	SAMS Consumer Registration Form version 1.1                                    Personal and Confidential

Consumer Name:      ,          Registration date:        /       /        Circle C  CG  CR GPRG  





1. Registration Type:  FORMCHECKBOX 
 original  FORMCHECKBOX 
 update
2. Site:      
3. Person Conducting Registration: 

     
4. Consumer Type: 

 FORMCHECKBOX 
 Consumer  (C)
 FORMCHECKBOX 
 Care Recipient (CR)

 FORMCHECKBOX 
 Caregiver (CG)
 FORMCHECKBOX 
(as grandparent  - Yes)



Prefix&    FORMCHECKBOX 
 Mr.      FORMCHECKBOX 
 Mrs.     FORMCHECKBOX 
 Ms.

*First Name&      
MI&   .

*Last Name&      
Suffix  &    FORMCHECKBOX 
 Jr.      FORMCHECKBOX 
  Sr.  Other      
Maiden or AKA  Name&      
*Date Registered       /     /     
(SAMS will pre-fill with today’s date …..The date entered must be on or before services are delivered to this consumer)
Marital status       
*Gender &     FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male

*Birth Date &      /     /     
*SSN  &     /  /    
Info Release Authorized  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

*Default Agency 
  FORMDROPDOWN 

*Home Phone & (     )     --     

*Street 1 &      
*Street 2 &      
*County &     
*Town &     
*State &        *ZIP Code &      
Municipality      
Directions to Home & 
     

 Same as Residential  

      FORMCHECKBOX 
 Yes (if yes selected, skip this section)

      FORMCHECKBOX 
 No  (if no selected, finish this section)
Street 1 &      
Street 2&      
County &      
Town &      
State &         ZIP Code  &      

*Ethnicity &
      FORMCHECKBOX 
 Hispanic or Latino

      FORMCHECKBOX 
 Not Hispanic or Latino

      FORMCHECKBOX 
  Unknown

*In poverty  & 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

*Lives Alone 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
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*High Nutritional Risk&)


(Transfers from assessment, assessment must be completed, pg.7)

*Is Rural 


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

(from zip code of residential address)

*Number of ADLs&  *Number of IADLs&
 (Transfers from assessment) 
          (Transfers from assessment)

(Assessment must be completed, pg.8)


*Active


 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If not active provide reason      
Status Date     /    /    

Medicaid #       
Medicare #      
Other          

Monthly Household Income $      
Household Size      
Monthly Individual Income $      
Email Address      
Referred by      

Abused /Neglected/Exploited
  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Cognitive Impairment 

 FORMCHECKBOX 
 Mild    FORMCHECKBOX 
 Moderate  

 FORMCHECKBOX 
 None
 FORMCHECKBOX 
Unknown
 FORMCHECKBOX 
 Severe

*Disabled
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No

Duplicate Mail


 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

Employment

 FORMCHECKBOX 
Full
 FORMCHECKBOX 
 Part-time  FORMCHECKBOX 
none

Female Head of Household 
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No

*Frail



 FORMCHECKBOX 
Yes

  FORMCHECKBOX 
 No

*Homebound 


 FORMCHECKBOX 
 Yes
  
  FORMCHECKBOX 
 No

Medicare Eligible

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No

Receiving Social Security
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No

State Resident                       
 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No

Tribal 



  FORMCHECKBOX 
 Yes   
  FORMCHECKBOX 
 No

(enter tribe in the notes section)  

Understands English

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

US Citizen


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

*NSIP Meals Eligible 
    FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

(If the consumer is 60 and older, the meals eligibility will automatically be set to Yes and eligibility type will be set to Age (60 and over))  

*Eligibility Type 

 FORMCHECKBOX 
 Age (60 and over)
 FORMCHECKBOX 
 Disabled in elderly housing
 FORMCHECKBOX 
 Helper/spouse  

 FORMCHECKBOX 
 Tribal Age specification
 FORMCHECKBOX 
 Volunteer ( Other        
Veteran                                      FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Veteran Dependant                FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

*Language 
 FORMCHECKBOX 
 English   FORMCHECKBOX 
 French    FORMCHECKBOX 
 Spanish FORMCHECKBOX 
 Other  ________________


1) Type : Emergency (primary) 
Name      
Relationship &      
Street &      
County &      
Town &      
State &        ZIP Code &      
Home Phone & (     )      --     
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Business Phone & (     )      --     
2) Type: Additional ( FORMCHECKBOX 
family/relative,  FORMCHECKBOX 
physician) 
Name      
Relationship &      
Street &      
County &      
Town &      
State &         ZIP Code &      
Home Phone & (     )      --     
Business Phone & (     )      --     
Cell Phone     (     )      --     

Information will fill from the consumer residential and mailing address. Additional addresses may be added
Information will fill from the consumer home phone. Additional phone numbers may be added.


We are not using this section.


 FORMCHECKBOX 
American Indian/Native Alaskan

 FORMCHECKBOX 
Asian             FORMCHECKBOX 
Black/African American

 FORMCHECKBOX 
Missing

 FORMCHECKBOX 
Native Hawaiian/Other Pacific Islander   

 FORMCHECKBOX 
Non-Minority (White, non-Hispanic) 

 FORMCHECKBOX 
Other             FORMCHECKBOX 
White-Hispanic

The service program providing services to the person being registered

Service Programs:

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

 FORMCHECKBOX 
Family Caregiver (Title IIIE)  

 FORMCHECKBOX 
Title XX

 FORMCHECKBOX 
Senior Companion

 FORMCHECKBOX 
ADDGS grant

 FORMCHECKBOX 
All State Other Program

 FORMCHECKBOX 
Locally Funded Program

Medicaid Programs:
 FORMCHECKBOX 
Disabled and Elderly Waiver

 FORMCHECKBOX 
Personal Care Option (PCO)

Name      
Start Date          /     /     
Primary           FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No


We are not using fund identifiers at this time.


*Default Provider      
*Additional Provider       
*Additional Provider       
	SAMS Consumer Registration Form version 1.1                                    Personal and Confidential

Consumer Name:      ,          Registration date:        /       /        Circle C  CG  CR GPRG  





Mark the eligible service(s): 

 FORMCHECKBOX 
Home Delivered Meals    FORMCHECKBOX 
Congregate Meals

 FORMCHECKBOX 
Assisted Transportation   FORMCHECKBOX 
Transportation 

  FORMCHECKBOX 
Personal Care                 FORMCHECKBOX 
Homemaker

 FORMCHECKBOX 
Chore                               FORMCHECKBOX 
Adult Day Care

 FORMCHECKBOX 
Case Management         FORMCHECKBOX 
Family Caregiver

 FORMCHECKBOX 
Senior Companion           FORMCHECKBOX 
 Title XX

 FORMCHECKBOX 
Medicaid                  FORMCHECKBOX 
  Other       
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Always complete a SAMS Consumer Registration Form for the caregiver and care recipient and link the records in SAMS. This only applies for persons served by the Family Caregiver Program Title 3e.
First Name       
Last Name      
SAMS ID #      
*Relationship of caregiver to care recipient.:

 FORMCHECKBOX 
Husband   FORMCHECKBOX 
Wife  FORMCHECKBOX 
Family Son/Son-in-law  FORMCHECKBOX 
Daughter/Daughter-in-law  FORMCHECKBOX 
Other Relative  

 FORMCHECKBOX 
Non-Relative  FORMCHECKBOX 
Grandparents  FORMCHECKBOX 
Other Elderly Relative  FORMCHECKBOX 
Other Elderly Non- Relative

Address:

Street      
Town      
State         ZIP Code       
Does the primary caregiver provide the consumer service with any Activities of Daily Living?  Mark boxes that apply:

 FORMCHECKBOX 
Bathing   FORMCHECKBOX 
Dressing   FORMCHECKBOX 
Toilet Use  

 FORMCHECKBOX 
Transfer   FORMCHECKBOX 
Eating   FORMCHECKBOX 
Walking in Home  

Does the primary caregiver provide the consumer service with any or Instrumental Activities of Daily Living?  Mark boxes that apply:

 FORMCHECKBOX 
Meal Preparation   FORMCHECKBOX 
Shopping   FORMCHECKBOX 
Managing Medications    FORMCHECKBOX 
Money Management  

 FORMCHECKBOX 
Telephone Use   FORMCHECKBOX 
Heavy Housework  

 FORMCHECKBOX 
Light Housekeeping   FORMCHECKBOX 
Transportation 

What are some factors that might limit the primary caregiver?

 FORMCHECKBOX 
Job   FORMCHECKBOX 
Finances   FORMCHECKBOX 
Family Responsibilities   FORMCHECKBOX 
Physical Burden   FORMCHECKBOX 
Emotional Burden  

 FORMCHECKBOX 
Caregiver’s mental health   FORMCHECKBOX 
Other


Always complete a SAMS Consumer Registration Form for the caregiver and care recipient and link the records in SAMS. This only applies for persons served by the Family Caregiver Program Title 3e.
First Name       
Last Name      
SAMS ID #       
*Relationship of caregiver to care recipient.:

 FORMCHECKBOX 
Husband   FORMCHECKBOX 
Wife  FORMCHECKBOX 
Family Son/Son-in-law  FORMCHECKBOX 
Daughter/Daughter-in-law  FORMCHECKBOX 
Other Relative  

 FORMCHECKBOX 
Non-Relative  FORMCHECKBOX 
Grandparents (Other Elderly Relative  FORMCHECKBOX 
Other Elderly Non- Relative

