	___ UCR                     CAREGIVER RELIEF FUND CUSTOMER INTAKE FORM
___OR Access
                   SEND TO:  Multnomah County Aging & Disability Services
___ Mailing List
                              421 SW Oak Street, Suite 510   Portland, OR 97204
___ E-mailed to CM
              PHONE: 503-988-3620         FAX: 503-988-3656
___ Mailed to Client                                       

	DATE:      
	Referral Source: 
	     
	Case Manager/Agency: 
	     

	(Community Services use) Send Newsletter by Email  FORMCHECKBOX 


	CAREGIVER INFORMATION     

	Name: 
	     
	    
	     

	                           Last                                                            First                                         MI

	SS#: 
	     
	DOB: 
	     
	Email:   
	     
	Phone:
	     

	     
	                                       
	     
	     

	                Mailing Address                                 City                                      State      Zip

	Gender
	  FORMCHECKBOX 
  Female   FORMCHECKBOX 
  Male

	Ethnicity

	 FORMCHECKBOX 
  Hispanic or Latino
	 FORMCHECKBOX 
 Not Hispanic or Latino
	 FORMCHECKBOX 
 Not reported

	Race (check all that apply)

	 FORMCHECKBOX 
   White 
	 FORMCHECKBOX 
  American Indian/Alaska ​ Native
	 FORMCHECKBOX 
  Native Hawaiian or Other  Pacific Islander 

	 FORMCHECKBOX 
   Asian  
	 FORMCHECKBOX 
   Black or African American
	 FORMCHECKBOX 
  Other       

	Caregiver Relationship to Care Receiver 

	 FORMCHECKBOX 
  Husband  
	 FORMCHECKBOX 
  Wife 
	 FORMCHECKBOX 
   Son/Son-in-Law 
	 FORMCHECKBOX 
  Daughter/Daughter in law

	 FORMCHECKBOX 
  Non-Relative
	 FORMCHECKBOX 
  Other Relative
	 FORMCHECKBOX 
   Relationship not reported
	

	Grandparents & Other Elderly Caregivers Relationship to Care Receiver 

	 FORMCHECKBOX 
   Grandparents 
	 FORMCHECKBOX 
   Other Elderly Relative
	 FORMCHECKBOX 
   Other Elderly Non-Relative

	How many children under age 18 are you caring for: 
	 FORMDROPDOWN 


	Caregiver Household Monthly Income $:
	     

	Income Source:

	 FORMCHECKBOX 
   Unemployed
	 FORMCHECKBOX 
   Employed
	 FORMCHECKBOX 
   SSB

	 FORMCHECKBOX 
   Pension
	 FORMCHECKBOX 
    VA
	 FORMCHECKBOX 
   General Assistance

	Number in Household :      

	PERSON IN CARE INFORMATION

	Name:
	   
	     
	     

	                Last                                                        First                                            MI

	SS#
	     
	DOB:
	     
	Phone: 
	     

	same
	     
	     
	     

	           Current Address                                                   City                     State       Zip  

	Gender   
	  FORMCHECKBOX 
 Female     FORMCHECKBOX 
 Male

	Ethnicity

	 FORMCHECKBOX 
  Hispanic or Latino
	  FORMCHECKBOX 
 Not Hispanic or Latino
	 FORMCHECKBOX 
 Not reported

	Race   (check all that apply) 

	 FORMCHECKBOX 
 White
	 FORMCHECKBOX 
 American Indian/Alaskan Native
	 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander

	 FORMCHECKBOX 
 Asian
	 FORMCHECKBOX 
 Black or African American
	 FORMCHECKBOX 
 Other      

	TYPE OF ASSISTANCE NEEDED

	Short-term Respite   FORMCHECKBOX 
 1st   FORMCHECKBOX 
 2 nd
	Supplemental Services   FORMCHECKBOX 
 1st    FORMCHECKBOX 
 2nd
	Emergency Respite  FORMCHECKBOX 


	Relief Plan:       

	Amount of funds needed to meet relief plans:         

	Diagnosis and ADL needs of person in care:      


	For Official Use Only:
	

	Annual Income:      
	

	Total Award Amount Requested:      
	Award Given:      

	Start Date:      
	End Date:      
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