
Membership #__________            Bar Code #__________                  
 

PARTNERS IN PRIME APPLICATION 
Some of our questions may seem unusual. We must ask, complying with Federal expectations.  

We hope you understand! 
Name:                   Date of Birth:     
Address:                Township:     
City, State, Zip:       County of Residence:      
Telephone No: ( )      Spouse’s Name (if member):      
Email Address:                  Wedding Anniversary:   
 
NOTIFY IN CASE OF EMERGENCY: 
Name:       Home Phone:(      )      
Relationship:      Work Phone:(      )   
Gender: [ ] Male [ ] Female 
 
Household      
Monthly Income: [ ] Refused 
 
Marital Status:  [ ] Married 
   [ ] Divorced 
   [ ] Separated 
   [ ] Never Married 
   [ ] Widowed 
   [ ] Unknown 
 
Limitations:  [ ] Cane 
   [ ] Walker 
   [ ] Wheelchair 
   [ ] Lift Needed 

 
Ethnicity: [ ] Cambodian  
  [ ] Former Soviet Union  
  [ ] Hispanic/ Latino  
  [ ] Not Hispanic/ Latino 
  [ ] Vietnamese 
 
Race: [ ] American Indian/ Alaskan native 
 [ ] Asian 
 [ ] Black/ African American 
 [ ] Native Hawaiian/ Pacific Islander 
 [ ] Other Race 

[ ] Refused/ Unknown 
 [ ] 2 or more Races 
 [ ] White 

Self Declared Nutritional Risk Assessment: 
1. I have an illness or conditions that made me change the kind and/or  
    the amount of food I eat.        [ ] yes [ ] no 
2. I eat fewer than 2 meals per day.       [ ] yes [ ] no 
3. I eat few fruits and vegetables or milk products.     [ ] yes [ ] no 
4. I have 3 or more drinks of beer, liquor or wine almost every day.  [ ] yes [ ] no 
5. I have tooth or mouth problems that make it difficult for me to eat.  [ ] yes [ ] no 
6. I don’t always have enough money to buy the food I need.   [ ] yes [ ] no 
7. I eat alone most of the time.       [ ] yes [ ] no 
8. I take 3 or more prescribed and/ or over-the-counter drugs per day.  [ ] yes [ ] no 
9. Without wanting to, I have lost or gained 10 pounds in the past 6 months. [ ] yes [ ] no 
10. I am not always physically able to shop, cook, and/or feed myself.  [ ] yes [ ] no 

NAPIS______                MEMBERSHIP_____ 



Membership #__________            Bar Code #__________                  
 

 

Disclosure Statement:  The Client Registration Form was developed to assist the Council on Aging to monitor 
the effectiveness of senior programs offered to citizens of Ohio.  Any client information obtained from this form will 
be kept confidential and no personal identifying information about a client (i.e. name, address, telephone number, 
etc.) will be released to the public without the client’s prior written consent, or unless otherwise required under 
federal law.  The data collected (i.e. age, sex, race, low income status, ADLs and IADLs) will be forwarded to the 
Council on Aging and summarized and reported to the Ohio Department of Aging (ODA) and the Administration on 
Aging (AoA) in order to keep both state and federal legislators informed in the effectiveness of senior programs (as 
required by the Older Americans Act reauthorization).  While all clients receiving services under the Older 
Americans Act are asked to complete the attached in full, no client may be denied services for refusing to provide 
any of the information requested. 
If you have any questions, ask the staff to explain why this is necessary. 
 
         
Participant Signature   Date    
 
I have discussed/ read/ explained the Disclosure Statement with the client. 
 
       
Provider Signature   Date 

 

I grant permission for Partners in Prime and the news media to display and share electronically any photographs, 
videos or other media of me for promotional purposes.  I release Partners in Prime of any liability, claims, demands, 
damages, actions and causes of actions arising from or connected in any way with the use of the photographs and/or 
video; and I understand that all such property is solely owned by Partners in Prime. 
 
___________________________________ 
Participant Signature                            Date 
 

Membership Payment Schedule 
Date Paid/ Updated Membership Year Amount Paid 

   
   
   
   
   
   
   
   
Services Provided to Client:     

Service Start Date Funding End Date Reasons Ended Reassessment 
Date 

  Title III    
      
      
      
      
      
      
      

 


