
 

 

Complete and email to Rose Lynch  
Email: rose_lynch@capablehandscare.com 

  

Client Name: Date of Birth: 

Address: Phone Number: 

Email: 

Gender Preferred: Language Preferred: 

Living Situation: Family Members? 
Tel: 

Diagnoses: Allergies? 

Smoker? Physical Disabilities? 

Case Manager: Agency/County: 

Case Manager’s Phone #: Case Manager’s Email: 

Emergency Contact/Guardian: 
 
Tel: 

Emergency Contact/Guardian’s phone 
 
Tel: 

Services Needed: Number of Hours/Week: 

Summary of Goals/Outcomes: Spend Down? 

How Much/Month? 

 
1. 

 

Note: 
An updated CSSP and a copy of 
MNChoices Assessment will be 
required before initiation of services. 

 
2. 

 
3. 

Any staffing preferences & what? Pets? 

What kind? 

How Many? Any other useful information? 
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