
Meals On Wheels Intake Form

Referral Source: ________________________________    Date:_________________________________________

Phone Number: ________________________________     Meals on Wheels Start Date:________________________

NON- APS: ____________________________________		 Home Visit:_____________________________________

APS: _________________________________________

CLIENT INFORMATION

Last Name: _________________________________________________________________________________________

First Name: _________________________________________________________________________________________

Street: ____________________________________________________________________________________________

City/Town: _________________________________________________________________________________________

State: _____________________________________________________________Zip Code: ________________________

Date of Birth: _______________________________________________________________________________________

Gender:            o Male    o Female Marital Status:    oMarried        o Single

EMERGENCY CONTACT 

Name: ____________________________________________________________________________________________ 

Relationship_____________________________________Phone #_____________________________________________ 

MEDICAL INFORMATION 

Physician’s Name: ____________________________________________________________________________________ 

Phone_____________________________________Diagnosis_________________________________________________

Diet_______________________________________Milk____________________________________________________ 

DIRECTIONS TO RESIDENCE 

Sullivan County Nutrition Services
P.O. BOX 387 • 76 SOUTH MAIN ST. • NEWPORT • NEW HAMPSHIRE • 03773

Newport Site- 863-3177 



PRIMARY CAREGIVER

_________________________________________________________________________________________Last Name: 

First Name: _________________________________________________________________________________________

Street: ____________________________________________________________________________________________

City/Town: _________________________________________________________________________________________

Zip Code: State: _____________________________________________________________ ________________________

Telephone: _______________________________________________________________________________________
            

ADDITIONAL CLIENT DETAILS 
 

Church: ___________________________________________________________________________________________

    Homemaker:  o  Yes      oNo

     VNA:   o  Yes      oNo

    Hospice:   o  Yes      oNo

   Home Health Aide:   o  Yes      oNo

   Fuel Assistance:   o  Yes      oNo

   Electrical Assistance:   o  Yes      oNo

     CSFP:  o  Yes      oNo

    Food Stamps:  o  Yes      oNo

    HUD Housing:   o  Yes      oNo

    Living Will:  o  Yes      oNo

Durable POA:      o  Yes      oNo 

 Guardianship Order for Health Care:  o  Yes      oNo 

    Lifeline:   o  Yes      oNo 

    Smoke Alarm:   o  Yes      oNo 

    Vial of Life:  o  Yes      oNo 

    Referrals Given:  o  Yes      oNo
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