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Meal Site ﬁﬁﬁ DAAS-Office on the Aging Updated: 08.15.18
Consumer Intake Form

=EMERNERAMIRBEBEESRLE

*Application Date: *Person Processing Form: Agency: Self Help for the Elderly
H EA HEREUSE s

Date application approved: | want to apply %8 : [_]SENIOR GOLD CARD E#&+&

Form completed by: [ | Agency Representative #t&t3 [ |CHAMPSS CARD X¥M&&HE+E

[] Consumer jE&E#

Client Gold Card ID £-E%5FE: CHAMPSS ID ZERE4E-EI5E:

*Required 7
Complete by Consumer:

IDENTIFICATION (Consumer) B {9 & BB

*Name:
Last Name IS First Name &5 Middle Name A& F
*Date of Birth H4&EHHA: / / Social Security Number: XXX-XX-
Month B Day H Year £ (last 4 digits only) T-REEfS ( &REPUL )

Email Address EEEPHBLIL:
Client has Spouse/Partner <60 to enroll E5C/FHI60HRLATEE/HE? o Yes® o No&

If yes, Spouse/Partner’s Name Gold Card # CHAMPSS ID :
NRZ | Eold/HENEF LRI RS ERELEE

Note: If enroll spouse/partner <60 to CHAMPSS program, please fill out another Application Form.

AR IR ZEIRAY 60 5L LU BB/ B EI CHAMPSS 518, FEBR—HHER.

Before applying for the CHAMPSS program, have you participated in other community senior meal program?

FEERBEEREEEEIZA | (FERE2meEEM ENERRTE?
oYes &G o No 2F o Not sure NFEE

*Address Hhii: Homeless HEZRE? oYes2 oNoH
*City Ipkrh: *State P: *Zip Code E[E5RHE:

County B&m:

Phone E3H1. o Home ZXEE o Work T/F o Cell F# o None
Phone EEE2. o Home ZXEE o Work T{E o Cell F# o None

*Required Information
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*CONTACTS: PERSONAL / EMERGENCY / MEDICAL — (PLEASE CIRCLE TYPE)

B BEA / BRIER / BE- (GEELEE)

Last Name #EEG First Naome B¢ Ml FEE=F
Relationship E#{&: Email Address SEEFHPIL:

Address il

City tHkr: State M| Zip Code Bf[EIEHS:

Phone &B5F 1. o Home ZXfE o Work T/E o Cell 4 o None H
Phone &5 2. o Home ZfE o Work T{E o Cell F# o None

Contact Notes j¥:

CONTACTS: PERSONAL / EMERGENCY / MEDICAL — (PLEASE CIRCLE TYPE)

£ =& EA / ZSIER /E8R- (FEELER)

Last Name HEEG First Naome =% Ml FREZ=E
Relationship E8{&: Email Address EEHBLIL:

Address Hiil:

City ia: State JI: Zip Code EP[ESFHS:

Phone E&E&E 1. o Home ZXiEE o Work T{E o Cell F##% o None &
Phone 55 2. o Home ZEE o Work T{E o Cell F# o None

Contact Notes j¥:

CoNsuMER DEMoGRrAPHICS { A & Kl
(*Required 75%%)

*What is your gender? (Check one that best describes your current gender identity)
BRIERIR ? (RE—(ERFSEEMAERNZRAYEIR)

o Male EBt% o Female &tk o Trans Male FE14E o Trans Female fEMZL

o Gender queer/Gender Non-binary RIEEF/AE T4 5!

o Not listed, please specify K7L , 55:F0H o Decline to State AN[AIE
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*What was your sex at birth? (Check one that indicates your sex at birth) {ZHEFAIERISM ? GEEIE—IR)
o Male Bt o Female &% o Decline to State A[EI&

*How do you describe your sexual orientation? (Check one that best describes your sexual orientation)

SNz B CRIMEIARERIERIEER ? ERE—IR)

o Straight/Heterosexual E2MHEx o Bisexual EE 4G

o Gay/Lesbian/Same-Gender Loving EBEI14HE/ R/ RIMEEE o Questioning /Unsure 18 £¢E/ANHEE
o Not listed, please specify LA EEEAR. as0b8 : o Decline to State AN[A|I&

