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	Vendor: __________________________________________________

Site: _____________________________________________________

Person Conducting Assessment: _____________________________

Where Interviewed:  FORMCHECKBOX 
Senior Center    FORMCHECKBOX 
Home     FORMCHECKBOX 
Other    

► PERSONAL                        Prefix:  FORMCHECKBOX 
Mr.     FORMCHECKBOX 
Mrs.     FORMCHECKBOX 
Ms.

*First Name: ______________________________________________

(the “casual”, everyday name they go by)        Middle Initial: ___________
*Last Name: _______________________________________________

*Date Registered: ________/_________/____________

Marital Status:  FORMCHECKBOX 
Married       FORMCHECKBOX 
Single      FORMCHECKBOX 
Widowed

                          FORMCHECKBOX 
Divorced     FORMCHECKBOX 
Legally Separated

*Gender:  FORMCHECKBOX 
F     FORMCHECKBOX 
M      *Birth Date: ________/________/_________

*Last 4 SSN Digits: 000/00/______________________

*Default Agency: North Central New Mexico Non-Metro 

                               FORMCHECKBOX 
PSA-2      FORMCHECKBOX 
PSA-3      FORMCHECKBOX 
PSA-4

*Home Phone: (________) _________ - _______________

► RESIDENTIAL ADDRESS 
*Street 1: _________________________________________________

*County: __________________________________________________ 

*Town: ___________________________________________________

*State: ______________    *Zip Code: ____________________
► MAILING ADDRESS           Same as Residential  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No 
*Street 1: _________________________________________________

*PO Box: _________________________________________________

*County: __________________________________________________ 

*Town: ___________________________________________________

*State: _______________    *Zip Code: ______________________
► NAPIS   

*Ethnicity:  FORMCHECKBOX 
Unknown     FORMCHECKBOX 
Hispanic/Latino      FORMCHECKBOX 
Not Hispanic/Latino 

*Lives Alone:   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Using the chart below, is the consumer *In Poverty:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Household Size  FORMCHECKBOX 
 1.… FORMCHECKBOX 
 above….. FORMCHECKBOX 
 below……$903/month
Household Size  FORMCHECKBOX 
 2.… FORMCHECKBOX 
 above….. FORMCHECKBOX 
 below……$1,214/month
Household Size  FORMCHECKBOX 
 3.… FORMCHECKBOX 
 above….. FORMCHECKBOX 
 below……$1,526/month

Household Size  FORMCHECKBOX 
 4.… FORMCHECKBOX 
 above….. FORMCHECKBOX 
 below……$1,838/month

Household Size  FORMCHECKBOX 
 5.… FORMCHECKBOX 
 above….. FORMCHECKBOX 
 below……$2,149/month

Note: The Federal Poverty Guidelines change annually in late February.
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► III-E FAMILY CAREGIVER Only:             FORMCHECKBOX 
GPRG (Grandparent)
 FORMCHECKBOX 
Care Recipient of (name): __________________________________

 FORMCHECKBOX 
Caregiver for (name):  _____________________________________

Relationship to Recipient:  FORMCHECKBOX 
Husband     FORMCHECKBOX 
Wife     FORMCHECKBOX 
Daughter/In-law

 FORMCHECKBOX 
Son/In-law     FORMCHECKBOX 
Sibling      FORMCHECKBOX 
Other Relative     FORMCHECKBOX 
Parent

 FORMCHECKBOX 
Non-Relative      FORMCHECKBOX 
Other: __________________________________


	► CHARACTERISTICS    
Cognitive Impairment (Confusion):  FORMCHECKBOX 
Mild      FORMCHECKBOX 
Moderate    FORMCHECKBOX 
None  

                                                         FORMCHECKBOX 
Unknown      FORMCHECKBOX 
Severe

Consumer rates health as:   FORMCHECKBOX 
Excellent      FORMCHECKBOX 
Good      FORMCHECKBOX 
Fair 
                                             FORMCHECKBOX 
Poor      FORMCHECKBOX 
Information Unavailable                                           

*Disabled:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                       *Homebound:  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  

*Frail:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No            Info Release Authorized:  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	
	*NSIP Eligible 

