
 

CLIENT INTAKE/REGISTRATION FORM 
Updated April, 2019 

Aging Partners will maintain the confidentiality of your information. 
Your information will never be sold. 
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Legal Name: First: _____________________________ MI: ____  Last:  ______________________________  
 

      Likes to go by: ______________________________  
 

Marital Status:  Divorced 
 Married . . . . . . . . .Spouse’s Full Name:  _________________________________ 
 Other 
 Separated  
 Single 
 Widowed 

 

Gender: Male        Female       Other    Date of Birth:  _________________________________ 
                    Month/Day/Year  
Phone Number: (______)___________________          Home  Cell  Work 

Social Security Number: 
 

   —   —       
 

Email Address: ____________________________________________________________________________ 

 
Residence Address: 
      

      Street: _________________________________  City: ________________  Zip:______________ 
 

Mailing Address: 
      Street/PO Box: ___________________________________  City:________________  Zip: ______________ 
 
Emergency Contact:                                  Home 

                                          Cell 
    Name: ______________________________________________ Phone:  (_______)______________________  Work 

 
 

    Home Address: _________________________________________    Relationship : ____________________________ 

 
 

    City:________________________________________ State: _________________  Zip:_______________________ 
 
Physician Name: __________________________________________________Phone:  __________________________ 
 

Household Income: 
Please use gross or before-tax figures and check the box that best describes your income range.   

• One (1) person household Income Annually:  $0 - $12,490       $12,491- $18,735    $18,736 or above 
               (Monthly:        $0 -    $1,041             $1,042 - $1,561             $1,562 or above) 
 

• Two (2) person household Income Annually:   $0 - $16,910       $16,911- $25,365    $25,366 or above  
                (Monthly:        $0 -   $1,409              $1,410 - $2,114             $2,115 or above) 
• Please talk to a staff member if there are three (3) or more people in your household. 
  
 
 
 
 

For Office Use 
Eligibility:       ___Caregiver Service   ___Disabled, living in Senior Housing Volunteer Status: 
(If under 60 yrs)   ___ Disabled living with 60+ Parent ___Spouse of 60+     (if volunteering at center)       
            ___ Employee, not eligible  ___Under 60, Title XX (Block Grant)          ___ Enable volunteer hour 
                    ___ Not USDA Program  ___Volunteering service during meal time                 tracking at center 
 
Service Program(s)      Provider:       SubProvider:  
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*If applicable 

Race:  (Please check all that apply)  

   American Indian/ Native Alaskan    White 
 Asian       Other 
 Black/ African American    Unknown 
 Native Hawaiian/ Other Pacific Islander           

 
 
 (For each following category, please select only one)    
 
 

Ethnicity:   Hispanic or Latino      
   Not Hispanic or Latino  
   Unknown 
 
  

Lives with:   Lives Alone       Lives with Family or a Friend 
 Lives in Nursing Facility/Institution   Lives with Spouse 

 
 

Living Arrangement: 
 Independent Senior Housing    Homeowner/Co-owner  
Other       Nursing Facility/Institution 
Assisted Senior Housing     Rents/Lives with Family or Friends 

 
Benefits: (Please check all that apply)  
  Medicare   Medicaid Waiver Energy Assistance  SNAP/EBT (Food Stamps)   
  Medicaid  Social Services Grant, (Title XX)  Homestead Tax Assistance 
 
Are you a veteran who served on active duty in the armed forces of the United States?     YES         NO 
 
*Are you a caregiver?   YES   NO   Care Recipient’s Name ___________________ Relationship  ________ 
 
Do you understand English without help?     YES         NO  
 

What is your Primary Language? ______________________________________________________________  
 

       

Are you interested in receiving information about any of the following topics?  (Please check all that apply) 

 