*Race fEi%:

*Ethnicity Bb%:
o Hispanic or Latino FAYIF/HI T & o Non-Hispanic or Latino JEFFIIF/HITE o Declined to State A[EE

Primary (Main) Language FEES:

English Fluency ZREETERE: o Needs translation FEEE:E o Limited BE o Fluent 7itF)
Literacy :BEBE/D: o English 258 o Main Language 358 o Both #8358 o llliterate (non-reader) X §
Relationship Status I§IHART: o Divorced EfS o Married 4518 o Decline to State AN[EIE

o Separated 2 o Single (Never Married) BB (EREEIE)

o Widowed {8 o Domestic Partner [EF

Employment Status BZEAK0: o Full time 2T o Part time 3T o Retired IB{K o Unemployed E T {E

o Declined to State AN[AI& o Volunteer &L o Disabled 5E[E
Veteran Status 1IB{REE AAKT: o Child RRL o No 188 o Spouse Bi{B o Veteran IBEREA

*Urban/Rural &t / 8843: o Urban &P o Rural 45t o Declined to State AN[AIE

Supervisory District & IEHI[E: (1st—=11th)

Housing Type {£/F4E5!: o House/Own B3 [E/HEE o House/Rent %37 = /FH
o Apartment /Duplex NB/EENE o Rented Room F—EER

o Other Hith

*Lives With FB{EAKR: o Alone BfF o Not Alone A& F o Declined to State A[EE
Functionally Impaired BENSFSZE: o0 Yes 2 o NoBy o Unknown AR&0E

Referral Source BE/YKR: o Self HCAA o Friend /Family fA&R/ZRRE o DAAS EZNEAIRFEER




o MD/Hospital B84 / B8

Page 4

NHERERE o Other EHfth

o Public Housing

Sources of Support BENZKIR:

o Family ZREE

o Friend /Family BR/2RRE o Paid Help A1EE Bl

o Has Help, Unsure Who S EIE B o None #& o Unknown A&
Primary Transportation FEILBT B:
o Owns Car #EBRE o Friend & o Public Transport AHXRXBETE

o Senior Transport RERXBEILE

o Other Hfth

o Family ZREE

o None & o Unknown AREiE

*Is your income level at or below100% Federal Poverty Guidelines (FPL)?

(REGIIN B EARA? 100%EFPBIFTFAIE B ESE?

If NO, please answer A & B: J15R[EIZ

A.

(RN R BRI 200%E 5E1E4E ?

Is your income level at or below 200% FPL?

oYes B oNo & o Declined to State FEIZ
I
‘B FEEIZAMB
o Yes & o No 15 o Declined to State R~EIZ

B. Is your income level at or below the Elder Economic Security Index?

RO NEDERS 300%E ESHEHE ? oYes & oNo & o Declined to State REIZ
Title XX: [ ] Receives Social Security HH=Ea: o None & o Retired IB{K o Disabled 7 &
*Receives SSI EiEHlilfl: oYes2 oNo &
Receives Private Pension FAANIBIAE: oYesE oNo &

Medicare Status BEFPEEET(FRE:

o Part A: Hospital Insurance fE B A

o Part B: Medical Insurance 5& {5 [

o Part C: Medicare Advantage Wi e =Rl C51#| o Part D: Prescription Drug Coverage iz 7 B AT
*Medicaid/Medi-cal IIME8ZEK / BRREIRIG:

oYes & o Eligible B&S oNo & o Decline REIZ o Unknown A~50i&
Guardian/Conservator BAFESTREA: oYes 2 oNo &
Guardian/Conservator Type EXEZER:
Name of Person or Organization E53E A B ESERHE:
Durable Power of Attorney A M IREE: o Yes B oNo &
Displaced from IHSS ZRIESZIBTE]: o Yes 2 oNo &
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Your Name Gold Card or GetCare ID# Date
w4 GRS H 1t

DAAS-OOA Screening Form

* Food Security and Food Program Utilization 2#1&¥& BRI YEtENER

Please read the statements below and check the box appropriate for you/your household.

