
    
 

 
Client Registration Form 

Section 1: Personal Information 
Full Name: __________________________  Date of Birth: _____________________ 

Gender Identity: Male Female  Preferred Pronouns: _________________ 

Address: _____________________________________________________________ 

Home Phone Number: __________________ Cell Phone Number: ___________________ 

Email Address: ______________________ 

Section 2: Emergency Contact 
1. Name: _______________________________ Relationship: ________________________ 

Phone Number: _______________________ 

2. Name: _______________________________ Relationship: ________________________ 

Phone Number: _______________________ 

Section 3: Demographics 
Race/Ethnicity (Select all that apply): 

 White-non-Hispanic 
 White-Hispanic 
 American Indian/Alaskan Native 
 Asian 
 Black or African American 
 Native Hawaiian or Pacific Islander 
 Other: ____________________ 

Primary Language: ____________   Secondary Language: ___________ 

Marital Status: ______________________ 



Section 4: Living Situation 
Lives Alone / With Family / Other: _______________________ 
___________________________________________________________________________________ 

Housing Type (Own, Rent, Public Housing, Assisted Living): 
____________________________________________________________________________________ 

Section 5: Health & Accessibility 
Mobility Status: ________________________________________ ____________________ 

Vision/Hearing Impairments (Y/N): __________________________________________________ 

Chronic Conditions (Y/N): __________________________________________________ 

Section 6: Income & Benefits 
Monthly Income Range: _______________ 

Benefits Received (SNAP, SSI, Medicaid, Medicare, Pension, etc.): __________________ 
________________________________________________________________________________ 

Section 7: Services Information 
Case Assistance / Case Management / Nutrition Program / Transportation / Social Activities 

Information & Referral / Outreach / Nutrition Education / Transportation Assistance / 
Intergenerational Programs / Health Education / Legal Service / Tech Help 

Section 8: Self-Attestation & Consent for Service 
By signing this form, you confirm that you are at least sixty (60) years of age at the time of 
registration for this program. 

 

Signature: ___________________________  Date: _______________________________ 

  









Client ID: Client Name:

NSI Date: Author:

Total Score:

[ ] Low

[ ] Moderate

[ ] High

Point = 0 Point = 2I eat few fruits or vegetables, or milk products.

Nutrition Screening Initiative (NSI)

Instructions: For each question a "No" answer is 0 points. Total the points for "Yes" responses to get 
the Total Score. See the chart at the bottom of the page for the nutritional risk.

Yes

Point = 2Point = 0

NoNSI Scale

I have an illness or condition that made me change the 
kind/amount of food I eat.

I eat fewer than 2 meals per day. Point = 0 Point = 3

Point = 0 Point = 1

I have 3 or more drinks of beer, liquor or wine almost every 
day.

Point = 0 Point = 2

I have tooth or mouth problems that make it hard for me to 
eat.

Point = 0 Point = 2

Point = 0 Point = 4

I eat alone most of the time. Point = 0 Point = 1

I don't always have enough money to buy the food I need.

I take 3 or more different prescribed or over-the-counter drugs 
a day.
Without wanting to, I have lost or gained 10 pounds in the last 
6 months.

Point = 0 Point = 2

I am not always physically able to shoop, cook and/or feed 
myself.

Point = 0 Point = 2

NOTE: If the Nutritional Risk is Moderate or High, make a 
case note and an appropriate referral. 0-2

3-5

6 or more

Nutritional Risk Total Score



Last Name: First Name:

Address: Apt. Number:

City: State:

Zip: Home Phone:

Program: Cell Phone:

Consent to Collect Data

Date Consent Provided to Collect Data:

Client Initial:

Consent to Share Emergency Preparedness Information

Date of Emergency Preparedness Consent:

Client Initial:

New York City Department for the Aging

I consent to having personal information provided by me or my legal representative 
entered into the Client Data System maintained by the New York City Department for the 
Aging. I understand what information will be recorded, why this information is needed, 
and that there are laws and regulations protecting my personal health and identifying 
information.

I understand that this information is being collected to help in providing services, 
including services funded through the New York City Department for the Aging. It also 
helps identify other services that I may qualify for. I understand that this information is 
needed in order for some services to be provided. 

I understand that signing this authorization is voluntary and can be revoked at any time. If 
I refuse to sign this authorization, the above named service provider will not be able to 
help by making  referrals for me. Information can be given to me to follow-up on my own. 

In the event of an emergency, I consent to the release of my information contained in the 
Emergency Preparedness Form and have received a copy of this form. I understand that 
my basic demographics and social history are a part of my Emergency Preparedness 
information. 
I understand that my information will be shared only with persons authorized to respond 
in an emergency, such as government agencies, law enforcement, or those acting on their 
behalf.
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Weinberg Older Adult Center



[ ] Power of Attorney (POA)
[ ] Guardianship

Please describe the relationship between the legal representative and the client:

ATTESTATION (To be completed by the worker )

I attest that informed consent, as indicated, was obtained from the above individual, who provided 
his/her signature above. All appropriate processes were followed, and consent was provided 
voluntarily.

Signature Date

Worker's Name (Print) Worker's Title (Print)

 FOR OFFICE USE ONLY

I consent to the collection and sharing of my information as initialed above. This
authorization shall not expire unless revoked by me or my legal representative.

Signature of Individual or Legal Representative Date

Individual's Name (Print)

Legal Representative's Name (Print)

Page 2 of 2



Last Name: First Name:

Address: Apt. Number:

City: State:

Zip: Home Phone:

Program: Cell Phone:

Consent to Refer and Share Personal Information

Date Consent Provided to Share & Refer:

Client Initial:

New York City Department for the Aging

I consent to the release of all requested records, including all personal and health 
information, and any other information concerning me that I have provided to the above 
named agency so they can help me by making referrals for services to the programs 
named below.

I understand what information will be released, the need for the information, or in the 
case of analytics referrals, to help the above named organization to carry out its 
programming on behalf of clients. I understand there are laws and regulations protecting 
the confidentiality of this information. I understand that there is a chance my information 
might be shared with others by the agency receiving the referral and in such an event my 
information may no longer be protected by federal or state law. 

I understand that signing this authorization is voluntary and may be revoked at any time, 
but if I refuse to sign this authorization, it may limit the options available to me. The 
above named service provider will not be able to make any referrals on my behalf.

Authorized Program List
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*HRA* *LEGAL AID* *CAREGIVER SERVICES* *HOUSING SUPPORT SERVICES*

*NY CONNECTS* *HOME CARE SERVICES*

*Other Social Service Agencies as requested by the Client/Participant*

*Transportation Services (OAC or other Provider)*

Weinberg Older Adult Center



[ ] Power of Attorney (POA)
[ ] Guardianship

Please describe the relationship between the legal representative and the client:

ATTESTATION (To be completed by the worker )

I consent to the sharing of my information as initialed above. This authorization shall not 
expire unless revoked by me or my legal representative.

Signature Date

Worker's Name (Print) Worker Title (Print)

Signature of Individual or Legal Representative Date

Individual's Name (Print)

Legal Representative's Name (Print)

FOR OFFICE USE ONLY

I attest that informed consent, as indicated, was obtained from the above individual, who provided 
his/her signature above. All appropriate processes were followed, and consent was provided 
voluntarily.
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