 Health/Foot Clinics 
 Meals 
 Nutrition Education 
 Wellness Classes 

 Caregiving  
 Housing Issues 
 Medical Alert System 
 Help Living at Home

 Financial Counseling 
 Insurance/Medicare 
 Legal Assistance 
 Tax Assistance 

 Entertainment 
 Living Well Magazine 
 Senior Centers 
 Transportation 

 

How would you like to receive information?    Mail       Phone call      Email 
 
I understand that demographic information will only be shared with other Governmental Agencies 
including the Nebraska State Unit on Aging for the purpose of developing required State and Federal 
reports.  I understand that my name will only be shared with the Nebraska State Unit on Aging for the 
same purpose.  I also understand that I may receive information about Aging Partners and the services 
they offer. 

 
 

  _________________________________________            ________________________ 
 Signature                      Today’s Date 
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*If applicable 

 
Name: First: _____________________________ Last:  ______________________________  

 
                       →                                     

 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

     
         
                
               →                  

 
                     
 
 
 

 

                                            DETERMINE Nutrition Risk Assessment 
(Please circle Yes or No) 

 

Yes (2) No (0) Have you made changes in the way you eat because of an illness or 
medical condition? 

Yes (3) No (0) Do you eat fewer than 2 meals a day? 
Yes (0) No (1) Do you eat at least 1 serving of fruits and vegetables daily? 
Yes (0) No (1) Do you eat at least 1 serving of dairy products (milk, cheese, yogurt, 

etc…) daily? 
Yes (2) No (0) Do you drink more than 2 alcoholic beverages daily? 
Yes (2) No (0) Do you have tooth or mouth problems that make it difficult to eat? 
Yes (0) No (4) Do you always have enough money to buy the food you need? 
Yes (1) No (0) Do you eat alone most of the time? 
Yes (1) No (0) Do you take 3 or more different prescriptions, over-the-counter 

medications or vitamins/nutritional supplements daily? 
Yes (2) No (0) Have you gained or lost 10 pounds in the last 6 months without 

wanting to? 
 Yes (0) No (2) Are you always physically able to Shop  ___ Yes  ___ No 

 Cook  ___ Yes  ___ No 
   Feed Self  ___ Yes  ___ No 
 
 

Complete for: 
↓ 

Home 
Delivered 

Meals 
↓ 

Nutrition 
Counseling 

↓ 
Congregate 

Meals 
↓ 

Farmers 
Market 

Coupons 
↓ 

III-B Case 
Mngt 
↓ 

ADRC Options 
Counseling 

 
 

Activities of Daily Living & Instrumental Activities of Daily Living 
(Please circle Yes or No) 

 
(ADL) Do you have difficulty 
with any of the following? 

 

 Yes No     Bathing
 Yes No     Dressing
 Yes No     Eating
 Yes No     Toileting 
 Yes No     Transferring 
 Yes No     Walking 
 

(IADL) Do you need assistance with any of the 
following? 

 

Yes   No Heavy housework/yard work/ 
snow removal 

Yes   No Light housework/laundry 
Yes   No Medication management 
Yes   No Money management 
Yes   No Transportation 
Yes   No Preparing Meals 
Yes   No Shopping 

           
 

Complete for: 
↓ 

Home 
Delivered 

Meals 
↓ 

Farmers 
Market 

Coupons 
↓ 

Personal Care 
↓ 

Homemaker 
↓ 

Chore 
↓ 

Respite 
↓ 

III-B Case Mngt 
↓ 

Assisted 
Transportation 

↓ 
ADRC Options 

Counseling 
 
 

For Office Use 
______  Nutrition Risk Score  

The DETERMINE nutrition risk assessment is the standard assessment used nationally by Older 
American's Act providers and is a valid and reliable instrument developed by dietetic professionals at 

the University of Oregon. 

These assessments are used nationally by Older American’s Act providers.   
The ADL screening tool is modeled after the Katz ADL scale created in 1962.   

The IADL screening tool is modeled after the Lawton IADL scale created in 1971. 

                                                         Thank you! 
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