	MINI-ASSESSMENT

	DATE OF CALL:
	

	NAME OF PERSON CALLING/REFFERAL SOURCE:
	

	REASON FOR THE CALL:
	

	CAREGIVER:
	
	AGE:
	
	

	CLIENT:
	
	AGE:
	
	

	ADDRESS:
	PHONE:
	2ND PHONE:

	
	
	

	
	

	DO YOU LIVE TOGETHER?
	Yes>
	
	No>
	

	IF NO, HOW MUCH TIME IS THE CAREGIVER SPENDING?
	

	HOSPICE?
	Yes>
	
	No>
	

	MEDICAID?
	Yes>
	
	No>
	

	SERVICES FROM MEDICAID?
	Yes>
	
	No>
	

	HOPSPITALIZATION?
	Yes>
	
	No>
	

	HOME HEALTH SERVICES?
	Yes>
	
	No>
	

	EQUIPMENT NEEDED?
	Yes>
	
	No>
	

	INCONTIENT PRODUCTS?
	Yes>
	
	No>
	

	NUTRITIONAL SUPPLEMENTS?
	Yes>
	
	No>
	

	PHYSICAL ASSISTANCE REQUIRED?
	Yes>
	
	No>
	

	TRANSPORTATION?
	Yes>
	
	No>
	

	OTHERS INVOLVED?
	

	OTHER AGENCIES
	

	RATING THE CAREGIVER STRESS FROM 1 TO 5 (5 BEING THE MOST STRESSED) WHERE WOULD THE CAREGIVER RATE HIS OR HER STRESS? Type X in box below number. 
	1
	2
	3
	4
	5

	
	
	
	
	
	

	NOTES:

	DATE HOME VISIT SCHEDULED:
	

	CASE REFERRED TO:
	

	UNMET NEED:
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