R N BERESERNE / REMERNEE.

1* “We worried whether our food would run out before we got money to buy more.” Was that often
true, sometimes true, or never true for your household in the last 12 months:

*ERX 12 ERE, "BiEUCEHNRVMERRZAEEERT.
o Often True &BHEIEZE o Sometimes True BREHREIZ4 o Never true 38 H

2*, “The food that we bought just didn’t last and we didn’t have money to get more.” Was that often
true, sometimes true, or never true for your household in the last 12 months:

*ERE 12 ABRE . "B EINRPIERNRESEZHRY.
o Often True &EEEY o Sometimes True BIEHEIE 4 o Never true 13528

3*. In the last 12 months, have you or anyone in your household received food from a food program

like a food pantry, free dining room, shelter meal, senior congregate meals, school meals, CalFresh, or
WwIC?

* EBE 12 ERE , SXNENREREREKRRMERE , REEE , HEPLER , Z8RE  BPRE
B8R %(CalFresh) HBRREESHMFTE (WIO)FRMEIPESRY ?

oYes&E oNo &

g If “Yes”, mark all that you participate in Y1EB" 2" , iBIZEfEE2BH051E) .

o Congregate Meals EERE

o Free Dining (e.g. Glide, St. Anthony) BERE ({HIi Glide B=E , BBLHEBEE )
o Food Pantry B¥I&=

o Home-Delivered Meals I X&MRTE

o Home-Delivered Grocery X E¥IFEE MRS

o CalFresh/Food stamps/SNAP/EBT {&R5

o WIC (Women, Infant & Children) EF885R 5= EHANETE

o Not listed, please specify K7L , 555E0H

Scoring: A response of “often true” or “sometimes true” to either or both questions 1 or 2 is considered food insecure.

oy BT —(E i E IR 18 2, “FEF AR S AR BRI ERGE A R R R AL R
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DAAS-OOA Screening Form

“Improving Well Being and Reducing Social Isolation EE4EE =Rz

We would like to provide appropriate referrals/services to help improve your well- being. Please answer the

questions to your best ability. Your responses are confidential and will not affect your access to any of our
services. When answering the questions, please remember:

A ERAEENENIRBLUNEEIRER, FRUEREHE. SrEBEARERN , CRRBEEIER
EeERE MRS, EEHEER FEE
e There are no right or wrong answers, so be honest.
mamarE  RARERERAEHEHEEEHER.

e Think of your life as it generally is now and remember we all have some good or bad days.

BGRERENET  BAESHE— s EF.
1*. How often do you feel that you lack companionship? B ERREIRZ REFREF ?
o Hardly ever (1) %Fi88 o Some of the time (2) BIHER o Often (3) BKEHB

2*. How often do you feel left out? fBEERIIBET?
o Hardly ever (1) &Fi% o Some of the time (2) BIFEE o Often (3) &&HEH

3*, How often do you feel isolated from others? {R&EERAEIHINIL?
o Hardly ever (1) 45598 o Some of the time (2) BIFEH o Often (3) K&EH

Your Total Well-Being Score fBAJ4ETREE S

What the Total score to the 3 questions mean: 0-5: “not lonely”  6-9: “lonely”
HoEE 0-5: "HIE" 6-9: "HIEE"

* If your score indicates “lonely”, would you like to speak with a qualified staff member at our agency or
DAAS Information and Assistance for additional referrals or resources?

*MREPDEIELIER "ME" |, FREEMIMELEASR=FHERRIEEAMLIERR (DAAS)E 2t
BNEBPIR R LSS E S RIS IRFZER &5 ?

oYes 2 oNo &

* If your score indicates ““not lonely”, would you like to speak with a staff member at our agency for
additional referrals or resources?

