FAMILY CAREGIVER INTAKE FORM
Date: __________________

Caregiver Name:
________________________
DOB: 
__________________________ 
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

Address: 
Home:
________________________
Mailing: __________________________

________________________
___________________________

City/St./ZIP: 
________________________

City/St./ZIP__________________
Phone:
Home/Cell: ____________________
Work: ___________________
E-mail: _______________________
Race
Check all that apply


 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Native Hawaiian/Pacific Islander

Ethnicity

 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 American Indian/Alaska Native

Client is Hispanic or Latino?

 FORMCHECKBOX 
 Black

 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown

Referred by:
______________________________________________________
Relationship to Care Receiver

 FORMCHECKBOX 
 <<Relationship Not Reported>>
Caregiver of any age:
 FORMCHECKBOX 
 Husband

 FORMCHECKBOX 
 Wife
 FORMCHECKBOX 
Son
 FORMCHECKBOX 
Son-in-Law
 FORMCHECKBOX 
 Daughter


 FORMCHECKBOX 
 Daughter-in-Law
 FORMCHECKBOX 
 Other Fam. Member
 FORMCHECKBOX 
 Non-Relative
When Caregiver is
 FORMCHECKBOX 
 Grandparent
 FORMCHECKBOX 
 Other Elderly Relative
Grandparent Status 55+:
How many children under age 18 does the caregiver care for?  _____________________
Emergency Contact

Name: 
_________________________


Home Phone:
_________________________
Address:

_________________________


Work Phone:
_________________________
City/St.ZIP: _________________________


Cell Phone:
_________________________
E-Mail:

_________________________


Relationship
 FORMCHECKBOX 
 Child
 FORMCHECKBOX 
 Friend
 FORMCHECKBOX 
 Grandchild
 FORMCHECKBOX 
 Neighbor
 FORMCHECKBOX 
 Parent
 FORMCHECKBOX 
 Sibling
 FORMCHECKBOX 
 Spouse
 FORMCHECKBOX 
 Other Fam. Member
 FORMCHECKBOX 
 Not Related

Care Receiver Information: 

Name:
_________________________DOB:
_________________________

Address:
_________________________
Gender:  FORMCHECKBOX 
 Male
 FORMCHECKBOX 
Female

City/St./ZIP:
_________________________
Phone: _________________________

Physician:
_________________________
Phone: _________________________
Ext. _________
Does the care receiver have a dementia diagnosis?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Health Status/Diagnosis
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________
Benefits/Income
What is your average monthly income? __________________________________
Poverty Level Guidelines: https://www.healthcare.gov/glossary/federal-poverty-level-FPL/
Is the care receiver a veteran?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Does the care receiver currently receive services or benefits?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Does the care giver currently receive services or benefits?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, what services/benefits?  _____________________________________________

Are services being received by any other agencies such as county, state or other organization?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, what agency? ________________________________________

Living Situations
Does the caregiver live with the care receiver? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If No, then who does the care receiver live with? ________________________________________________________
1. Who is the primary caregiver? 
_________________________Relation: _________________________________ 
2. Is there a back-up/secondary caregiver?  Who? _________________________
3. Are there cultural or ethnic preferences? _________________________
4. What does the caregiver need help with the most? _________________________
5. Quality of relationship? _________________________
6. Length of caregiving? ________Years _______ Months

7. Is the caregiver employed? _________________________
8. Is quality and amount of care satisfactory? _________________________
9. How is the health of the caregiver? _________________________
10. Other support received by caregiver or care receiver? _________________________
11. Impact of caregiving (indicated + or -) 
______ Social ______ Financial ______ Work Strain ______ Health 

                                                                               ______ Family Relationship
	Caregiver Support Services
Please check all that apply for this caregiver
	Caregiver Receiver Information
F=Full Assist, S=Substantial Assist, M=Minimal Assist, I=Independent

	 FORMCHECKBOX 
 Caregiver Access Assistance (#16/16a)
	IADL

 FORMCHECKBOX 
 No IADL Needs
ADL
 FORMCHECKBOX 
 No ADL Needs

	 FORMCHECKBOX 
 Caregiver Respite (#30-5/30-5a)
	  F    S    M    I




  F    S    M    I

	 FORMCHECKBOX 
 Caregiver Supplemental Svcs. (#30-7/30-7a)
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Food Preparation
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Bathing

	 FORMCHECKBOX 
 Caregiver Training (#70-9/70-9a)
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Heavy Housework
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Behavior

	 FORMCHECKBOX 
 Support Groups for Caregivers (#30-6/30-6a)
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Housekeeping
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Dressing

	 FORMCHECKBOX 
 Information for Caregivers (#15/15a)
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Managing Finances
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Eating

	
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Medication Mgmt.
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Eliminating

	
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Shopping

 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Mobility/Walking

	
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Taking Medication
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Hygiene/Grooming

	
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Using Telephone
 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Transferring

	
	 FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
   FORMCHECKBOX 
 Using Transportation

	
	Other Needs of Care Receiver? _________________________


Action Plan
 FORMCHECKBOX 
 Assist to access resources
 FORMCHECKBOX 
 Respite

 FORMCHECKBOX 
 Consultation
 FORMCHECKBOX 
 Ed/Training
  FORMCHECKBOX 
 Case Management
 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Support Groups
 FORMCHECKBOX 
 Counseling

 FORMCHECKBOX 
 Other (see below)

Referred to: _________________________
Follow-up needed:
__________________________________________________
