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CLIENT INTAKE 

 

 

 
Client Name 

 

Client 
Address 

 

 
Client Phone 

(            ) 

 
Caller Name 

 

Caller 
Address 

 

 
Caller Phone 

(             ) 

Relationship 
to Client 

 

How did you 
hear about 
Generations? 

 

What is the 
CURRENT 
SITUATION, the 
reason for 
seeking in-
home 
assistance for 
Client? 

 

 
How would you 
characterize 
Client’s 
PRESENT 
BEHAVIOR? 

 
 Anxious   
 Assaultive                 
 Cooperative 
 Depressed 
 Disruptive 
 Isolated 

 Other______________________________________________
__________________________________________________ 
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Are there 
specific matters 
Client NEEDS 
ASSISTANCE 
WITH?  
 
 
 

 
 Ambulation/transfers                   
 Feeding 
 Meal preparation 
 Dressing/grooming 
 Elimination/ toileting 
 Household management 
 Medication reminders 

 Other______________________________________________
__________________________________________________ 

 

 Comments___________________________________________
__________________________________________________ 

 

 

Does Client 
have any 
ALLERGIES? 
Please specify 

 

 
Are there PETS 
in the home? 

 
 Yes 
 No 

 

 

Are there 
SMOKERS in the 
home? 
 

 
 Yes 
 No 

 

 

How would you 
characterize 
Client’s current 
MENTAL 
STATE? 

 
 Alert 
 Confused 
 Forgetful 
 Oriented (reasonably aware as to time, place and person) 
 Unresponsive 
 Other__________________________________________________

_______________________________________________________ 

 
 

Does Client 
have any 
MAJOR 
PHYSICAL 
LIMITATIONS? 

 
 Hard of hearing                   
 Blind 
 Not ambulatory 

 Other____________________________________________
_________________________________________________ 

  
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Are there 
OTHERS living 
in the in home? 
 

 
 Yes 
 No 

 

 

Is Client 
HOMEBOUND? 
 

 
 Yes 
 No 

 

 

 

 

 

 

 

 

 

 

 

 

By:______________________________________________ Date ________________ 

If this is for 
a live-in 
aide, are 
there 
LIVING 
QUARTERS 
FOR THE 
AIDE? 

 
 
 Yes 
 No 

 

 
Are there any OTHER AGENCIES providing care or services, 
such as VNA or Meals-on-Wheels? Please specify. 
 
 

Is there any 
Long-term 
Care or 
other 
private 
insurance 
coverage? 

 
 
 Yes 
 No 

 

 
Make certain the Client is aware that, even if Medicaid or 
Medicare is available, Generations is not a certified agency 
and does not accept government payment 
 
 

NOTES 


