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NAT-E NUTRITION ASSESSMENT TOOL EASY 
PLEASE PRINT ALL ANSWERS AND TURN THE COMPLETED FORM IN AT THE FRONT DESK, 

THANK YOU! 
 

1. Today’s date _____________________________  
 

2. Last Name _______________________________  

3. First Name _______________________________  

4. Date of Birth _____________________________  

5. Gender:  
 Male     Female      Other 

6. Ethnicity: 
 Hispanic or Latino 
 Not Hispanic or Latino 
 Unknown 

7. Race:  
 American Indian/Native Alaskan 
 Asian 
 Black/African America 
 Native Hawaiian/Other Pacific Islander 
 White/non- Hispanic 
 White/Hispanic 
 Unknown/Unavailable 
 Other 

8. Last four digits of your Social Security 
Number ___  ___ ___  ___ 

9. Is your annual income less than the 
current federal poverty guidelines? 
Single:  $12,880/yr. or $1,073/mo. 
Married: $17,420/yr. or $1,452/mo. 
 
 YES        NO        UNKNOWN 
 

10.  Do you have Medicaid?   YES     NO 

11.  Do you have Medicare?   YES     NO  

 

12. Do you have any other health insurance 
plan such as an Advantage Plan, Medigap 
or other government plan?  
 YES     NO  
If YES, please list the name:  
 __________________________________________  
 

13. Do you participate in any of these 
programs? 
 

SNAP/Food Stamps   
 YES     NO 
 

LIHEAP (assistance with heating bills) 
 YES      NO 
 

PACE    
 YES     NO 
 

Section 8/Subsidized Housing 
 YES      NO 
 

TransNet Rider 
 YES     NO 
 

PA Property Tax/Rent Rebate   
 YES      NO        
 

Government program to weatherize  
your home    
 YES      NO 
 

14. Your type of housing. Please check the 
one that best describes where you live. 

 Assisted Living 
 Apartment 
 Domiciliary Care 
 Group Home 
 Own Home 
 PCH - Personal Care Home 
 Relative’s Home 
 Rehab facility 
 State Institution 
 Homeless 
 Other _________________________________ 
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15. Living Situation:
 Live alone
 Live with spouse only
 Live with your child(ren) but not spouse
 Live with other family members
 Other _________________________________

16. Marital Status:
 Single
 Married
 Divorced
 Legally Separated
 Widowed
 Other _________________________________

17. Are you a veteran?    YES       NO

18. Is/was your spouse a veteran?
 YES  NO

19. Are you receiving any veterans’ benefits?
 YES  NO

20. Do you require any communication
assistance?     YES       NO
If YES, what kind?
 Assistive Technology
 Interpreter
 Other _______________________________

21. What is your primary language?
 English  Spanish
 Korean  Chinese
 Other ________________________________

22. Are you disabled?
 YES       NO       Not collected

23. Is your mailing address the same as your
residential address?     YES        NO
If they are different, please enter your
mailing address:

_______________________________________________ 

_______________________________________________ 

24. What county do you live in?
 Montgomery  Bucks
 Other _________________________________

25. Home address with zip code:

___________________________________________

___________________________________________

___________________________________________ 

___________________________________________ 

26. Is this a rural area?    YES       NO

27. Primary Phone Number:

___________________________________________

28. Mobile Phone Number:

___________________________________________

29. Emergency Contact Name:

___________________________________________

Relationship of Emergency Contact:

___________________________________________

Emergency Contact Phone Number:

___________________________________________

30. Our meal program is partly funded by the
County. Because of that, we need to offer
you a way to register to vote, if you
choose.  Please select the answer below:
 Decline application
 Decline application-already registered
 I would like a voter registration form to
submit myself.
 No response
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NUTRITION QUESTIONS 

1. Do you generally have a good appetite?
 YES        NO

2. Do you use a dietary supplemental drink
like Boost or Ensure?
 YES  NO

3. Do you have any FOOD allergies?
 YES          NO
If yes, what foods?
___________________________________________

___________________________________________ 

4. Do you follow a special diet for medical
reasons?   YES       NO
___________________________________________

5. Do you follow a special diet for religious
or cultural reasons?
 YES        NO
___________________________________________

6. Has there been a change in your lifelong
eating habits because of a health
problem?    YES         NO
___________________________________________

7. Do you eat fewer than 2 meals a day?
 YES  NO

8. When you think of all the dairy products
you eat on an average day (including
cheese, milk, yogurt, ice cream, cottage
cheese, etc.), do you eat 2 servings per
day on average?
 2 servings per day
 Less than 2 servings per day
 More than 2 servings per day

9. When you think of all the fruit and
vegetables you eat on an average day, do
you eat 5 servings each day?
(A serving size is ½ cup) You can include
orange juice, salad, and any fruit you
might eat as a snack or with a meal.
 5 servings per day
 Less than 5 servings per day
 More than 5 servings per day

10. Do you have 3 or more drinks of beer,
wine or liquor almost every day?
 YES  NO

11. Do you have any trouble eating because
of a chewing or swallowing problem?
 YES  NO

12. Do you ever feel as if you do not have
enough money to buy food?
 YES  NO

13. Do you eat alone most of the time?
 YES  NO

___________________________________________ 

14. Do you take 3 or more medications each
day? This includes prescriptions, over the
counter medicines, vitamins, minerals,
herbals, etc.
 YES  NO

___________________________________________ 

___________________________________________ 

15. In the last 6 months, have you:
 Stayed the same weight
 Lost 10 pounds
 Gained 10 pounds
 Don’t know
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16. Do you ever feel that you are physically 
not able to grocery shop, cook or feed 
yourself OR get someone to help you? 
 YES               NO 
 
If YES, please explain briefly. 

___________________________________________

___________________________________________ 

___________________________________________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

If someone helped you complete this survey, 
please have them sign and date here.  
 
__________________________________________________ 



 
 

                                             

EFW0521 

 

 

LEFTOVER AND TAKEOUT FOOD WAIVER 

 

By signing this waiver, I, _____________________________ 

release ENCORE EXPERIENCES SENIOR CENTER and 

Montgomery County Senior Services from any 

liability with regard to possible spoilage or food-borne 

illness from food removed from the site. 

 

I am aware that the safe removal of the food from the 

above Site and the storage of the removed food is my 

sole responsibility. 

 

Consumer: ____________________________________________ 
(signature) 

 

Date: _______/_______/_______ 
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