*MRENHBIELIER "FHE" | SRRRMEBIEABHEIIESES SN IRIFHEIES ?

oYes B2 oNo®&
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Your Name Gold Card or GetCare ID#
w4 GRS

Date

H 39

*NUTRITION RISK SCREENING A8 rY & 8 ER R T

DAAS-OOA Screening Form

The Warning Signs of poor nutritional heath are often overlooked. Use this Checklist
to find out if you or someone you know is at nutritional risk. DETERMINE
Read the questions below. Circle the number in the “Yes” column for those that apply to T
you. For each “Yes” answer, score the number in the box. Total you nutrition score. Your NUtrItlonaI Healthl
ERFENHSEERER. ERLEERNCONORANARSISRAR. S T AR A B R B
FENEHME, £ "2 JPEHERREHNE T, SEHRNEENE.
Nutritional Risk Screening Questions YEles No Decline to
- FE & state
B R B IR R
1. I have anillness or condition that made me change the kind and/or
amount of food | eat. 2 0 0
e DR 2 A 28 B HCAth L IR A8 T TR R £ E
2. |eatfewer than 2 meals per day.
3 0 0
Fg Rz RAE
3. |eatfew* fruits or vegetables or milk products
. , . e 2 0 0
4. | have 3 or more drinks of beer, liquor or wine almost every day
. NI 2 0 0
P -1 KA e —FRLL_E Ao sl
5. 1 have tooth or mouth problems that make it hard for me to eat.
2 0 0
TA TF e 1 e ] 5 TR A o A IR
6. |don’t always have enough money to buy the food | need.
. 4 0 0
JERAA AR E BT R R &Y
7. | eat alone most of the time
o 1 0 0
L — (8 A
8. |take 3 or more different prescribed or over-the-counter drugs a day. 1 0 0
Pohg Rz =FELL bR 5 gl pl 8
9. Without wanting to, | have lost or gained 10 pounds in the last 6
months. 2 0 0
RS E AR B RS H BIEZ B nesb T 10 755
10. I am not always physically able to shop, cook and/or feed myself.
. " 2 0 0
TR MRARE I EEY . BREEHCER
Total Score #84)
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*Question #3: “Few” means less than 5 servings of fruits/vegetables or less than 2 servings of milk/dairy products.
* DRAMGIKR/IER HE DR
What your total score, means #4853 T :

0-2 Good! Recheck your nutritional score in 6 months.
0-2 43 TRIBBBEIRE | /SE A LI A ORISR R 4 B
3-5 You are at moderate nutritional risk. See what can be done to improve your eating habits and lifestyle.

Your Office on the Aging Senior Nutrition Program, Senior Center or Health Department can help. Recheck
your nutritional score in 3 months.

3-5 4y BABRMAOBEAR . QEZRSCEENREEE, B DERFEHAEERERE. B LK
F R RED, =8 A % R S R R o B

6 or You are at high nutritional risk. Bring this checklist the next time you see your doctor, dietitian or
more other qualified health or social service professional. Talk with them about any problems you may
have. Ask for help to improve your nutritional health.

6 UL | BRI AT, T AR, E RS AR R S GRS A B, G
EAAGE RIS, A A TR, I H SRR Bk e i R RO,

» Remember that Warning Signs suggest risk, but do not represent a diagnosis of any condition.

2 BORFRERIA AR, (AAREETREZE.

| am interested in the following services F¥f DL T & 8% A Bk
o Nutrition Counseling #2743 o Nutrition Workshop 2 #0312 ol am not interested 7% A HiLigk

1 Developed by the Nutrition Screening Initiative, a project of the American Academy of Family Physicians, the American Dietetic Association,
and the National Council on the Aging, Inc.

1 KBRS, KB e B2 i a i — IR, b2 e st dhl b 3%

HE: EHREEE BWEEANA = THEY, FraHioEARRIRIE.

Attention: All CHAMPSS meal balance will expire on June 30th, all donations

are NOT refundable.

Your application will be reviewed and processed as soon as possible. Our staff will contact you if we have any
guestions. Due to limited funding resources, consumers who meet the San Francisco Department of Aging and
Adult Services (DAAS) target population for this program will be given priority.

R REEIS TR E R, MBAETRE, TIEANB G AR, mRERAR, =8 &5 R ARG )R (DAAS)
A EH B B AR Qe B R,

For Office Use Only: O Nutrition Education - Materials O Additional Food Resources
O Other

Note/Comment:

Site name: Staff full name: Date:




