
Community Screen

Screen for Community Services

INSTRUMENTAL ACTIVITIES OF DAILY LIVING

1.a. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: SHOPPING

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.b. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: TRANSPORTATION

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.c. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: ORDINARY HOUSEWORK

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.c.i. In the last seven days has the person had any 

difficulity doing the following acitivities on his/her own:  

HEAVY HOUSEWORK?

NO DIFFICULTY

AT LEAST SOME DIFFICULTY - e.g., needs at least some 

help or cannot do activity

1.d. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: USING THE PHONE

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.e. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: MANAGING MEDICATIONS

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.f. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: MANAGING MONEY

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

1.g. In the last seven days, how difficult is it (or would it 

be) for the person to do the following activites on his/her 

own: PREPARING MEALS

NO DIFFICULTY

SOME DIFFICULTY - e.g., needs some help, is very slow, 

or fatigues

GREAT DIFFICULTY - e.g., little or no involvement in the 

activity possible

2. In the last three days, has the person's condition 

required meals be prepared FULLY by others?

No

Yes

Activity Did Not Occur

ACTIVITIES OF DAILY LIVING

3. In the last three days, has the person engaged in 

ANY physical activity, such as walking, cleaning house, or 

exercising?

2 or more hours

Not performed or performed less than 2 hours

4. In the last three days, what assistive devices has the 

person used to move around indoors?

No Assistive Device

Cane, Walker, Scooter

Wheelchair

Activity Did Not Occur

5. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in that period) to move around indoors?

No

Yes

Activity Did Not Occur

6.a. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in that period) to do: DRESSING

No

Yes

Activity Did Not Occur

6.b. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in that period) to do: EATING

No

Yes

Activity Did Not Occur
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6.c. In the last three days, has the person required ANY 

help (including accessing toilet room, transfer on/off 

commode, using commode or urinal, cleaning after, 

adjust clothing, set-up or supervision more than two 

times in that period) to do: TOILETING

No

Yes

Activity Did Not Occur

6.d. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in that period) to do: MOVING IN BED

No

Yes

Activity Did Not Occur

6.e. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in th that period to:  GET IN AND OUT OF BED/CHAIRS

No

Yes

Activity Did Not Occur

7. In the last three days, has the person required ANY 

help (including set-up or supervision more than two times 

in that period) to bathe, shower, or take a sponge bath?

No

Yes

Activity Did Not Occur

8. What kind of bathing help was provided?

No help

Set-up help: e.g., placing bathing articles at tubside

Supervision: e.g., oversight or encouragement more than 

three times

Physical assistance more than three times

Bathing did not occur

LIVING ARRANGEMENT

9. In the last 90 days, has the person moved in with 

others, or have others moved in with the person?

No

Yes

10. In the last three days, has the person been left alone 

in the mornings or afternoons?

No - Person is never or hardly ever left alone

Yes - Person is left alone, even if only for about an hour

11. Does either the person or primary caregiver believe 

that the person would be better off in another living 

environment?

No

Yes

12. Are there any hazards that make it difficult for the 

person to enter or leave the home?

No

Yes

HEALTH STATUS

13. In the last three days, has the person experienced a 

flare up of a recurrent or chronic health problem?

No

Yes

14. In the last three days, has the person experienced 

any troubling skin conditions, such as burns, bruises, 

rashes or itching?

No

Yes

15.a. In the last seven days, has the person received 

care for: Prevention/care of a wound or skin ulcer, such 

as dietary treatments, or use of pressure-relieving 

devices?

No

Yes

15.b. In the last seven days, has the person received a 

visit from: Home care aide

No

Yes

15.c. In the last seven days, has the person received 

any care from: Physical Therapist

No

Yes

15.d. In the last seven days, has the person received 

any care from: Social worker in the home

No

Yes

16.a. In the last seven days, has the person received 

or been scheduled for: Treatment with peripheral 

intravenous medication?

No

Yes

16.b. In the last seven days, has the person received 

or been scheduled for: Monitoring from a registered 

nurse?

No

Yes

COMMUNICATION, COGNITION and BEHAVIOR

17. In the last three days, how well has the person been 

able to make him/herself understood?

Person is understood even if difficulty finding words or 

finishing thoughts

Person is limited to making concrete requests or is rarely 

or never understood
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18. In the last three days, how well did the person make 

decisions about organizing their day (e.g., when to get up 

or have meals, what clothes to wear, what to do)?

Person made decisions that were consistently reliable 

without difficulty

Person made decisions, even if difficult, or were poor and 

required supervision

Person rarely or never made decisions

19. In the past 90 days, has the person become agitated 

or disoriented such that the person's safety was 

endangered?

No

Yes

20. In the last three days, has the person threatened, 

cursed at, or screamed at others?

No

Yes

21. Does the consumer have any history or diagnosis of 

chronic/serious intellectual disability? (If YES, please 

complete Screen and make referral to OCCO for 

Assessment and final disposition).

No

Yes

22. Does the consumer have any history or diagnosis of 

Mental Illness? (If YES, please complete Screen and make 

referral to OCCO for Assessment and final disposition).

No

Yes

23. Does the consumer have any history or diagnosis of 

developmental disability? (If YES, please complete Screen 

and make referral to OCCO for Assessment and final 

disposition).

No

Yes

FINANCIAL

24. Are you currently receiving or have applied for any of 

the following? (If SSI and/or SSD is selected and 

consumer is seeking nursing home placement and not 

interested in HCBS services, please refer to OCCO upon 

completion of Screen for Community Services)

Social Security Disability (SSD)

Supplemental Security Income (SSI)

Medicaid

None of the Above

25. Marital Status

Single

Married

26 Single. Is gross monthly income at or or less than 

2013 Medicaid institutional cap of $2,130? Income is 

gross and includes but not limited to Social Security, 

Veterens' Benefits, Pensions, income from rent and 

investments, Interest, Alimony.

No

Yes

26a. Do you have assets at, or below, $53,000? (This is an 

indication that the consumer may become Medicaid 

eligible within the next six (6) months and is potentially 

eligible for JACC or Community Living Program 

(designated counties)).

No

Yes

27 Married. (Both Applying) Is the consumer's gross 

monthly household income at, or below, the 2013 

Medicaid institutional cap of $2,130 for each person?

No

Yes

27a. Do you and your spouse have combined countable 

assets at or below $116,000? (This indicates they may 

become Medicaid eligible within the next six (6) months 

and potentially eligible for JACC or Community Living 

Program (designated counties)).

No

Yes

28. Has consumer/spouse owned bank accounts of over 

$2,000 ($3,000 married and both applying) like but not 

limited to savings or checking accounts; stocks, bonds, 

CD, IRA, annuities; or other financial resources that can 

convert to cash for healthcare?

No

Yes

29. Does the consumer/spouse have a life insurance 

(whole life only) policy with a face value (death benefit) 

of more than $1,500?

No

Yes

RESULTS FROM SCREEN

Would the person like a home visit?

No

Yes

Assessor Assigned

QUALITY ASSESSMENT QUESTIONS

Community Screen

S:\OMNIA\ASSESSMENT FORMS\2013 NJ Screen for Community Services.afm Page 3 of 4

1/29/2013



How many minutes did it take to complete the 

Community Screen?

Indicate any issues/concerns you have regarding specific 

screening questions, by number

Date Title :

Date Title :
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