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DMC Personal Assistant Services  
Consumer Needs Questionnaire
Date:  
Consumer’s Name: 
Date of Birth
:
Telephone: 
Address: 
Number of Authorized In Home Supportive Services (IHSS) Hours:
Private Pay Hours (if applicable):  
Private Pay Rate:
Disability Type: 
Specific disability or diagnosis: 
What authorized services do you require from a care provider? 
Personal Care                                                                                                                
                                                                   
Transfer
Domestic Tasks:  
2 
Scheduling: 
Check the days and times of the week below that you currently require care. 
Mornings:
Afternoons:
Evenings:
Overnight:
Specific hours needed (as applicable):  
Preference:
                                                                      
Which gender do you prefer for a care provider?      
Do you have a language preference? 
Do you prefer a non-smoker?     
Additional Requirements:  
Do you have pets?     
Others:
Do you have any allergies?  
Additional important notes (as applicable): 
3
1
1
	Address: 
	Private Pay Hours (if applicable): 
	Disability Type: Physical Disability with Mobility Challenge(s) : 0
	Visual Disability or Blindness   : 0
	Deaf or Hard of Hearing : 0
	Mental Illness (requires supervision) : 0
	Personal Care: Bathing/ Basic Hygiene: 0
	Feeding: 0
	Bladder/Bowel Assistance: 0
	Transfer: Stand-by (Spotting)  : 0
	Hands-on (Some Assistance): 0
	Total Assistance  (Lift Patient): 0
	Domestic Tasks:  Shopping/Errands: 0
	Cooking & Clean up: 0
	Housekeeping : 0
	Laundry : 0
	Managing Medications : 0
	Help with Exercise : 0
	Take to Appointments : 0
	Other : 0
	Date: 
	Consumer’s Name: 
	Date of Birth: 
	Telephone: 
	Number of Authorized In Home Supportive Services (IHSS) Hours: 
	Private Pay Rate: 
	Specific disability or diagnosis: : 
	Dressing: 0
	ButtonField1: 
	Overnight: Tues: 0
	Overnight: Wed: 0
	Overnight: Thurs: 0
	Overnight: Fri: 0
	Overnight: Sat: 0
	Overnight: Sun: 0
	Mornings: Mon: 0
	Specific hours needed (as applicable): 
	Preference: Full-time: 0
	Part-time: 0
	Live-in: 0
	Weekend: 0
	Overnight: 0
	Other: 
	Others: 
	On-call: 0
	Additional Requirements: 
	TextField13: 
	Additional important notes (as applicable): : 
	TextField15: 
	Scheduling: Check the days and times of the week below that you currently require care. : 



