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Bridging Generations Through Volunteer Service



                                                                                                                                                                                              

Senior Companion and 

Faith in Action Volunteer Caregivers 

Client Annual Reassessment Tool

(Please print or type)
Original Assessment Date: ________________    Most Recent Reassessment Date: ________________________  

Date of THIS Assessment: ________________    Assessor Name: ______________________________________ 

Assessor Signature: _________________________________________________________________________

Client Name: ______________________________________________________________________________

                                        First                                               Middle Initial                                     Last

Address:  ______________________________________________________Phone:  (________)_____________  

                                                                                                                  City        State                Zip                       

Emergency Contact: ______________________Phone # (______)_____________________Relationship:________                                                         

Living Arrangement:  FORMCHECKBOX 
  Alone    FORMCHECKBOX 
  With Spouse   FORMCHECKBOX 
 With Family Member   FORMCHECKBOX 
  Grandparent Raising Grandchildren 

Type of residence (check one)   FORMCHECKBOX 
  House   FORMCHECKBOX 
  Mobile Home   FORMCHECKBOX 
  Apartment    FORMCHECKBOX 
  Senior Housing    FORMCHECKBOX 
 Other:_______

Animals in house or yard (type, size and names):  ______________________________________________________

	Case Manager: ___________________________  Agency: ____________________Phone:________________

CL. Income: $_______/ mth or $_________/yr     Marital Status:    FORMCHECKBOX 
  Single          FORMCHECKBOX 
  Married      

                                                                                                  FORMCHECKBOX 
 Divorced        FORMCHECKBOX 
 Widowed                  

Special Needs:   FORMCHECKBOX 
 Alzheimer’s/Dementia  FORMCHECKBOX 
 Frail Elder/Chronic Care   FORMCHECKBOX 
 Emotionally Impaired 

                           FORMCHECKBOX 
 Vision Impaired            FORMCHECKBOX 
 Hearing Impaired              FORMCHECKBOX 
 Terminally Ill 

                           FORMCHECKBOX 
  Short Term Disability  FORMCHECKBOX 
 Substance Abuse               FORMCHECKBOX 
 Developmental Disability  

Ethnicity: Native American=1  Asian/Pacific Islander=2  Black/Non-Hispanic=3  Hispanic=4   White=5  Other=6      

                  Unknown=7   Latino=8  Native Hawaiian=9

Sex:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female    Willing to Accept Volunteer of Opposite Sex?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No         


How long have you had a senior companion/FAVC volunteer? FORMCHECKBOX 
 Up to 6 months     FORMCHECKBOX 
 6-12 months     FORMCHECKBOX 
  1-2 years  

   



                            
 FORMCHECKBOX 
  2-3 years
      FORMCHECKBOX 
  > 3 years        FORMCHECKBOX 
 Don’t have one 

Date of Most Recent Placement    _______________
Name of Senior Companion/FAVC volunteer: ______________________________________________ 

Termination Date: (if applicable) _________________  # of Placements last 12 months: ____________

10/2005

Instrumental/ Activities of Daily Living   (Check where help is needed)
       Are you currently receiving/waiting for

I’m going to read to you a list of tasks and activities.  For each one,  
      services from other agencies?

tell me if you are able to do that for yourself, if someone else does
      (Check applicable-prompt if needed)

it for you, or if you need help in this area.



  






        
Need       Has






Self
help
help
Specify who         In Place            Wait List                                

Light Housekeeping


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 
                FORMCHECKBOX 
 Congregate Meals 

Bathing 



 FORMCHECKBOX 
    
 FORMCHECKBOX 
    
 FORMCHECKBOX 
 
__________       FORMCHECKBOX 
                FORMCHECKBOX 
 Home Delivered Meals                                                                                         

Dressing 



 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
 FORMCHECKBOX 

__________       FORMCHECKBOX 
                FORMCHECKBOX 
 Homemaker

Reading



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________       FORMCHECKBOX 
                FORMCHECKBOX 
 Case Management                                                                                          

Walks/Exercise



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________       FORMCHECKBOX 
                FORMCHECKBOX 
  Senior Companion

Laundry                                              
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 
                FORMCHECKBOX 
 Bill Payer

Phone Calls



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 Personal Care/bathing

Transportation



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 Adult Day Care

Shopping/Errands


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 
                FORMCHECKBOX 
 Emergency Button

Forms/Letters



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 Telephone Reassurance

Meal Preparation


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 Respite

Recreational Activities/Hobbies

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 Home Health

Managing Money/Paying Bills

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 

        FORMCHECKBOX 
 PT / OT

Taking Medications


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________
 FORMCHECKBOX 
 Other______________________

Other____________________

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

__________





Do you use any adaptive equipment/assistive devices?   (Check all that apply)

 FORMCHECKBOX 
 Wheelchair   FORMCHECKBOX 
 Cane   FORMCHECKBOX 
 Walker   FORMCHECKBOX 
 Oxygen   FORMCHECKBOX 
 Glasses   FORMCHECKBOX 
 Hearing Aid   FORMCHECKBOX 
 Dentures   FORMCHECKBOX 
 Other ______

Have you been admitted to a hospital or nursing home in the last six months?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If yes, when/where/what for: ______________________________________________________________________

Health Conditions/Nutrition

What sort of health problems have you had during the last 6 months? (Check all  that apply and prompt when necessary)

