Name
__________________________
AAAIL
__________________________
Date  
__________________________
Assessor ​​​​​​​​​​​​​​​​​_________________________
Supplemental Assessment for Non-Traditional Meals: 
	Yes
	No
	Criteria
	Comments

	
	
	Participant is capable of preparing the meal themselves
	

	
	
	An appropriate appliance is available for heating the meal
	

	
	
	Proper storage space is available
	

	
	
	Participant chooses to receive non-traditional meals
	


Type of non-traditional meal that participant will receive.  (Check all that apply)

	S
	M
	T
	W
	T
	F
	S
	

	
	
	
	
	
	
	
	Hot (not non-traditional but identify days when serve hot meal)

	
	
	
	
	
	
	
	Frozen

	
	
	
	
	
	
	
	Shelf Stable

	
	
	
	
	
	
	
	Modified Atmosphere Packaging  (ex. Mom’s Meals)

	
	
	
	
	
	
	
	Other (Specify)


Frequency of Contact Determination
	Yes
	No
	Criteria
	Definition

	
	
	Frail
	· Unable to perform at least two ADLs without substantial human assistance including verbal reminding, physical cueing or supervision

· Due to a cognitive or other mental impairment, substantial supervision because the individual behaves in a manner that poses a serious health or safety hazard to the individual or to another individual

	
	
	Risk for Falls
	· Previous fall in the last 6 months

· Difficulty walking or getting out of bed or chairs

· Difficulty maintaining balance while walking

· Feeling weak or dizzy

· Forget limitations or have a cognitive impairment such as Alzheimer’s

	
	
	High Nutritional Risk
	· 0-2 points - Good - recheck in 6 months

· 3-5 points - Moderate Risk – recheck in 3 months

· 6 or more points High Nutritional Risk

	
	
	Deficiency of three or more ADL/IADLs 
	

	
	
	Isolated without a support system
	

	
	
	Isolated with a support system
	


Type of Contact 

	
	Type
	Criteria

	
	Daily
	Frail, isolated without a support system, history of falls or high fall risk, deficiency of 3 or more ADLs/IADLs, and high nutritional risk, 

	
	Weekly
	Frail, isolated with a support system, history of falls or high fall risk, deficiency of 3 or more ADL/IADLs, and high nutritional risk

	
	Bi-Weekly
	No strong support system, less than three ADL/IADL deficiency, not at nutritional risk

	
	Monthly
	Strong support system, less than three ADL/IADL deficiency, not at nutritional risk

	
	Monthly
	Refused recommended contact.  This is the minimal contact that a participant must agree to in order to take part in the program.  Participant must sign below to acknowledge this choice. 


Brief description of how contacts will be made:


Location of contact record will be found in:

___ Case notes  

___ Quarterly Non-traditional Meal Contact Documentation 

___ Other ___________________________________________________________________________

Waive Contact Section
I acknowledge my right to waive daily, weekly, or bi-weekly contact as recommended by my assessor.  I understand that I will receive a monthly contact in order to participate in the elderly nutrition program.


Participant’s Signature







Date

Daily Contact Responsibility Acceptance
I accept responsibility for making ___ daily ___ weekly ___ bi-weekly ___ monthly contact with _____________________ (name of nutrition program participant) for the purpose of checking on their well being.  I will contact ___________________ at _________________ with any concerns.

Signature



Relationship to participant



Date
April, 2009


