*** Participant Intake Form (PIF)****
PLEASE COMPLETE ALL SECTIONS

PEOPLE FOR PEOPLE------ MEALS ON WHEELS

Today’s Date: APPLYING FOR: Dining Room O Location
Home Delivery (HD) O HD Only: Health issues

(Legal) Last Name, First Name, Middle Nickname

Date of Birth

Street Address (physical address is required) City

P.O Box or other mailing address:

State Zip

Phone Number FILL ONLY IF APPLICANT is under 59;:

Volunteer O Spouse/Parent 00 Name of participant
who is over 60:

The following information is confidential. Please fill out and check all those that apply.
Answers do not affect eligibility; they help document the funding needed for this program.

O White (Non-Hispanic) O live alone
O Latinx/Latino/Hispanic O live with spouse
O Black/African American O live with others/relatives
O American Indian/ O Decline to Disclose
Native Alaskan
O Hawaiian/Pacific O Veteran
Islander O Veteran Dependent
O Asian O Decline to Disclose
O Other/Unknown O Ethnicity
O Decline to Disclose (*Refer to attached pages)
O Limited English-Speaking Monthly Income:

O Male
O Female
O Decline to Disclose

Currently receiving:

O Basic Food benefits
(food stamps)

O Medicaid

O Medicare

O Supplemental

Language spoken (Eligibility not income based) Security Income (SSI)

O Single $ O Decline to Disclose

O Married $_

O Decline to Disclose
Emergency Contact Name Relationship Phone
Personal Care Doctor Phone Hospital Preference
Nutrition Questionnaire (check only if your answer is YES) YES
1. Do you have an illness or condition that has changed the way you eat? ]
2. Do you eat fewer than 2 meals per day? ]
3. Do you eat less than 2-3 servings of fruits, vegetables, and dairy per day? L]
4. Do you have 3 or more drinks of beer, liqguor or wine almost every day? O
5. Do you have tooth, mouth or gum problems that make it hard for you to eat/swallow? L1
6. Do you sometimes run out of money to buy food? []
7. Do you eat alone most of the time? L]
8. Do you take 3 or more different prescriptions or over-the-counter medications daily? [
9. Have you lost or gained 10 pounds in the last 6 months without trying? ]
10. Is it difficult for you to shop, cook or feed yourself at times? [
11. Are you diabetic? ]
12. Do you have a special diet, i.e. gluten-free, vegetarian, etc.?if yes,specify: ]
13. Do you have any food allergies, i.e. dairy, nuts, etc.? If yes, specify: [




*** Formulario de Admision de Participantes (PIF)****

POR FAVOR, COMPLETE TODAS LAS SECCIONES
PEOPLE FOR PEOPLE------ MEALS ON WHEELS

Fecha de hoy: Aplicando para: Sitio Comedor O
Entrega a Domicilio (HD) O Solo HD: Problemas de salud

(Legal) Apellido, Nombre, Segundo Apodo Fecha de Nacimiento

Direccion postal (se requiere direccion fisica) Ciudad Estado Codigo postal

Apartado postal u otra direcciéon postal:

NUumero de teléfono Llene solo si el solicitante es menor de 59 afos:
Voluntario O Esposo(a)/Papa(Mama)dd Nombre del
participante mayor de 60 afios:

La siguiente informacién es confidencial. Por favor, llene y marque todo lo que le
correspondan. Las respuestas no afectan la elegibilidad, nos ayudan a documentar los fondos
necesarios para este programa

