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Community Services Northwest
SOAR Assessment Form				Date: __________
Please answer all of these questions.  If you do not know the answer, please ask your person.  This form is used to determine eligibility for SOAR.
Referring agent: _________________________________________________
Agency: _____________________________ Contact Phone: ___________
Initial application?  Yes	No	
Appeal Needed?  Yes	No
Date of last denial: _______________
Is there an attorney?  Yes	No	If yes, not qualified for SOAR

First Name: __________________________Last Name: ____________________________
Address: __________________________________________________ Zip: _____________
If homeless, please indicate “homeless.”

Contact phone number: ______________________		HMIS number: _____________

[bookmark: _GoBack]DOB: _______________   SSN: _______________         English Speaking:    Yes	  No

Gender: 	Female	Male		Race: _________________

Veteran: 	Yes		No
Current Living Situation:
Shelter: _____					Couch surfing: _____
Subsidized housing: _____			Area not fit for human habitation: _____
Transitional housing: _____
Does this person have insurance?	Yes	No
Is this person chronically homeless?	Yes	No

Please describe how this person became homeless: __________________________________________________________________________________________________________________________________________________________________________
Does this person have income? 	Yes	No	
If yes, what is the source and how much? _____________________________________

Employment history  for the last 15 years (i.e. places employed, dates of employment, and job title): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long since last employed full-time? _______________________________________

Disabling conditions: ________________________________________________________

Established diagnosis:	Yes	No
If yes, who diagnosed this disabling condition? __________________________________________________________

Roughly how long has this person’s condition been disabling? ____________________

Prior hospitalization(s):
Psychiatric (approximate dates): _____________________________________________________________
Medical (approximate dates): ________________________________________________________________

Primary Care Information:
Name of primary care clinic: _________________________________________________________________
How long with primary provider: _____________________________________________________________
Medication(s) currently taking: ______________________________________________________________
_____________________________________________________________________________________________
Reason for medications: _____________________________________________________________________
_____________________________________________________________________________________________

Substance abuse:	Yes	No
**If yes, what is this person’s drug of choice and level of use (mild, moderate, or heavy)  
**If substance use is determined to be this person’s primary disability (i.e. would not be anxious if they weren’t using or drinking), then not a SOAR candidate.
_____________________________________________________________________________________

Has this person been involved in a treatment program? 	Yes	No
If yes, please name the treatment facility and dates attended: ________________________________________________________________________________________________________

How long has this person been in recovery: ______________________________________________________________________________
**Note: If less than 6 months, not eligible for SOAR

To qualify for SOAR, a person must be experiencing marked impairment in 3 areas below:
*Please explain how their disability affects their daily life.  Do not list their diagnoses in this section

Activities of Daily Living: (difficulty bathing, dressing, eating, feeding self, household chores, taking care of animal(s) or children, etc.)
Please explain difficulty and give specific examples: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social Functioning: (Difficulty in relationships, isolated from others, avoids others on purpose, no friendships or family relationship, etc.)
Please explain difficulty and give specific examples: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Concentration, Persistence, Memory, and Pace: 
Please explain difficulty and give specific examples: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Decompensation: (Difficulty for a while, then unable to function for a long period of time i.e. hospitalization, incarceration, homeless, etc.) 
Please explain and give specific examples:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe, in your opinion, why you think this person is unable to work.  Please be specific: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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