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WEST VIRGINIABUREAU OF SENIOR SERVICES 
CLIENT INTAKE FORM

1. GENERAL INFORMATION
*1. DateofAssessment: *2. Worker:
3. Type ofAssessment:
1=Initial
2=Reassessment

4. Action:
1=Modifyclientrecord
2=Inactivateclient

5. Type ofContact:
1=InOffice 2=InField
3=ByTelephone

Name
*6.a.LastName: *6.b.FirstName: 6.c.MiddleInitial:

6.d. “Also known as”firstname:

*7. Dateofbirth: *8. Gender:M=Male F=Female
ResidentialAddress
9.a.Streetaddress:

9.b.City: 9.c.State: 9.d.Zip:

MailingAddress
10.a.Streetaddressorpostofficebox:

10.b.City: 10.c.State: 10.d.Zip:

11. Telephone:( ) *12. Speaks English:1=Yes2=No

13. Languagelimitations:1=Doesnotread2=Readsonly3=Read/Write yes4=Read/Writelimited

*14. Marital Status:1=Married2=Single3=Widowed4=Separated

*15. Race:1=White,nonHispanic 2=WhiteHispanic 3=AmericanIndian/NativeAlaskan4=Asian
5=Black/AfricanAmerican6=NativeHawaiian/OtherPacificIslander7=Other

*16. Ethnicity:1=Hispanicor Latino2=NotHispanicorLatino

*17. CurrentLivingArrangement: 1=Alone2=w/Spouse3=w/Child4=w/Relative5=w/NonRelative

*18. Current monthlyincome: $ *19. Numberinhousehold: 1=One2=Two
3=Three4=Four5=Five6=Sixormore

*20. Incomelevelbelowthenationalpovertylevel:1=Yes2=No

*21. Transportation:1=Hascar2=Public3=SeniorCitizensCenter4=Family/Friends5=None

*22. Demonstrates “Greatest Social Need”:1=Yes 2=No

23. IfFAIR/IIIE Caregiver,Relationship to CareReceiver:1=Husband2=Wife3=Son/Soninlaw 
4=Daughter/Daughterinlaw 5=OtherRelative 6=NonRelative

*24. Client isa Veteran: 1=Yes 2=No Emergency Contact
Name:  ________________________________________
Relation: _______________________________________
Telephone:  ____________________________________
Type:  _________________  (Home, Mobile, Work, Other)Signature:

*Required information.
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*2. NUTRITIONAL HEALTHASSESSMENT

1. I have anillnessorcondition thatmademechangethekind and/oramountof foodIeat. 1=Yes2=No

2. I eatfewerthan 2mealsperday. 1=Yes 2=No

3. I eatfewfruitsorvegetables,or milkproducts. 1=Yes 2=No

4. I have 3ormore drinksofbeer,liquor orwine almosteveryday. 1=Yes 2=No

5. I have tooth or mouthproblemsthat make ithardformetoeat. 1=Yes 2=No

6. I don’talwayshave enoughmoneyto buythefoodIneed. 1=Yes 2=No

7. I eat alonemostofthe time. 1=Yes 2=No

8. I take3 or more differentprescribedoroverthecounterdrugsaday. 1=Yes 2=No

9.Withoutwanting to, Ihave lostorgained 10poundsin thelast6months. 1=Yes 2=No

10. I amnot alwaysphysicallyable to shop, cookand/or feedmyself. 1=Yes 2=No

*3. ADL’s/IADL’s–During the past 7 days, andconsidering all episodes,howwould you ratetheclient’s
abilityto perform thefollowing:

3.a. Activities ofDaily Living:

Circleoneforeach–1=Noassistance,2=Someassistance,
3=Muchassistance,4=Unabletoperform

1.Bathing 1 23 4

2.Dressing 1 23 4

3.Eating 1 23 4

4.Walkinginhome 1 23 4

5.Transferring 1 23 4

6.Toileting 1 23 4

3.b.Instrumental ActivitiesofDailyLiving:

Circleoneforeach–1=Noassistance,2=Someassistance,
3=Muchassistance,4=Unabletoperform

1.Transportation 1 23 4

2.MealPreparation 1 23 4

3.Shopping 1 23 4

4.LightHousekeeping 1 23 4

5.ManageMoney 1 23 4

6.HeavyHousework 1 23 4

7.Telephone 1 23 4

8.ManagingMedications 1 23 4