O Blanco (no hispano) O Vivo solo 1 Masculino
O Latinx/Latino/Hispano O Vivo con esposo(a) 1 Femenina
O Negro/AfroAmericano O Vivo con otros/familiares 1 Niego Revelar
O Indio Americano/ O Niego revelar
Nativo de Alaska O Veterano Recibiendo actualmente:
O Hawai/Pacifico Islefio O Veterano Dependiente O Beneficios basicos
O Asiético O Niego Revelar de la alimentacion
O Otro/Desconocido O Origen étnico (Estampillas de comida)
O Niego Revelar (*Consulte las paginas sigiente) 0O Medicaid
O Medicare
O Habla Inglés Limitado Ingresos mensuales: O Suplemental
Idioma hablado (Elegibilidad no basada en ingresos) Seguridad de Ingreso
O Soltero$_ (SSI)
OCasado$ O Niego revelar
O Niego Revelar
Nombre de Contacto de emergencia: | Relacion Teléfono
Médico de Cuidado Personal Teléfono Preferencia de hospital

Cuestionario de nutricion (marque solo si su respuesta es Sl)
¢ Tiene una enfermedad o afeccién que ha cambiado su forma de comer?

¢, Come menos de 2 comidas al dia?

¢, Come menos de 2 o 3 porciones de frutas, verduras y productos lacteos al dia?

¢, Toma 3 0 mas tragos de cerveza, licor o vino casi todos los dias?

¢, Tiene problemas en los dientes, la boca o las encias que le dificultan comer?

¢ A veces se queda sin dinero para comprar comida?

¢, Come solo la mayor parte del tiempo?

¢, Toma 3 o mas medicamentos recetados o de venta libre diferentes al dia?

©ooNeORMWNE

¢,Ha perdido o ganado 10 libras en los dltimos 6 meses sin intentarlo?

10 ¢ Le resulta dificil comprar, cocinar o alimentarse a veces?

11. ¢ Es diabético?
12. ¢ Tiene una dieta especial; como sin gluten, vegetariana, etc.? especifique:

O000000O0O0O0Oggoge

13. ¢ Tiene alguna alergia alimentaria; como lacteos, nueces, etc.? especifique:




*** Participant Intake Form (PIF)****
PLEASE COMPLETE ALL SECTIONS

For reporting purposes please circle your ethnicity (ethnicities)

Afghan
Alrican-fArmerican
Afrikeaner
Alaskan
Albanian
Aleut
Algerian
Armerican
Arnerican Indian/Mative
Andorran
Angolan
Apache
Arabian
Arapaha
Argentine
Arfnenian
Asian Pacific
Astinboin
Bt irilhoire
Ssgyrian
Athabaskan
Australian
Austrian
Areri
Barixadian
Bahamian
EBahraini
Bahrani
Banglades hi
Barbadian
Bear River Indlian Band
Belarusian
Belgian
Balizaan
Beninese
Ehwustanses
Blackloat
Elanca

Besir
Bolivian
Basnian
Bolswana
Bortewanan
Brazilian
Ereton
Eritizh
British Virgin |slander
Bruneian
Bulgarian
Burkinabe
Burrmeas
Burns Paiule
Burundian
Carmbsdian
Carmersamian
Lao

Canadian
Canadian Indian
Cape Verdean
Caucasian

Chadian

Chamarnto
Chehalis

Cherakes
Cheyenng
Cheyenne River Sioux
Chickasaw

Chilean

Chines e

Chinook:

Chippewa
Choclaw

Coeur d' Alene
Colambian

Caldille

Comancha
Carmorian
Congolese

Cook Inlet

Cook lslander
Coas, Lower Umpgua & Sieslaw [conl tribes)
Codquille

Costa Rican

Cow Cresk Umpgua
Crvaaline

Creak

Croatian

o

Crow Creek Sioux
Cuban

Cypriol

Crech

Darsa

Djilboutian
Dormindcan |Eﬁi'.“l|'l"|l'llii'.‘-l'l'|'-|'E.!|[|"|:l
Dorminican |Republic)
Dugamish

Duteh

Duwarmish

East Tirmorega
Ecuadarian
Egyplian

Ernirati

English

Eguatarial Guinean
Eritrean

Eckirm

Estandan

Ethiopian

Fijian

Filipina

Morwegian

Finin

Flandraau Santes Sioun
Fort Belknap [gros wentre & assiniboin-sioux)
Fart Hall Shoshome-Bannock
Fart McDermitt Paivte & Shoshona
Fart Peck Assiniboine-Sioux
French

French, Irsh, English
Gabanace

Garmbian

Georgian

Gerrman

Ghanaian

Grand Fonde
Gresks

Grenadians

Gros Venlres
Guaternalan
Guignesgs

Guirnes BiEsawan
Guyanese

Haidla

Haitian

Hawaiian

Hisparnic

Hah

Hormdwran

Hong Kong Chinese
Hung arian

leelandear

|-Kirilati

Indiarn

Indanasian

Iranian

Iragi

Irish

|Fesiyinis

Israeli

Ivalian

Isamiri an

Jamaican
Jamestown 5 Klallam
Japaness

Jordamnian

Kalispe|l

Kazakh

Kenyan

Kikiallus

Elallarm

Elamath

Eootenai [Idakho)
Eorean

Eosovar

K Livwaiti

KyTgye

Spokane

cdditional options on other side >>>22202502



*** Formulario de Admision de Participantes (PIF)****

Lating

Latwian

Lebanaia

Lasatho

Libserian

Lilvyamn
Lischlensiaingr
Lithuianian

Lovwear Elwhia Klallarm
Lunrrirmi
Lumerribourgeais
Macanesea

hakah

Malagasy

hialawian
hbalaysian
haldivian

Kialian

hlalnase

Kaori

KMlarguesan
Martinican
Kauritian

hlax

hexican

Mexican American Indian
Micronasian
Minnesota Chippewa
Mlizsian

haldovan
Monegasgue
Mangolian
Maontensegrin
Maroocan
harambbican
Miuckleshoot
Hambian
Hamibiandg

Navaho

Nepaless

Hew Tealandear

MHeaz Parce
Hin:araguan
Nigerian

Misgually

Niuean
Naon-Hispanic
Hoskack
Nookoack Marietta
Horthern Chayenne
Rartharm brish
Northwest Band Shashani
Rorthwestern Shochona

POR FAVOR, COMPLETE TODAS LAS SECCIONES

Oglala Sioux
i
Paiute
Pakistami

Palauan
Palestinian
Panarmanian

FBFI-& Mew Guinean
Paraguayan
PeEruvian

Pole

Port Gamble 5Elallam
Portuguess
Potawalami
Puerta Rican
Puyallup

Catar

il ewte

Ciminaiilt
Rhodesian

Rocky Boy's Chippew a-Cres
Roafmanian
Rosebed Sioux
Fuzsian

Rwandan

Salizk
Salish-Kootenai |Flathead Reservation, Montanal
Salvadoran
Sarmizh
Sammarinace
SEMEARn

Saudi
Sauk-Swiattle

Soot

Seminole
Senegaless

Serb

Shawnes
Shoalwater Bay
Shoshone-Paiute Tribes of Duck Valley
Sierra Leonaan
Siletz

Simgaporean

S

Skokormizh

Slovak

Slervene
Snahomish
Snagualrmie
Sndgalrmos

Somali

South African
Spaniard

Squaxin Eland

Sri Lankan

Standing Rock Siou
Seilacoom
Sillaguarmish
Sudanege

Surmimit Lake Paiuta
Sugquamish

Swazi

Saeda

Swinarmish

Sawisg

Sycuan Band of Diegueno Mission

Syrian
Taglese
Tahitian
Taiwanasge
Tajik
Tanzanian
Tahitian
TibaLan
Thimgit
Tobagonian
Togolase
Tiongan
Trimidadian
Tairmshian
Tulalip
Tusmvisian
Turk

Twrtle Mountain Chippewa
Turalwan

Ugandan
UIkrainian
LIkrainians
Urnatilla
Unknawn
Upper Skagit
LIrugieatyan
Uizl
Venezuelan
Viglnamese
Warrm Springs
Welsh
Wiandotte
Yakarma
Yankion Sioux
Yierreni

¥iLar ook
Zambian

Zimbabwean
Spaniard
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