicare _____

Medicaid _____

Social Security Income (SSI) _____ Amount _____________________

Social Security Disability (SSD) _____ Amount _____________________

Retirement Benefits (pensions) _____ Amount _____________________

Annuity _________ Amount __________

Trust Fund ______ Amount __________

Public Assistance Amount _________ Length of Time _______________

Food Stamps Amount ________ Length of Time _______________

Any Other Source of Income ____________________________________

Outstanding Bills

Do you have any outstanding debt of any kind? _______________________

This could include but is not limited to:

Utility bills (phone, gas, electric, cable) _________________________________

Overdue rent (history of non-payment) _________________________________

Credit Card or Other Bills ___________________________________________

Employment

Currently employed? ___________________________________________

When did you last work? ____________ Type of work ________________

_____________________________________________________________

Interested in returning to work? _______Type of work ________________

____________________________________________________________

Interested in volunteer work or community service? ___________________

Type of volunteer work or community service? _______________________

_____________________________________________________________

Are you a veteran? _________

Have you ever been a consumer, or are you currently a consumer of:

Any vocational rehabilitation services? __________________

Any other community service agencies?

Medical Information

Primary disability _______________________________________________

_____________________________________________________________

Age at onset of disability _________

Physical disabilities (neuromuscular, orthopedic, cerebral palsy, etc.)

_____________________________________________________________

_____________________________________________________________

Cognitive disabilities (developmental disability, mental retardation, autism, etc.)

_____________________________________________________________

_____________________________________________________________

Mental/emotional disabilities (mental illness, emotional-behavioral illness, etc.)

_____________________________________________________________

_____________________________________________________________

Visual or hearing impairments _____________________________________

_____________________________________________________________

Others _______________________________________________________

_____________________________________________________________

Medical Information (cont’):

Are you on any medications currently? ______________________________

Are you able to self-medicate? (times, dosage)________________________

_____________________________________________________________

Do you understand and know where to seek care and treatment for the above conditions? ___________________________________________________

Do you currently have a physician?:

In an institution or hospital ________________________________________

Community-based physician (last seen/still active) _____________________

 ___________________________________________________________

Independent Living Skills


Currently, do you receive assistance with any of the following?

Preparing Meals _______________________________________________

Required in the future ___________________________________________

Eating _______________________________________________________

Required in the future ___________________________________________

Bathing ______________________________________________________

Required in the future ___________________________________________

Grooming (hair, shaving, make-up) _________________________________

Required in the future ___________________________________________

Dressing (upper/lower) __________________________________________

Required in the future ___________________________________________

Toileting (bowel or bladder management) ___________________________

Required in the future ___________________________________________

Transfers _____________________________________________________

Required in the future ___________________________________________

Mobility (walk, wheelchair, stairs) __________________________________

Required in the future ___________________________________________

Aid Service ___________________________________________________

Required in the future ___________________________________________

Household chores (laundry, cleaning) _______________________________

Required in the future ___________________________________________

Banking (bill payment, budgeting) _________________________________

Required in the future ___________________________________________

Will you require assistance in your home? ____________________________

_____________________________________________________________

Estimated number of hours/tasks___________________________________

_____________________________________________________________

Transportation

What means of transportation do you currently use? ____________________

Do you have any type of personal transportation? ______________________

Are you able to use public transportation? ____________________________

Do you currently use, or have you ever applied for para-transit? __________

_____________________________________________________________

Do you have any friends or family who could assist you with transportation?

_____________________________________________________________