 FORMCHECKBOX 
 Arthritis                             FORMCHECKBOX 
 Diabetes            

 FORMCHECKBOX 
 Heart Problems             FORMCHECKBOX 
  Parkinson’s

 FORMCHECKBOX 
 Bed bound 

         FORMCHECKBOX 
 Dizziness/Vertigo     

 FORMCHECKBOX 
 High Blood Pressure     FORMCHECKBOX 
  Paralysis

 FORMCHECKBOX 
 Cancer

         FORMCHECKBOX 
 Emphysema / COPD   

 FORMCHECKBOX 
 HIV/AIDS                     FORMCHECKBOX 
  Stroke

 FORMCHECKBOX 
Dementia/Alzheimer’s       FORMCHECKBOX 
 Falls in past yr #______
 FORMCHECKBOX 
 Hearing Loss                 FORMCHECKBOX 
  Substance Abuse

 FORMCHECKBOX 
 Other (Specify):__________________________________   
 FORMCHECKBOX 
 Incontinence
     FORMCHECKBOX 
 Vision Problems 

Do you have any allergies to either food or medications?              FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
  No

If yes, specify:  ________________________________________________________________________________

Do you have any tooth mouth or swallowing problems that affect your ability to eat?  FORMCHECKBOX 
 Yes: ______________   FORMCHECKBOX 
 No 

Do you eat at least two meals a day?      
   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No          Is your appetite:  FORMCHECKBOX 
 Good    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Poor

Do you have enough money to buy food?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No         Are you usually able to eat without help?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
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	CAREGIVER IN HOME:     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No   Name: _______________________ Relationship:___________________ 

Is the client ever left alone?   FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   How Often? __________________ For How Long? _________________   

Needs Respite:   FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No    


Social Resources / Mental Health

Do you have someone you can talk to when you have a problem (other than the caregiver)?    FORMCHECKBOX 
 Yes       
   FORMCHECKBOX 
 No

How often do you call or others call you on the phone? FORMCHECKBOX 
  Never       FORMCHECKBOX 
 Less than
 FORMCHECKBOX 
  3-5x/wk 
 FORMCHECKBOX 
  1x/day           





                                                                       1x/wk

How often do you have visitors or visit others?  
           FORMCHECKBOX 
  Never          FORMCHECKBOX 
 Less than 
 FORMCHECKBOX 
  3-5x/wk   
 FORMCHECKBOX 
  1x/day           








                                1x/wk

How often do you feel lonely or isolated?
           FORMCHECKBOX 
  Not very      FORMCHECKBOX 
 Occasionally
 FORMCHECKBOX 
 Somewhat 
 FORMCHECKBOX 
 All the 








       Often


      Frequently
      Time

How often do you feel depressed?

           FORMCHECKBOX 
 Not very       FORMCHECKBOX 
 Occasionally
 FORMCHECKBOX 
 Somewhat
 FORMCHECKBOX 
 All the 








       Often


      Frequently
      Time

How often do you feel that your life is out of control?   FORMCHECKBOX 
 Not very       FORMCHECKBOX 
 Occasionally
 FORMCHECKBOX 
 Somewhat 
 FORMCHECKBOX 
 All the 








       Often


      Frequently
      Time

How would you rate your quality of life?
           FORMCHECKBOX 
 Poor              FORMCHECKBOX 
 Fair
 
 FORMCHECKBOX 
 Good 
 FORMCHECKBOX 
 Great! 

Volunteer Evaluation

How pleased are you with your Senior Companion/FAVC volunteer?  

 FORMCHECKBOX 
 Very pleased        FORMCHECKBOX 
 Pleased       FORMCHECKBOX 
 Neither pleased nor displeased     FORMCHECKBOX 
 Displeased        FORMCHECKBOX 
 Very displeased

Why? ___________________________________________________________________________

Does your Senior Companion/FAVC volunteer treat you with respect and dignity?    

   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

Would you say that your Senior Companion/FAVC volunteer has improved your quality of life?     FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

If yes, how? _________________________________________________________________________

Are you less lonely after a visit from your Senior Companion/FAVC volunteer?                      
   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
No 

Without your volunteer’s help, would it be more difficult for you to remain living at home?     
   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
No

If you did not receive help from your volunteer, do you think you could find someone else 
 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

to do these services without paying for them?     
                                                                                                               
  
Does your Senior Companion/FAVC volunteer come when they are scheduled and arrive on time?  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No
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Environmental Safety Checklist  (For Home Visit, check all that apply.  If completed by phone, complete only items marked with an *.)

            

             No            Minor Repair/         Major repair/
             Not repairable/

                          problems     Change Needed        change needed             unsafe for client and/or                 









 Volunteer.

Structural damage apparent             


          FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

Evidence of insect or rodent infestation  

        
          FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

*Functional heat / air conditioning and hot water       
          FORMCHECKBOX 
  
   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

*Cooking appliances working / no obvious safety hazards         FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

Client appears able to dispose of garbage properly.
          FORMCHECKBOX 
                FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

Client appears to store food properly.                                         FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

Client can easily lock / unlock all doors and windows.
          FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

*Client has WORKING smoke detectors.

          FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

Interior walkways and main entrance are clear of                        FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

obstacles that impair movement.


*Client physically able to evacuate in an emergency.                  FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 



*Client has emergency evacuation/hurricane plan.
          FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

Client can hear / see the telephone ring.


          FORMCHECKBOX 

   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

Client can dial phone. (motor skills, emergency 

numbers are visible)




          FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 
 

Client is able to safely get in / out of tub or shower and 

give him / herself a bath.



          FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 


     FORMCHECKBOX 

*Client feels safe in his/her home/neighborhood.                       FORMCHECKBOX 

 
   FORMCHECKBOX 
   

 FORMCHECKBOX 


     FORMCHECKBOX 

Reassessment Summary Notes:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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