Address:

Street      
Town      
State         ZIP Code       
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1) Date of assessment:       /      /     
2) Name of person conducting assessment: ​​

     
3) Agency/Provider the assessor works for: 

     
4) Agency/Provider site or route: 

     
5) Type of assessment:


 FORMCHECKBOX 
- Initial assessment   

 FORMCHECKBOX 
- Reassessment

6) Where interviewed:  

 FORMCHECKBOX 
- Home 

  FORMCHECKBOX 
- Hospital   

 
 FORMCHECKBOX 
- Nursing facility  
  FORMCHECKBOX 
- Other

If Other Describe:       
7) Someone helped or answered questions for the consumer:

  FORMCHECKBOX 
-No 

   FORMCHECKBOX 
-Yes

8) If Yes - Helper’s name:  

     
9) Helper's relationship: 

     
10) Communication/langage assistance:   

 FORMCHECKBOX 
-No   
 FORMCHECKBOX 
-Yes

Assessment Intake Information, continued

11) Consumer's primary language: &


 FORMCHECKBOX 
- English 

 FORMCHECKBOX 
- Spanish


 FORMCHECKBOX 
- Spanish speaking, reads English  

 FORMCHECKBOX 
- Other  If Other Describe:      
12a) Consumer referred by: 

 FORMCHECKBOX 
-Self  

 FORMCHECKBOX 
-Family  

 FORMCHECKBOX 
-Hospital   

 FORMCHECKBOX 
-Agency

 FORMCHECKBOX 
-Other   

 FORMCHECKBOX 
-Unavailable

12b) Agency or Hospital Name: 

     
12c) Person referred by:

     
13) Consumers current living arrangement:

 FORMCHECKBOX 
-Lives Alone  

 FORMCHECKBOX 
-With spouse/partner  

 FORMCHECKBOX 
-Lives with spouse and child  

 FORMCHECKBOX 
-With child/children  

 FORMCHECKBOX 
-With others

 FORMCHECKBOX 
-Information unavailable  

 FORMCHECKBOX 
- Other  Describe:      
     
14) Consumer rates his/her health as: 

 FORMCHECKBOX 
-Excellent  

 FORMCHECKBOX 
-Good 

 FORMCHECKBOX 
-Fair 

 FORMCHECKBOX 
-Poor  

 FORMCHECKBOX 
-Information unavailable  
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	Nutritional Health Screening  &
Determine Your Nutritional Health 

Adapted from the Determine Your Nutritional Health Checklist developed by the Nutrition Screening Initiative.

	Ask the Consumer the following questions and check their response. (Please check all answers “Yes” or “No”) 

Then add the values of the questions checked “Yes”.

All questions must be answered for the Interviewer software to calculate a Nutritional Risk Score

	Questions
	Yes
	No

	1) Have you made changes in lifelong eating habits because of health problems?  

     (such as diabetes, high blood pressure, etc.)           
	2 FORMCHECKBOX 

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



	5) Do you have chewing or swallowing problems that make it difficult to eat? 
	2 FORMCHECKBOX 

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



	8) Do you take 3 or more different prescribed or over-the-counter medications each day? 

          (including aspirin, laxatives, antacids, herbs, inhalers, etc.)
	1 FORMCHECKBOX 

	 FORMCHECKBOX 



	9) Have you lost or gained 10 pounds or more in the last 6 months without wanting to?  

    Circle:   yes, gained 10 pounds    or     yes, lost 10 pounds              
	2 FORMCHECKBOX 

	 FORMCHECKBOX 



	10) Are you not always physically able to Shop for food, Cook and/or feed yourself (or to get someone to  do it for you)?
	2 FORMCHECKBOX 

	 FORMCHECKBOX 



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

	 FORMCHECKBOX 



	                                             Total Score
	 FORMDROPDOWN 

	


What does your score mean?  If it’s:
0 - 2
Good!  Recheck your score in 1 year for Congregate Consumers and 6 months for Home Delivered Consumers.
3 - 5
You are at moderate nutritional risk.  See what you can do to improve your eating habits and lifestyle.  Your office on aging, senior nutrition program, senior citizens center, health department and/or physician can help.  Recheck your nutritional score in 6 months for Congregate Consumers and 3 months for Home Delivered Consumers.
> 6
You are at high nutritional risk.  Refer to your doctor, dietitian or other qualified health or social services professional.  Talk with them about any problems you may have.  Ask for help to improve your nutritional health.   Recheck your score in 3 months.
Comments and referral (use reverse when additional space needed):

     
____________________________________     _______________________________
    ____/_____/_____

Consumer’s Name (Print)




 Signature


Date

_____________________________________     _______________________________
    ____/_____/_____

Assessor’s  Name (Print)




 Signature


Date
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	Activities of Daily Living (ADL) limitations  &

