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	IMPORTANT: This message is intended for use solely by the individual or entity to which it is addressed. It may contain information that is confidential, private and otherwise exempt by law from disclosure.  If you or your agency are not the intended recipient, you are herewith notified that any distribution, dissemination, copying or other use of this communication is strictly prohibited.  If you have received this communication in error, please call us immediately.

	
	

	TO:
	     
	FROM:
	     

	NAME/AGENCY: 
	     
	NAME/AGENCY:
	     

	DATE:
	     
	PHONE/FAX #:
	     

	FAX: 
	     
	TOTAL # OF PAGES:
	     

	UNIVERSAL INTAKE
	Referring Person: 
	     

	
	Referring Agency:
	     

	
	Referring Date: 
	     

	Name
	     
	     
	  
	D.O.B.
	    /    /    
	Age
	   
	Gender 
	 FORMCHECKBOX 
 M    FORMCHECKBOX 
 F



      (Last)


      (First)


        (MI)
	Address 
	     
	City
	     
	Zip
	     

	Apt.  Name/Number
	     

	Telephone
	(     )      
	SSN
	XXX - XX -     
	Living with
	     

	(Name & Relationship)

	Marital Status:
	 FORMCHECKBOX 
 Widowed
	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Separated
	 FORMCHECKBOX 
 Single/NM
	 FORMCHECKBOX 
 Unknown

	
	 FORMCHECKBOX 
 Married (Spouse’s Name)
	     

	Participant Race:
	 FORMCHECKBOX 
 White
	 FORMCHECKBOX 
 Black
	 FORMCHECKBOX 
 Asian/Pacific Islander
	 FORMCHECKBOX 
 Native Am.
	      Hispanic

	
	(Y or N)

	Primary Contact Name/Number (if other than participant): 
	     

	Income:
	
	Assets:
	
	

	Below Poverty Level?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

High Nutrition Risk?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Background Information:
	Address/Telephone:

	1.
Emergency Contact Person (a)


(Name & Relationship)
	     

	2.
Emergency Contact Person (b)


(Name & Relationship)
	     

	3.
Power of Attorney/Legal Guardian/


Conservator
	     

	4.
Physician/Hospital of Choice
	     

	5.
Pharmacy
	     

	6.
Clergy
	     

	7. Diagnosis/Medical Condition/Allergies:        

	House Directions:       

	Specifics about house, pets:       
	
	

	
	
	

	
	
	AAA 1-B USE ONLY

	
	
	Intake Date
	  /
	  /
	  

	
	
	Assessment Date
	  /
	  /
	  

	
	
	Name
	     

	HDM Start Date:       
	
	
	

	
	
	
	


	Participant Name:       

	Current Health Care Payment Sources:  (Check all that apply)


	 FORMCHECKBOX 

Medicare

	 FORMCHECKBOX 

Blue Cross/Blue Shield
	 FORMCHECKBOX 

HMO 
	     

	 FORMCHECKBOX 

Medicaid
	 FORMCHECKBOX 

VA
	 FORMCHECKBOX 

MA Supplemental 
	     

	 FORMCHECKBOX 

Private Pay
	 FORMCHECKBOX 

No Insurance
	 FORMCHECKBOX 

Other 
	     

	Activities of Daily Living:
 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 All

(Check all activities for which participant requires assistance daily)

 FORMCHECKBOX 

Eating/Feeding

 FORMCHECKBOX 

Toileting

 FORMCHECKBOX 

Dressing



 FORMCHECKBOX 

Bladder Function

 FORMCHECKBOX 

Bathing



 FORMCHECKBOX 

Bowel Function

 FORMCHECKBOX 

Walking



 FORMCHECKBOX 

Wheeling

 FORMCHECKBOX 

Stair Climbing


 FORMCHECKBOX 

Transferring

 FORMCHECKBOX 

Bed Mobility


 FORMCHECKBOX 

Mobility Level
	Instrumental Activities of Daily Living:
 FORMCHECKBOX 
 None
     FORMCHECKBOX 
 All

 FORMCHECKBOX 

Shopping


 FORMCHECKBOX 

Cooking Meals

 FORMCHECKBOX 

Handling Finances
 FORMCHECKBOX 

Reheating Meals

 FORMCHECKBOX 

Heating Home

 FORMCHECKBOX 

Heavy Cleaning

 FORMCHECKBOX 

Taking Medication
 FORMCHECKBOX 

Keeping Appointments

 FORMCHECKBOX 

Light Cleaning

 FORMCHECKBOX 

Using Phone


 FORMCHECKBOX 

Doing Laundry

 FORMCHECKBOX 

Using Public Transportation







 FORMCHECKBOX 

Using Private Transportation

	Who provides assistance for all ADLs/IADLs items checked:
	     

	     

	Services in Place:  (Check all that apply)

	 FORMCHECKBOX 
  ADHS

 FORMCHECKBOX 
  Chore

 FORMCHECKBOX 
  Homemaking
	 FORMCHECKBOX 
  Congregate Meals

 FORMCHECKBOX 
  Home Delivered Meals

 FORMCHECKBOX 
  Home Care-Private Duty

 FORMCHECKBOX 
  Personal Care
	 FORMCHECKBOX 
  Respite

 FORMCHECKBOX 
  DHS Home Help

 FORMCHECKBOX 
  MI Bridge Card/


Food Assistance
	 FORMCHECKBOX 
  Home Injury Control

 FORMCHECKBOX 
  Transportation

 FORMCHECKBOX 
  Other      
 FORMCHECKBOX 
  Other      

	Services Needed:  (Check all that apply)

	 FORMCHECKBOX 

Resource Advocacy

 FORMCHECKBOX 

I&A






 FORMCHECKBOX 

Chore/Home Repairs


 FORMCHECKBOX 
 Shelter/Eviction


 FORMCHECKBOX 

Congregate Meals



 FORMCHECKBOX 

Transportation


 FORMCHECKBOX 
 Tax Assistance


 FORMCHECKBOX 

Home Delivered Meals


 FORMCHECKBOX 

CCM (HMK, PC, Resp.)

 FORMCHECKBOX 
 Prescription Assist

 FORMCHECKBOX 

Prior HDMs



         FORMCHECKBOX 

ISP (HMK, PC, Resp.)

 FORMCHECKBOX 
 Furniture/Appliances

 FORMCHECKBOX 

Liquid Meals




 FORMCHECKBOX 

MI Choice (HMK, PC, Resp. & Other)

 FORMCHECKBOX 
 Utility Shut-off


 FORMCHECKBOX 

Adult Day Health Service

 FORMCHECKBOX 

Counseling

 FORMCHECKBOX 

Home Care-Private Duty
 FORMCHECKBOX 

MI Bridge Card/Food Assistance
 FORMCHECKBOX 

Out-of-Home Respite

 FORMCHECKBOX 

Home Injury Control

 FORMCHECKBOX 

Financial Management


 FORMCHECKBOX 

Medication Management

	 FORMCHECKBOX 

Other (specify)
	     

	

	Other Need Indicators:  (Check all that apply)

	1.
 FORMCHECKBOX 

Cognitive Impairment (confusion, memory loss)
	     

	2.
 FORMCHECKBOX 

Unable to access services due to language/culture/religion/location/minority barriers

	Region 1-B Priorities: (Check all that apply)

	1.   FORMCHECKBOX 


1.  Respite  FORMCHECKBOX 


2.   FORMCHECKBOX 


3.   FORMCHECKBOX 


4.   FORMCHECKBOX 


	Comments:       


I authorize the AAA 1-B and referring agencies to disclose identifying information for the purpose of: 1) Reporting demographic data to the National Aging Program Information System (NAPIS); 2) Notifying emergency contacts in the event of an emergency; 3) Providing medical information to emergency caregivers (if needed); 4) Contacting referral sources indicated above; and 5) Notifying emergency operation centers (EOCs).  This release must be renewed annually.

	Participant/Proxy Signature:
	
	Date:
	

	Form Completed By:
	     
	Date:
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