Form 5 - Consumer Registration Form

information provided on this form is important for the State of Connecticut to receive federal funds and fo
coniinue to provide services to older adults. Please fake the time to answer all the questions on this form,

Your personal privacy is very important to us. The law prohibits sharing any information you give without a
couri order or without permission from you or your perscnal representative EXCEPT for the following: state,
federal and local monitoring relative to program reporting requirements; program managementi, public safety
and research. Be assured that your information will only be used as necessary under those provisicns.

Consumer Signature:

[New [JUpdate [CINFCSP/Statewide Respite [[Jcaregiver [Jincludes Service Data

[Caregivers complete secfions |, lll, IVc,d, IVf [grandparents]) {Complefe section Viit}

I. Add Consumer
a.) Consumer Name:

First;

[Cdremale  [JMale

[[INon-Binary[_Jother

|;

f.} Home Telephone:
h.} Email Address;
i} Provider Name| THAMES VALLEY COUNCIL FOR COMMUNITY ACTION, INC

1g.) Cell Telephone:

j.) Home Street Address 1: l
k.) Home Street Address 2: ;

: J  County:

m. Town n) State (ifnot CT) 0.} Zip Code:

p.) CareEnroliment] Level of Care; N/A Service/Care Program: Title 1C-1

[office use only}

It Details - Basic Information

[CJcCurently Maried  [Divorced  [JSeparated  [[ISingle (Never Married)  [JWidowed
A NSIP Eligible: | [Jyes [INo '
D.JHS B [ ]Age 60 and Older [Joisabled in Elderly Housing [JDisabled Living with an Elderly Person
[spouse of Person Age 60+ [JVolunteer

. Detlaqils - Other Characteristics | '

Has Alzheimer's disease or a relafed dementia:

[CINo - None [JYes - Early Onset Dementia [JYes - Mild [JYes - Moderate [ JYes - Severe

Thompson Community Center



Form 5 - Consumer Registration Form

Iil. Caregiver Programs ONLY { (NFCSP and CSRCF)
Details - Care R i - Add New (only for NFCSP and CT Statewide Respite Care)

V. Assessment Frm - Dmographi ]

Primary language spoken af home:

[JAmerican Sign Language [_]Arabic [JCambodian (xhmer} [_JChinese
[Oenglish french [Clcerman DGreek
CGuiarati [DHaitian Creole Citaiian [[Jxorean
[Jrolish [Clprortugues [Crussian dspanish
[ractical sign Language [ Jturkish urdv [Qvietnamese
DOTher Please specify

[Qverywell  [dwell  [INot well CNot At Al

[JHispanic/tatino ot Hispanic/Latino

[JAmerican Indian/Alaskan Native  [Asian/Asian American [Jelack/African American
[Native Hawdiian/Pacific Islander CJwhite

[Jerivate home [CJprivate Apartment [IseniorHousing  []Congregate Housing
[Cpublic Housing [TJResidential Care Home [Nursing Home  [JAssisted Living
[Jother

Please Specify

| live alone or with someone other than a spouse and MY monthly income is about:
[JAf or Below $1,073 0om[]$1,074 - $1.342 25w [[]$1,343- $1,610 (150%)
151611 -31.878 75w []$1.879-$2.147 (oo [[]$2,148 orover  fover200%|

1live with my spouse and OUR menthly income is about:
l:IA’f or Below §1,452 (?00%}D$1 ,453- %1815 (125%) |:|$1 B16-$2.178 (150%)
[1$2.179-$2.540 0757 []$2.541-$2,903  (200%) [132.904 or over  fover 200%)

Oves [INo

[Jalone [withSpouse  [Jwith Unmarried Partner [JWith Spouse/Partner andn Child/ren
[Jwith Child/ren Only, No Spouse/Pariner  [JWwith Grandehild/ren [Jwith Other Relatives
[CJwith Others

Thompson Communily Center



Form 5 « Consumer Registration Form

V. Assessment Form - Funclional Stafus

1 need help with the following ADL activities:

Yes No Yes No Yes No

[ O ceafing [ ] Dpressing 1 0 sathing/washing
O O using the Toilet [0 O Getting OutofBed/Chair [[] [] Continence

I need help with the following IADL actlivities:

Yes No Yes No Yes No

] [J Planning/Preparing Meals [] [ showping 1 ] Managing Money
] O using the Telephone [ [0 Housekeeping [ O ooinglaundry
[0 O roking Medicine [0 O using Transportation

V1. Assessment Form - Nutrition

Yes No Unknown
D D [:] | have an finess or condition that made me change the kind or amount of food [ eat. (2}

D E] D | eat fewer than 2 meadls per day. (3}

| eat few fruits and vegetables or mik products, (2)

[ have problems chewing/swallowing that make it hard for me to eat. (2)

| do not always have enough money or food stamps to buy the food | need. {4)
| fake 3 or more different prescriplion or over-the-counter drups each day. {1}

| eat alone most of the time. (1}

| have 3 or more drinks of beer, liquor or wine almost every day. {2)

oooonoon
OO0O00000
minjuinininin

Without wanting to, | have lost or gained 10 pounds in the last 4 months. (2)

A
O
O

| am not atways physically able 1o shop, cook or feed myself, (2)

VIl. Assessment Form - Service Indicators

R e

If 1 had groceries available, | was able to use them fo prepare a meal;
DYes {skip to question 2} DNO (Please answer 1b below)

1h.} You had someone who could cook for you or helped you cook
[res Cno
If you answered NO, did you experience this in the last:
[ -3 months []4 - é months [37 months or more
In the last 12 montas have you experienced the foliowing situations because you did not have enough money:
a.) Didyou or ather adults in your household ever skip meals?

Clves [INo

b.) Didyou eat less food than you felt you needed®?

Cyes [No
c.] Were you ever hungry?

[dves [ONo
f you answered YES to ANY of these questions, did you experience this in the last:
[J1 - 3 months |:|4 - & months [[J7 months or more

Have you recenily lost weight without trying?

MNyes [INe

If YES, how much weight have you lost?

[T1-13bs. [J14-231bs. [J24-33s. [J34ormoretbs.  [Junsure

Thompscn Community Center



Form 5 - Consumer Registration Form

Have yvou been eating poorly because of a decreased appetite?

Cdves [No
Have you been hospitalized in the last 12 months?
[Cyes Ono

If YES, when were you last in the hospital?

[Iin the last 3 months []in the last 4 - 6 months ~ []in the last 7 - 12 months
VIIL. Service Delivery

@) Site Name (if applicablel:  Thompson Community Center

b)) Service Category (ifappluable) ¢} Service {sub-service) d.} Fund Identifier e) Number of Units
CONGREGATE / CONGREGATE MEAL / Title NC-1 /
COVID CONG PARTICIPANT ¢ CONG DRI FROZEN PICK UP / MDD-C1 /
COVID CONG PARTICIPANT CONCG DRI FROZEN DELIVERED MBD-C1
CONGREGATE / NUTRITION ED / Title 1HC-1 /

CONGREGATE / NUTRITION COUNSEL / Titte IC-1 /




