To be completed by CS staff  
Start Date:    
Route Number:      
Community Servings 

Client Intake Form

Today’s Date: _________________  
Client Information

First Name:  ____________________  Middle Initial: _______    
Last Name:  ______________________  
Date of Birth:
     /        /
Gender (please circle one): 
 Male

Female
Transgender

Address: _____________________________________________________
City: _________________________ 
State:
__________
Zip Code: ____________
Home Phone:
 ________________________
Work Phone: ___________________
Demographics

	Hispanic or Latino/a:

· Hispanic or Latino/a

· Not Hispanic or Latino/a

· Unknown/ Unreported

Primary Language:

· English

· Spanish

· Haitian Creole

· French

· Portuguese

· Criuolo (Cape Verdean)

· S.E. Asian Languages

· ASL
· Other (please specify) ________________


	Race:

(choose as many as applicable but you must choose one)

· White/Caucasian

· African American/Black

· Asian

· Native Hawaiian/ Pacific Islander

· American Indian. Alaskan Native

· African

· Other Please Specify:___________________

Country of Birth:

· USA

· US Dependencies, including Puerto Rico

· Other


Housing and Insurance Information
	Housing (you must choose one):

· Permanent Housing 

(rent, own, foster homes, long-term residences)
· Supportive Housing

(transient or transitional housing, homeless)

· Institution 

(residential, health care, treatment and group-home facilities)
· Other specify: ___________________

· Unknown/Unreported
	Health Insurance:

· Masshealth Medicaid

· Masshealth Medicare

· Private Insurance

· Other Public Insurance (VA benefits)

· No Insurance

· Other (please specify): _________________
· Unknown/Unreported

	Do you have someone to help you?

· Visiting Nurse

· Home Health Aid

· Family member/friend

· No Help

· Other (please specify) _______________
	The Client has access to:
· Refrigerator

· Stove

· Microwave
· Toaster Oven
· Oven

	· Freezer

· Hot Plate

· Sink 

· None
· Other (specify):




Personal Identification

Mother’s First Name: _________________________
Last four digits of Client’s Social Security Number: ____  ____  ____  ____
Persons in Household

	Relationship
	Name (first and last)
	Race
	Gender
	Food Allergies/ Health Status
	Date of Birth

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Emergency Contact Information

Emergency Contact Name: ________________________________ Relationship: ____________________
Address: _______________________________________________________________                                                                                                                              
Home Phone: __________________________
Work Phone: _________________________ 
Is the emergency contact aware of the client’s status or illness? _________________________________
Referral Information

Referral Source:

	· Self

· Case Management

· Substance Abuse Program

· Homeless Service
	· Mental Health Program

· Health Center/Doctor or Nurse

· Prevention/Education Program

· Other (please specify) _____________


Referral Name: _________________________________  Referral Phone: _____________________
Title: ____________________________
Referral Agency: _____________________________
Support Systems (if different from referral source)
Name of Primary Care Physician: ___________________________  
Phone: _____________________

Agency/Clinic: _____________________________

Name of Case Manager: ___________________________  

Phone: _____________________

Agency: _____________________________
Medical and Health Information

	Diagnostic Information:
· Cancer (specify type: _______________)

· HIV+   Circle one:      not AIDS,
                                   AIDS status unknown 
                                           AIDS CDC Defined 

· Lupus

· Cardiac Disease

· Diabetes I or II (circle which type)
· Multiple Sclerosis 

· Parkinson’s

· Renal Disease

· Other  please specify: _______________


	Exposure Category (If AIDS or HIV+, please check as many that apply):
· MSM

· WSW

· Injection Drug Use

· Heterosexual Contact

· Perinatal Transmission

· Hemophilia

· Through blood, blood products, tissue

· Other Risk

· Unknown

	Height and Weight

Height _______ft.________in. 

Weight _____________lbs.
	Weight Status (Please check one)

· Stable

· Slow weight loss

· Can’t gain weight (describe)___________

· Weight gain (describe) ________________


	Medications?

· Yes

If yes, please have your doctor send us a list.  

· No

	Allergies:

· Medications 

(specify) _______________________

· Foods 

(specify) ______________________

· Other 
(specify) _______________________

· None


What is your current level of side effects from your medications? (please check one)
	· No side effects

· Low Level (my side effects rarely bother me)
	· Moderate (they are often a problem)

· Severe (they are always a problem)


Previous Hospitalizations:
	Date
	Reason
	Medical Center

	
	
	

	
	
	

	
	
	


Medical Follow-ups:
	· Regular Check-ups

· Only when ill
	· Goes to the ER

· Never
	· Unknown

· Other (describe)__________


Mental Health

	Are you experiencing?

· Angry Outbursts

· Anxiety

· Poor Memory

· Insomnia

· Nervousness

· Poor Appetite


	Have you been treated or are you currently being treated for:                                                                                                            

· Schizophrenia

· Bipolar

· Depression   

· Drug/Alcohol Addiction (In recovery for how long? _________)                                    

· Other _____________________


Dietary Information

	Diet type:

· Regular

· No Fish/shellfish

· Low Fat-low cholesterol

· Vegetarian – no meat, chicken or fish

· Fishetarian – no meat or chicken

· No Dairy – no butter, milk or cheese

· Low Fiber
	· Diabetic

· Bland – no salt, spices or sauce

· Chopped/Soft

· No Nuts

· No Red Meat

· Renal

· Other:_________________________

	**Any other restrictions or allergies must be discussed with the nutritionist**

	Milk : (1 quart per person each week): 

Number of Quarts: ________


Milk Type: 

· Skim/nonfat 

· 1% 

· 2%

· Whole 

· Lactaid


	Other considerations when forming your meal plan (e.g., high blood pressure):

** Note: Community Servings cannot provide meals that are wheat-free, gluten-free, or soy-free. 


Delivery Instructions

Please provide any relevant delivery information (e.g., gates, buzzers, codes): ____________________ 

________________________________________________________________________________________

________________________________________________________________________________________
Person completing the intake: __________________________________
Client’s signature:  _____________________________________________  Date: ___________________
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