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United Way of
[We hear you.] Metropolitan Atlanta

Agency Survey Addendum: ELDER AND DISABLED ADULT LIVING

Agency Name:

So that we are able to get a clear picture of the services that you provide, and the populations that you serve,
please complete this form in addition to the Main Survey form. Please read through all of the categories and
indicate all that apply to your organization on a regular basis. Please provide a copy of your DHR
license/certification and any other official documentation.

Please specify program type(s) offered (check all that apply):

[]Semi-independent living residences [ ] Adult Foster Homes

[ ]Adult Residential Care Homes [ ] Adult Foster Homes

[ Hospice Facility ] Group Residencies for Adults w/ Disabilities
[]Assisted Living Facility [] Continuing care retirement communities
[lindependent Living Community/Complexes [] Congregate living facility

[ ] Adult Day Program Center

Please list specific fees:
[ INo Fee [ ]Straight Fee; please specify: [ISliding Fee Scale; specify range:

Please indicate if you accept: [_|Medicaid [ ]Medicare [ |Social Security [ Private Insurance
[ ] Other:

Location of Services: [ ] Center-based [ ]Out of client's home [ _]|Other:

Do you offer transportation to/from doctor appointments?
[1Yes [No Ifyes, is there an additional fee? (Specify)
Is transportation [ _Jous [ Jcar []van

Do you administer prescribed medications? [ ]Yes [INo
If yes, who administers the medication? [ ]Nurse Practitioner [ _]MD
[lOther staff (specify):

Meals provided:
[ |Breakfast [ ]JLunch [ IDinner [ ]Snack Do you have a dietician on staff? [ ]Yes [INo

Do you provide meals for individuals with special needs (i.e. low sodium, puree meals for those who cannot chew)
[]Yes [INo If yes, please specify types of special meals:

Activities provided:
[_lOutdoor Trips [ lOutdoor Activities [ ]JGame Room [ IMovie time [ ]Computer Access
[IMusic/Dance time [_]Fitness Center [lOthers (specify):

Signature/Name/Title: Date:



