FORM 8- HDM ANNUAL ASSESSMENT

Name: __________________________________________    Route: __________ Date: __________
	1.  FUNCTIONAL ABILITY     (If applicable, check only one for each functional ability)

	Assistive Device:
	
Cane/crutch
	
Walker
	
Wheelchair assist
	
Wheelchair confined

	Vision:
	
Good
	
Limited
	
Legally Blind
	
Blind

	Hearing:
	
Good
	
Limited
	
Hearing Aide
	
Deaf

	Speech:
	
Good
	
Limited
	
None
	
Sign

	Reheat Frozen Meals:
	
Good
	
Limited
	
None
	
Care Taker


    COMMENTS:

	2. SUPPORT SYSTEM     (Check all that apply)

	Attend Day Treatment?
No
Yes: days/week?

	Alone during the day only?
No
Yes: Days/week?

	Needs Respite Care? 
No
Yes: days/week?
Hrs/day?
	Are meals provided? 
No
Yes: Days/week?


	Formal paid caregiver? 
No
Yes: days/week? 
Hrs/day?
	Are meals provided? 
No
Yes: Days/week?


	Regular friend/relative? 
No
Yes: days/week? 
Hrs/day?
	Are meals provided? 
No
Yes: Days/week?


	Case Manager?
	
No
Yes
	Name:
	Agency:
	
	Phone:

	Infrequent friend/relative care?
	
No
Yes
	Specify:

	COMMENTS:



	

	3. APPLIANCE INFORMATION 

	Appliance 

(Check all that apply): 
	
Refrigerator
Freezer
Range/Stove
Oven/Toaster
Microwave 


Other, specify:


COMMENTS:

	4. MEDICATION(S) AND SUPPLEMENT(S)     (If applicable, check only one within each)

	Prescribed medication: 
Don’t know
No
Yes, how many?
Specify:

	Over-the-counter medication: 
Don’t know
No
Yes, how many?
Specify:

	Supplements: 
Don’t know
No
Yes, how many?
Specify:

	Herbal: 
Don’t know
No
Yes, how many?
Specify:

	COMMENTS:




	5. HEALTH AND AGING-RELATED PROBLEMS    (Check all that apply)

	
Terminal illness     
	Mutliple Discharges from Hosiptal?
	Yes
No
	Recent  Discharge Date:
	Hospitalization reason:

	Usual Weight (lbs):
Current Weight (lbs):
Current Height (ft):                          

	Alcoholism 
	Chronic Obstructed     Pulmonary Disease
	Frequent Falling
	Obesity

	Anxiety
	Depression
	Gastrointestinal problems
	Osteoporosis

	Asthma/other breathing problems
	Diabetes: Insulin
	High Blood Pressure

current level:
	Parkinson’s

	Back/Neck Problems
	Diabetes: oral
	High Cholesterol

current level:
	Pneumonia

	Bone Fractures
	Dialysis
	Incontinence
	Severe Underweight/ Malnutrition

	Bone Pain 
	Eating/chewing problems
	Insomnia
	Skin Changes(dry, edema, lesions) 

	Cancer, specify :
	Food Allergies, specify:                    
	Need Continuous Oxygen Aide
	Stroke, Year:

	
	
	
	

	

	Comments:



	6. MEAL REQUEST      (If applicable, check only one within each)

	Satisfaction: 
Excellent
Good
Fair
Poor 
	Referral Requests:

	Meal Choice: 
Weekday Snack             Weekday Frozen                        Shelf-Stable Meal

	Comments:



	7. Qualifies for HDM SERVICE           No          Yes     Start Date: __________   Route:_________________

	Reasons if NO:  




	8. EMERGENCY CONTACT INFORMATION

	Name:
	Relation:

	Address:
	Phone:
	Email:


Meals on Wheels Program, 2521 Old Sonoma Road, Napa, CA 94558
 (707)253-6100 ext. 111


