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	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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               Include Consumer Notes page for justification of service & explanations.
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