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Alzheimer’s Care Coordination Education and Service System (ACCESS)
Alzheimer’s disease Demonstration Grant States Program

Referring Agency/ Provider Name: ___________________________________________



1.	CAREGIVER PROFILE





	Caregiver Information





	Name (first middle last): _____________________________________________





	SSN# (Optional): _______________________________________





	Mailing Address: ___________________________________________________





	__________________________________________________________________





	City: _________________ State: _________ Zip Code: ______________





	Phone: (____) ______- ________ Work: (____) _____- ___________





	Caregiver Gender:  ___ F   ___ M, DOB: _______________________


	


Marital Status: _____________________________________________________


	


Please list the Caregiver’s Race: (Circle all that apply) 


American Indian/Alaskan Native  	 Native Hawaiian/Other Pacific Islander          Black/African-American       Asian       White	Other race





Please circle the Caregiver’s Ethnicity:               


Hispanic/Latino: Yes    No





	Language Spoken at home: __________________________________________





Relationship to Care Recipient:


	___ Aunt/Uncle		___ Grandparent		 ___ Daughter/Daughter-in-law  


 ___ Parent/Step-Parent	___ Sibling 		 ___ Spouse         


 ___ Son/Son-in-law	___Other Relative	 ___ Other Non-Relative





Does the Caregiver live with the Care recipient:	Yes           No


	If no, distance between Caregiver’s and Care Recipient’s residence


	_________________________________________________________________





	Who else stays with the Caregiver?


	_________________________________________________________________








2.	CARE RECIPIENT PROFILE


	


	Care Recipient Information





	Name (first middle last): _____________________________________________





	Mailing Address: ___________________________________________________





	City: _________________ State: _________ Zip Code: ______________





	Phone: (____) ______- ________ Work: (____) _____- ___________





	Care Recipient Gender:  ___ F   ___ M, DOB: ___________________


	


Marital Status: _____________________________________________________





Does the Care Recipient have any Children?		Yes             No





	Does the Care Recipient have any Grandchildren?	Yes	     No


    


       Social Isolation 					Yes             No 			





	Please list the Care Recipient Race/Ethnicity: (Circle all that apply)


American Indian/Alaskan Native		Native Hawaiian/Other Pacific Islander 


Black/African-American		Asian		White		Other Race              





Please circle Care Recipient Ethnicity              


Hispanic/Latino: Yes    No





	Monthly income  ______________    primary source of income__________	





Language spoken at home: _____________________________________________________________________





Does the Care Recipient require an interpreter?	Yes                  No


If yes, who helps in the interpretation?





Medical Information 





Was the person diagnosed with Alzheimer’s disease or related dementia?_________________


When was the diagnosis made?_______________________________________.


Who diagnosed the person?______Family physician   _______specialist__________diagnostic


center.


Is there a family history of dementia?__________yes________no__________unknown


Are there any other health problems that the person is currently being treated for?


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________
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The score is based on the established Priority Need Chart which is used to determine access to Respite, Personal Care, Adult Day Care, and Transportation services.  Benefits Counseling, Navigator Services and Caregiver Education and Training are available to all callers.
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