
 

 Administered by Saint Anthony’s Community Center, Inc. 
 City Fare welcomes anyone age 60+ regardless of race, creed, national origin, or handicap. 
  Rev.   11/10/2009 

 

The Nutrition Program 
for New Castle County’s 
Senior Generation 

1703 West 10th Street 
Wilmington, DE 19805 
Phone (302) 421-3734 

Fax (302) 421-3725  

 
 
INTAKE Date: ____/____/____  By: ______________ Date of first assessment: _____________________ 
Client aware?   Yes     No   Prior M.O.W   ⁪ Yes  ⁯ No/Unsure   ⁯ LT  ⁬ST  Site/Route: _________________ 
 
Applicant Name: _____________________________________________Tel.# _______________________ 
 
Address: ________________________________________________________________ZIP: ___________ 
 
Sex: _______ D.O.B. _______/_______/_______ (age:______) Soc. Sec. # ________-________-________ 
 
⁯ Lives Alone   ⁪ With Spouse   ⁪ With:________________Emerg. Contact: ________________________ 
 
Relationship:________________ Phone:___________________(Day) ______________________(Evening) 
 
PrimaryPhysician/Clinic:___________________________Tel____________________Fax______________ 
 
Needs M.O.W. because: ___________________________________________________________________ 
 
Medications: ____________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 
Agency providing help: _______________________ (√  all that apply) ⁪ Nurse   ⁪ O.T.   ⁪ R.T.   ⁪  P.T.   
⁪ Aide   ⁪ Other ____________ Dialysis Info: ________________________________________________ 
 
Monthly Income Total:_____________  Sources: (indicate amt. for each)   ⁪None   ⁪Empl_______  
⁪Family______  ⁪Soc Sec______  ⁪SSI______ ⁪VA ______⁪Disability______⁪Pension______  
⁪Rent Subsidy______ ⁪Food Stamps______ ⁪Investments ______ ⁪Other __________________ 

Race: AI ⁪                       AS-PAC ⁪                         AA ⁪                       HIS ⁪                        WH ⁪ 

Donation per meal: Hot $ _______   Bag $ _______  Frozen $_______  Emergency $ _______ 
Number of meals needed:    

 Mon Tue Wed Thurs Fri Sat Sun 
HOT        
BAG        
FROZEN        
MEDICAL FOOD        

Age verified by: 
⁪Drive Lic.  ⁪Medicaid Card  ⁪Medicare Card  ⁪ID Card   ⁪Birth Certificate  Doc.#__________________  
 
No proof of age 60+? Client signature required:_________________________________________________ 
 
Comments:    ____________________________________________________________________________ 
 
Referrals to: ____________________________________________________  Date: ___________________ 


	PrimaryPhysician/Clinic:___________________________Tel____________________Fax______________

