CLIENT
Senior Quality Of Life Foundation Inc.
Post Office Box 497, Andover New Jersey 07271
Phone 973-940-9094

Neighbor to Neighbor Registration

Date Interviewed

1. Name: DOB

Last Name First
2. Address:

Street Apt Town Zip Phone

3. Referred By: (Circle the Number that applies)

1 | Self 7 | Church Related
2 | Public Agency 8 | Public Housing
3 | Volunteer Agency 9 | Business/Civic Group
4 | Relative/Friend 10 | Outreach
5 | Neighbor 11 | Other
6 | Health Related 12 | Unknown

4. Speaks/Understands English: Yes No

(If no, circle the language spoken and understood:)

1 | Spanish 6 German
2 | French 7 Scandinavia
3 | Chinese 8 Hindi
4 | Polish 9 Other (State Language)
5 | Italian

5. Marital Status: (Circle the number that applies)
1 | Married 4 Separated

Never Married 5 Divorced

3 | Widowed 6 Unknown

6. Race/Ethnicity: (Circle the number that applies) (Optional)

1 | White 4 American Indian

Black Asian

N

3 | Hispanic 6 Other




7. Client’s Annual Income: (Circle the number that applies)

1 | To 3,500 7 To 14,000
2 | To 4,500 8 To 16,500
3 | To 6,500 9 To 18,500
4 | To 8,500 10 | To 20,500
5 | To 10,000 11 To 20,500+
6 | To 12, 000 12 | Unknown

8. Household Composition: (Circle the number that applies)

1 | Lives Alone 4 With Relatives
With Spouse 5 With Non-Relatives
3 | With Children 6 Unknown

9. Living Arrangements: (Circle the number that applies)

Public Senior Housing

1 | Homeowner 5 | Foster Home

2 | Renter 6 | Boarding Home
3 | Private Senior Housing 7 | Other

4

10. Number in Household:

11. Functional Limitations: (Circle the number that applies)

1 | None 9 Diabetic

2 | Speech 10 | Leukemia

3 | Hearing 11 | Malnutrition

4 | Walking 12 | Neurological

5 | Heart Condition 13 | Psychological
6 | Breathing 14 | Other/Unknown
7 | Emphysema

12. Prosthetic Devices: (Circle the number that applies)

13. Frail/Disabled:

14. Need Help to Leave Home?

1 | None 6 Dentures
2 | Walker/Cane 7 Dialysis
3 | Wheelchair 8 Oxygen
4 | Hearing Aid 9 Other
5 | Glasses

Yes No

Yes No




15. Number of Living Children:

16. Emergency Contacts:

Name: Phone:
Relation: Address:
Name: Phone:
Relation: Address:

20. Interests and hobbies:

21. List any family members closely involved:

22. Other services/supports: (i.e., Meals on Wheels, Public Health Nurse, Chore Person, etc.):

24. Caseworker: Agency:

25. Referred by:

Street: Phone:
Town: State: Zip:
26. Telephone Outreach: Best time to call: AM. P.M.
Time: Time:
27. Best Time to visit: Weekdays Weekends
Day Day:
Time: Morning Afternoon Evening

28. Do you have a computer and able to access internet? Yes No

28 Anyone in the house smokes? Yes No
29. Animals in the house: Cat: Yes No
Dog: Yes No

Other Pets Yes No




Office Use Only

30. Telephone: ( Circle the number that applies)

1 | Client Called 6 Mailed to Outreach
2 | In Computer 7 Ref. to Sr. Services
3 | Letter Sent 8 Oxygen

4 | Add/Del List 9 Other

5

Call to Outreach

31. Neighbor Visits: (Circle the number that applies)

1 | Client Called 4 Client Letter Sent
In Computer 5 Volunteer Letter Sent
3 | Client Entered 6 Client Add/Delete

32. Termination: (Circle the number that applies)

1 | Moved 4 Lost Contact

Nursing Home 5 Death

3 | Rejected Contact