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No
	*Eligibility Type:      FORMCHECKBOX 
Age (60+)      FORMCHECKBOX 
Spouse

 FORMCHECKBOX 
Disabled Living in Elderly Housing

 FORMCHECKBOX 
Volunteer      FORMCHECKBOX 
Other: _____________________

	
	Language:    FORMCHECKBOX 
English        FORMCHECKBOX 
French       FORMCHECKBOX 
Spanish 

Other: ________________________________ (Enter in Consumer Notes)
► CONTACTS
1) Type:  FORMCHECKBOX 
 Emergency (must select “Emergency” type in SAMS)

Name: ___________________________________________________

Relationship: ______________________________________________

Phone: H=Home; M=Mobile; B=Business; A=Alternate
Phone: (_______)_________ - _____________   FORMCHECKBOX 
H     FORMCHECKBOX 
M    FORMCHECKBOX 
B    FORMCHECKBOX 
A
Phone: (_______)_________ - _____________   FORMCHECKBOX 
H     FORMCHECKBOX 
M    FORMCHECKBOX 
B    FORMCHECKBOX 
A
2) Type:  FORMCHECKBOX 
Primary Physician      FORMCHECKBOX 
Family/Relative      FORMCHECKBOX 
Other
Name: ___________________________________________________

Relationship: ______________________________________________

Phone: (_______)_________ - _____________   FORMCHECKBOX 
H     FORMCHECKBOX 
M    FORMCHECKBOX 
B    FORMCHECKBOX 
A
Phone: (_______)_________ - _____________   FORMCHECKBOX 
H     FORMCHECKBOX 
M    FORMCHECKBOX 
B    FORMCHECKBOX 
A

	
	► *ETHNIC RACES
 FORMCHECKBOX 
 American Indian/Native Alaskan

 FORMCHECKBOX 
 Black/African American

 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander

 FORMCHECKBOX 
 Non-Minority (White, Non-Hispanic)
	 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 White-Hispanic

 FORMCHECKBOX 
 Missing

 FORMCHECKBOX 
 _________________

	
	► CARE ENROLLMENTS 

	
	 FORMCHECKBOX 
 Senior Services Title III (B,C,D)

 FORMCHECKBOX 
 Family Caregiver Title III (E)
	 FORMCHECKBOX 
 All State Other Program
 FORMCHECKBOX 
 _________________________

	
	► SERVICES TO BE PROVIDED (as contracted with Non-Metro AAA)

	
	 FORMCHECKBOX 
 Adult Day Care

 FORMCHECKBOX 
 Assisted Transportation
 FORMCHECKBOX 
 Case Management

 FORMCHECKBOX 
 Chore

 FORMCHECKBOX 
 III-E Family Caregiver  
       FORMCHECKBOX 
 GPRG
       FORMCHECKBOX 
 III-E Respite in ADC setting

       FORMCHECKBOX 
 III-E In-Home Respite 

 FORMCHECKBOX 
 Homemaker

 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 III-D Health Promotion 

       FORMCHECKBOX 
 Physical Fitness
 FORMCHECKBOX 
 _____________________
	 FORMCHECKBOX 
 Home Delivered Meals
       FORMCHECKBOX 
 Breakfast    

       FORMCHECKBOX 
 Lunch

       FORMCHECKBOX 
 Weekend Breakfast

       FORMCHECKBOX 
 Weekend Lunch

       FORMCHECKBOX 
 Evening Meal

       FORMCHECKBOX 
 ___________________

 FORMCHECKBOX 
 Congregate Meals

       FORMCHECKBOX 
 Breakfast

       FORMCHECKBOX 
 Lunch

       FORMCHECKBOX 
 Evening

       FORMCHECKBOX 
 ___________________

	     

	Consumer: _________________________________________   

 Next Assessment:  FORMCHECKBOX 
 3 months     FORMCHECKBOX 
 6 months    FORMCHECKBOX 
 1 year
	 FORMCHECKBOX 
 Initial Assessment               Date: _______/_______/________ 

 FORMCHECKBOX 
 Reassessment                    Date: _______/_______/________ 

	► Nutritional Health Screening

	~ Adapted from the Determine Your Nutritional Health Checklist developed by the Nutrition Screening Initiative. ~
	Yes
	No