	RATING Scale:   0 = Independent    1 = Supervision           2 = Requires Assistance/Limited Assistance   

3 = Mostly Dependent/Extensive Assistance       4 = Totally Dependent               5 = Activity Does Not Occur

	Questions
	Choose One

	1) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform BATHING (include shower, full tub or sponge bath, exclude washing back or hair)?
	 FORMDROPDOWN 
  

	2) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform DRESSING?
	 FORMDROPDOWN 
  

	3) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform TOILET USE?
	 FORMDROPDOWN 
  

	4) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform TRANSFER?
	 FORMDROPDOWN 
 

	5) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform EATING?
	 FORMDROPDOWN 
  

	6) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform WALKING IN HOME?
	 FORMDROPDOWN 
  

	How many ADL impairments does the client have (Count or Total)?


	 FORMDROPDOWN 



	Instrumental Activities of Daily Living (IADL) limitations  &

	RATING scale(all activities except telephone)    0 = Independent     1 = Somewhat dependent/requires assistance             2 = Mostly Dependent/Extensive assistance    3 = Totally Dependent   4 =- left blank      5 = Activity Does Not Occur

	Questions
	Choose One

	1) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform MEAL PREPARATION?
	 FORMDROPDOWN 
  

	2) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform SHOPPING?
	 FORMDROPDOWN 
  

	3) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform MANAGING MEDICATIONS?
	 FORMDROPDOWN 
  

	4) Specify the client's ability to MANAGE MONEY.


	 FORMDROPDOWN 
  

	5) Rank the client's ability to use the TELEPHONE.        RATING scale        0  Independent   

1 Supervision/verbal cueing, 2 Somewhat dependent/requires assistance   3 Mostly Dependent/ Extensive assistance  4 Totally Dependent   5 Activity does not occur/paramedical services needed.
	 FORMDROPDOWN 
  

	6) Specify the client's ability to perform HEAVY HOUSEWORK.


	 FORMDROPDOWN 
 

	7) Specify the client's ability to perform LIGHT HOUSEKEEPING.
	 FORMDROPDOWN 
  

	8) During the past 7 days, and considering all episodes, how would you rate the client's ability to perform TRANSPORTATION?
	 FORMDROPDOWN 
  

	How many IADL impairments does the client have (Count or Total)?


	 FORMDROPDOWN 



Notes:  (use reverse when additional space needed):

     
I Certify that the information in this assessment has been thoroughly conducted and based on the information provided to me by the consumer or their advocate. 

______________________________________     __________________________________
     _____/_____/_____

Consumer or Advocate’s Name (Print)



Signature



Date
______________________________________     __________________________________
     _____/_____/_____

Assessor’s  Name (Print)




Signature



Date
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Medication Information

Ask the consumer if you can see their medications to verify frequency, dosage, use etc. Include prescribed and over the counter drugs like aspirin, laxatives, vitamins. Some medications may be refrigerated. Ask: Are you taking any medicines?  Can you please show them to me so we can list their names and dosage?

1. List of all medications

	List of All Medications

	Name

OTC? 
	Dosage

taken
	Form

taken
	Number taken
	Frequency-

How often taken
	Comments

What is this taken for?

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


2. How does the client remember to take their medications?      
3.  History of drug allergy?

 FORMCHECKBOX 
-No   
 FORMCHECKBOX 
-Yes

4. List drug allergies:     
5. Does the client have a problem with the cost of medications?
  FORMCHECKBOX 
-No   
 FORMCHECKBOX 
-Yes

Notes:  (use reverse when additional space needed):

     
I Certify that the information is based on the information provided to me by the consumer or their advocate. 

     ____________________________      __________________________________
 _____/_____/_____

Assessor’s Name (Print)



Signature



Date
Personal








Residential Address








Mailing Address








Other








NAPIS








Status








Insurance








Characteristics





2. CONTACTS 





Heading  information


(not a section in SAMS)








1. GENERAL  - Start SAMS 








3. LOCATIONS





4. PHONES





5. USER FIELDS





6. *ETHNIC RACES  (required data field)





7. CARE ENROLLMENTS





8. CARE MANAGERS





9. FUND IDENTIFERS





10. PROVIDERS





12. CAREGIVERS (CG)


complete when the person being registered  is a care recipient  





13. CARE RECIPIENT (CR )


complete when the person being registered is a


 care giver 








11. Eligible Services 





Assessment Intake Information





notes  on Consumer


(these will display on the consumer Summary Screen)


Found under characteristics in SAMS





Notes: caregiver or care recipient


Will not display in consumer record








Consumer  notes continued


(these will display on the consumer Summary Screen)


Found under characteristics in SAMS
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Legend *Field Name   indicates that the data is required for this data field 
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             &  indicates that the data (transfers between SAMS Consumer record and the Omnia Assessment                
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