Elder Bridge Job Preference and Skills Assessment

Name: ___________________________________________
Date: ______________________

Home Address: ____________________________________________________________________




Street


Apt #

City



Zip

We want to successfully and appropriately place caregivers with clients.  Your response to these questions will assist us.

How much weight in pounds can you lift? _________.
Do you have any lifting restrictions? Yes ___     No ___
Client preference:
Male ______, Female _______, or both __________

Do you smoke?  Yes ____, No _____
Will you work with Smokers? Yes ____, No ____

Will you work with a client who has or are you allergic to:

    a cat? Yes ___ No ___;
a dog? Yes ___ No __
  any other allergies? _____________________
Do you drive?
Yes ___ No ___     Do you have your own vehicle?  Yes ___ No ___


Are you willing to drive a client: in their car?   Yes ___ No ___ in your car? Yes ___ No ___
Do you fluently speak a language other than English?
Yes

No


If yes, what are they? ________________________________________________

Will you do Light Laundry? Yes ___ No ___   Will you do Light Housecleaning? Yes __ No __
Can you perform the following?

Personal Care Activities:

Yes     No
Toileting Activities:

Yes     No
Hair Care/Shampooing

___     ___
Changing Adult Diapers
___     ___
Teeth Brushing/Denture Care

___     ___ 
Empty Catheter Bag

___     ___

Shaving



___     ___
Document Catheter Output
___     ___
Dressing



___     ___
Emptying Ostomy Bag
___     ___

Bed Bath



___     ___

Assist with showering

            ___     ___
What types of shifts are you willing to work?  Please circle:

Less than 8 hours
8 Hours

12 Hours
Live-In

What days and times are you available to work?
Meal Preparation Activities:
Yes     No
Sunday: 
_______________________

Can Prepare Restricted Diets

___     ___

Monday:
_______________________

Can Prepare Regular Diets

___     ___
Tuesday:
_______________________

Can Monitor Fluid Intake

___     ___
Wednesday:
_______________________
Thursday:
_______________________




Friday:

_______________________

Saturday:
_______________________
Equipment Experience:  Yes     No

Transfers:
Full Assist
Partial Assist
Standby     Blood Sugar (Accucheck) ___     ___

Bed:

_________
__________
_________ Blood Pressure Monitor    ___     ___

Chair: 

_________
__________
_________

Hoyer Lift

      ___     ___

Bath/Toilet: 
_________
__________
_________
Oxygen Tank

      ___     ___             Wheelchair
_________
__________
_________