	  1) Have you made changes in eating habits because of health problems such as diabetes, cholesterol, high blood pressure? 
	2 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  2) Do you eat fewer than 2 meals per day? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	3 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  3) Do you eat fewer than 5 servings of 1/2 cup each of fruit or vegetables every day? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	1 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  4) Do you have fewer than 2 servings of dairy products such as milk, yogurt, cheese, etc. everyday? . . . . . . . . . . . . . . . . . . . . . . 
	1 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  5) Do you have chewing or swallowing problems that make it difficult to eat? (includes loose/no dentures or medical conditions).   
	2 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  6) Are there times when you do not have enough money to buy the food you need? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	4 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  7) Do you eat alone most of the time? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	1 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  8) Do you take 3 or more different prescribed or over-the-counter medications each day? (includes: aspirin, laxatives, herbs, antacids, inhalers, etc…) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	1 FORMCHECKBOX 

	0 FORMCHECKBOX 


	  9) Have you lost or gained 10 pounds or more in the last 6 months without wanting to? Gained 10 lbs = yes; Lost 10 lbs = yes
	2 FORMCHECKBOX 

	0 FORMCHECKBOX 


	10) Are you (or someone for you) physically unable to SHOP for food, COOK and/or FEED yourself? . . . . . . . . . . . . . . . . . . . . . . . 
	2 FORMCHECKBOX 

	0 FORMCHECKBOX 


	11) Do you have 3 or more drinks of beer, wine or liquor almost every day? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	2 FORMCHECKBOX 

	0 FORMCHECKBOX 


	Add the total value of all questions. Note: If any question is left blank, SAMS is unable to determine the final score.     TOTAL:
	

	 FORMCHECKBOX 
 Consumer refused to divulge 1 or more of the answers above. Refusal =No score which will effect justification for service. Consumer’s Initials: _____________

	► Activities of Daily Living (ADL) Assessment
	Independent
	Limited Assistance
	Total

Dependence

	1) Did you need help to take a bath or shower this past week? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2) Did you need help to get dressed any day this last week? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3) Any day this last week have you needed assistance to use the toilet?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4) Did you need help any day this last week to get up from the bed, chair, couch, bathtub, etc. and to move to another location?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5) Any day this last week, did you need help to eat? (Includes cutting food and/or feeding themselves.)  . . . . .
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6) Did you need any help this last week to walk inside your home? (Includes the use of cane, walker, etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	How many boxes were checked in the “Limited Assistance” and/or “Total Dependence” columns combined?      TOTAL:
	

	 FORMCHECKBOX 
 Consumer refused to divulge 1 or more of the answers above. Refusal to answer will effect justification for service.      Consumer’s Initials:  _______________

	► Instrumental Activities of Daily Living (IADL) Assessment
	Independent
	Limited Assistance
	Total

Dependence

	1) Did you need any help to prepare yourself a meal this last week? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2) Were you able to go shopping for food or household items this past week? . . . . . . . . . . . . . . . . . . . . . . . . . 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3) Have you been able to take your medicines this last week? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4) Have you been able to pay your bills, make deposits and/or manage your bank accounts this last week?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5) Did you need help using the telephone this last week? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6) Did you need help to do heavy housework this last week? May include vacuuming, laundry, cleaning bathroom...
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7) Have you been able to do light housework this past week? May include dusting, sweeping, washing dishes…
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8) Have you been able to drive yourself to places you needed to go such as the store, doctor, pharmacy, etc?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	How many boxes were checked in the “Limited Assistance” and/or “Total Dependence” columns combined?      TOTAL:
	

	 FORMCHECKBOX 
 Consumer refused to divulge 1 or more of the answers above. Refusal to answer will effect justification for service.      Consumer’s Initials:  _______________


_________________________________________
_________________________________________
______ / ______ / ________

PRINT Consumer’s Name


Consumer’s Signature 




Date

_________________________________________
_________________________________________
______ / ______ / ________
PRINT Assessor’s Name


Assessor’s Signature 




Date
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All data is required. *Field Name indicates federal data.
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Include Consumer Notes page for justification of service & explanations.
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