[bookmark: _GoBack]Native American Advocacy Program
Independent Living Services Consumer Needs Assessment
Consumer Name: ________________________________	   Consumer ID #: _______________

Goal # 1: Self Advocacy/Self-Empowerment
1) Are you aware of your rights as a citizen with a disability? 			___ Y 	 ___ N
2) Do you think you experience discrimination as a result of your disability?   	___ Y   ___ N
3) Do you believe you can speak for yourself or do you have someone 
speak for you?									___ Y   ___ N
4) Does IHS help you with your health care resources?				___ Y   ___ N
If not, who does? ___________________________________________
5) Do you believe you are coping with your disorder? 				___ Y   ___ N
If no, would you like help coping with it?					___ Y   ___ N
6) Describe ways in which you have adapted your everyday living activities 
to accommodate your disability, including self-care. ________________________________
______________________________________________________________________________________________________________________________________________________
7) Do you think you would benefit from attending a support group? 		___ Y   ___ N
8) What information you would like on your disability? ________________________________
______________________________________________________________________________________________________________________________________________________
9) Because of your primary disability, you may be at risk for developing a secondary 
condition or disability. Would you like information on secondary disabilities? 	___ Y   ___ N	
10) Would you like further education on health care? 				___ Y   ___ N
11) Would you like further education on health maintenance and available community
resources?										___ Y   ___ N
12) What does being independent mean to you? _______________________________________
______________________________________________________________________________________________________________________________________________________
13) Do you need me to contact other agencies/programs for you?            		___ Y   ___ N
If yes, which ones? ___________________________________________________________

Goal 2: Communications
1) Would you like an emergency phone (with big buttons)? 			___ Y   ___ N
2) Would you like a life line? 							___ Y   ___ N
3) Would you like to be referred to Communications for the Deaf? 		___ Y   ___ N
4) Do you have any communication needs that we have not addressed? 	___ Y   ___ N
If yes, what? ________________________________________________

Goal 3: Mobility/Transportation
1) What difficulties do you have moving around your home? _________________________
________________________________________________________________________
2) Are you able to get into your home easily? 					___ Y   ___ N
If no, what difficulties do you have coming and going from your home? _____________
________________________________________________________________________
3) Do you have difficulty going into any of the rooms of your home? 		___ Y   ___ N
4) How do you get to the grocery store or other stores? _____________________________
5) Do you need rides to community events? 					___ Y   ___ N
If yes, who provides it: ____________________________________________________
6) Do you own your own vehicle? 						___ Y   ___ N
7) Is your vehicle adapted to your disability? 					___ Y   ___ N
8) Do you need a handicap parking sticker? 					___ Y   ___ N
If no, are you interested in getting one? 					___ Y   ___ N
9) Do you need hand controls for your vehicle? 				___ Y   ___ N

Goal 4: Community Based Living
1)  Do you own your home? 							___ Y   ___ N
If no, who owns it? ___________________________________________
2) Do you need modifications to make your home more accessible? 		___ Y   ___ N
If yes, what? ________________________________________________
3) Do you have any safety concerns in your home? 				___ Y   ___ N
If yes, what? ________________________________________________
4) What items might improve the safety of your home? _____________________________
________________________________________________________________________


Goal 5: Educational Needs

1) Do you have a GED or High School Diploma? 				___ Y   ___ N
2) Do you need or want assistance to further your education? 			___ Y   ___ N


Goal 6: Vocational Needs
1) Are you employed? 								___ Y   ___ N
2) If you are employed, do you have trouble maintaining your job due to 
disability issues?								___ Y   ___ N
3) If yes, do you want a referral to Vocational Rehabilitation? 			___ Y   ___ N

Goal 7: Self-Care
1) What difficulties do you have taking care of yourself? ____________________________
________________________________________________________________________
2) Do you have difficulty doing: 
a. Shopping? 			___ Y   ___ N
b. Laundry?			___ Y   ___ N
c. Cleaning your home?		___ Y   ___ N
d. Cooking? 			___ Y   ___ N
3) If you are unable to do these tasks, who helps you? ______________________________
4) Do you receive help from Elderly nutrition? 					___ Y   ___ N
If no, would you like a referral? 						___ Y   ___ N
5) What do you do to relax? ___________________________________________________

Goal 8: Information Access/Technology
1) Do you have access to computers? 						___ Y   ___ N
2) Do you have a need for any technology aides to help with home 
unemployment (ie. voice activated computer)?				___ Y   ___ N

Goal 9: Personal Resource Management
1) Do you know how to obtain:
a. EBT (food stamps)				___ Y   ___ N
b. Commodities					___ Y   ___ N
c. General Assistance				___ Y   ___ N
d. Weatherization				___ Y   ___ N
e. Low Income					___ Y   ___ N
f. Energy Assistance				___ Y   ___ N
g. Department of Social Services		___ Y   ___ N
h. Tribal Transportation				___ Y   ___ N
i. Vocational Rehabilitation			___ Y   ___ N
j. Other						___ Y   ___ N
List __________________________________________

Goal 10: Relocation from a Nursing Home or Institution
If consumer is not in a nursing home, ask the following questions:
1) Has anyone told you that you need to be in a nursing home? 		___ Y   ___ N
If yes, what do you do to continue living independently? __________________________
________________________________________________________________________
If consumer is in a nursing home, ask the following question:
1) What do you need to live independently? ______________________________________
________________________________________________________________________

Goal 11: Community/Social Participation
1) Is there anything about your disability that restricts you from being active 
in the community?								___ Y   ___ N
If yes, explain? ___________________________________________________________

Goal 12: Family Relations
1) Would you or any of your family members like information on family 
adjustments to disability?							___ Y   ___ N
2) Would you like us to give your family information on your disability? 	___ Y   ___ N
3) If a family member is available, ask the family member what they believe is needed for the individual regarding the disability,  needs, and services?  _______________________
________________________________________________________________________________________________________________________________________________



Goal 13: Other Areas of Assistance
1) What areas do you need help with that we have not addressed? _____________________
________________________________________________________________________
________________________________________________________________________

I participated in the completion of my needs assessment.
I understand that my Independent Living Plan will be developed from the information provided to the IL Specialist from this needs assessment.

__________________________________________		_______________________
Consumer/Representative Signature					Date


__________________________________________		_______________________
IL Specialist Signature						Date
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