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HOME DELIVERED MEAL REQUEST FORM 2026 

Date of Request:   CURRENT MEAL PRICE: $11.59/Meal 
Reason for Request:  

Client Name:  Date of Birth:  
Gender: Household: Client Race:  

American Indian/Alaska Native 
Asian/Asian American  
Black/African American 
Native Hawaiian/Other Pacific Islander 
White 
Other:  

Male  
Female 
Transgender Male 
Transgender Female 
Self-Describe (Specify): 

 Lives alone. 
 Lives with others. 

Client Ethnicity: 
Hispanic or Latino 
Not Hispanic or Latino 

Low Income: Yes No 
Single Person – Under $1,330/month or Under $15,960/year 
Two Person – Under $1,804/month or Under $21,640/year 
Three Person – Under $2,277/month or Under $27,320/year 
Four Person – Under $2,750/month or Under $33,000/year 

Preferred Language: 
English 
Spanish 
Hmong 
Other (Specify): 

Address: 
 

Mailing Address if Different: 
 
 

Home Phone:  
Cell Phone:  
 

Nutrition Risk Assessment: - Please complete checklist to the best of your knowledge about the client 
No Yes – I have an illness or condition that made me change the kind and/or amount of food I eat 
No Yes – I eat fewer than 2 meals a day 
No Yes – I eat few vegetables or milk products 
No Yes – I have three or more drinks of beer, liquor or wine almost every day 
No Yes – I have tooth or mouth problems that make it hard for me to eat 
No Yes – I don’t always have enough money to buy the food that I need 
No Yes – I eat alone most of the time 
No Yes – I take 3 or more different prescribed or over-the-counter drugs daily 
No Yes – Without wanting to, I have lost or gained 10 pounds in the last 6 months 
No Yes – I am not always able to physically shop, cook and/or feed myself 

Does the client need assistance completing any of the following? (Check YES if substantial assistance is needed) 
Activities of Daily Living: *Description of Independent Ability 

No Yes – Bathing: *Gets in and out of the bath or shower, uses faucets, washes, and dries oneself safely. 
No Yes – Dressing: *Dresses and undresses safely. 
No Yes – Toileting: *Uses toilet and cleans oneself. 
No Yes – Transferring: *Moves in and out of bed or chair. 
No Yes – Feeding: *Gets food or drink from plate, bowl, or cup into mouth and uses utensils. 
No Yes – Continence: *Exercises complete self-control 

Instrumental Activities of Daily Living:  *Description of Independent Ability 
No Yes – Food Preparation: *Plans, prepares, and serves adequate meals independently 
No Yes – Shopping: *Takes care of all shopping needs independently 
No Yes – Medication Management: *Takes medication in correct dosages at correct time. 
No Yes – Ability to manage finances: *Handles financial matters and/or day-to-day purchases 
No Yes – Housekeeping: *Participates in housekeeping tasks 
No Yes – Laundry: *Launders some items independently 
No Yes – Mode of transportation: *travels unassisted via personal vehicle, public transportation, or taxi 
No Yes – Ability to use telephone: *Dials and/or answers telephone. 
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Privacy Statement: “The information you are being asked to provide is needed to determine if you are eligible to receive Older Americans Act 
Services and to comply with federal reporting requirements.  This information will be stored in a secure electronic database and will not be used for 
any other purpose.  Your information will not be shared with another agency without your permission.  This information will not be sold to anyone.  
You have the right to review your electronic record and request changes to assure accuracy.  You will not be denied most services if you refuse to 
provide this information.  If you have questions regarding this, please ask the aging unit staff.” 

Food Security Screen: For each of the following statements, indicate if the situation described is “often true”, 
“sometimes true” or “never true” for the last 12 months. 

1. I(We) worried whether our food would run out before I(we) got money to buy more.
Often True Sometimes True Never True 

2. The food that I(we) bought just didn’t last and I(we) didn’t have money to get more.
Often True Sometimes True Never True 

Malnutrition Screen: 
1. Have you recently lost weight without trying? Yes  No 
2. If yes, how much weight? _____________
3. Have you been eating poorly due to decreased appetite? Yes  No 

Emergency Contact: 
#1 Name:      #2 Name:  
#1 Relationship: #2 Relationship: 
#1 Phone: #2 Phone: 
Dietary Needs: It is not a guarantee that the Nutrition Program can meet any or all dietary needs or restrictions. 
Allergies: No Yes:  
Special Dietary Needs:  
Managed Care Organization/IRIS Contact Information: 
Care Manager Name:  
Care Manager Phone:  
Care Manager E-mail:  
Special Considerations: Lifeline Pets: 

Vision Impairment Hearing Impairment   Cat(s) 
Uses Oxygen  Wheelchair Bound  Dog(s) 
Walker/Cane  Confusion/Disoriented Other: 

Meal Service Requests: 
Delivery to Home 
Pick up of Meals at Dining Center (Complete information below) 

       Name of Authorized Pick Up Contact: ___________________________ 
       Phone Number of Authorized Pick Up Contact: (        ) _____ -_______ 
       Dining Center: Waupaca  New London  Clintonville 

Number of Meals Requested Per Week: 
2      3       4        5 

Indicate any Days of the Week that the client 
is ROUTINELY not home to accept delivery 

Monday     Tuesday     Wednesday 
Thursday   Friday 

Comments: 

Return completed form to: adrc@co.waupaca.wi.us 
ADMINISTRATIVE USE ONLY: 
Date: __________/___________/____________ Staff Reviewing Referral: ____________________________________________

Referral Accepted 
Referral Denied 

mailto:adrc@co.waupaca.wi.us
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