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        APPLICATION FOR SERVICEAPPLICATION FOR SERVICEAPPLICATION FOR SERVICEAPPLICATION FOR SERVICE 

        
 

  REFERRED BY (Agency/Individual Filling 
  Out Application): 

  Name:____________________________ 

  Agency: ___________________________

                      Phone: _____________Fax: ___________    
RECIPIENT INFORMATION:  (only one recipient per application, please) 

Name_______________________________________________________________Gender______________ 

Address_________________________________________________________________________________ 

Street   Apt. #    City   Zip 

County_______________________________ Phone__________________________________  

Race: _______________________________ Date of Birth:_______/_______/_______ 

Delivery Instructions:________________________________________________________________ 

 

MEAL SERVICE INFORMATION (Note: all diets are no salt added) 
 

1. MEALS NEEDED 
(all clients receive lunch meal) 

2. BEVERAGE 
(circle one per meal) 

3. DIET NEEDED 

 
    X     Main Meal 

_____ Second Meal 

_____ Breakfast Meal 

 
With Main Meal:      

1% Milk or Juice 
With Second Meal: 

1% Milk or Juice 

General/Regular 
Bland 
Diabetic 
Renal 
Renal/Diabetic 

Vegetarian  
Soft 
Pureed 

3. DAYS NEEDED 
(circle all that apply) 

Mon      
Tues 
Wed 
Thurs 
Fri 
Weekend Meals 

4. APPLIANCES IN HOME  
(circle all that apply) 

Working Microwave 

Working Oven 

Working Refrigerator 

Working Freezer  

5. MEAL ASSISTANCE 
     Meals are delivered chilled. Do you 
     need assistance heating your meal at                     
     time of delivery? 
 

     YES 

     NO 

6. LIST ANY SEVERE FOOD ALLERGIES: 
 

DISABILITY: MOBILITY:    HOME HEALTH SERVICES: 
____Speech ____ Bedridden   Do you currently receive?  Yes / No 
____On oxygen ____Ambulatory   Name of Agency:_____________________ 
____Hearing ____Wheelchair   Personal Care Aide:  
____Visual ____Cane/Walker        Hours Per Day___ Days Per Week____ 
                                                                                                            OT_________PT_________Nurse_______ 
**Please Describe Physical Condition (Reason for Needing Meals): 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 

FOR OFFICE USE ONLY 

Date of Application______/_____/______ 

Route Number:__________  District:____________  
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LIVING ARRANGEMENT:  HOUSING:        TRANSPORTATION: 
_____Alone       _____Home (own/rent?) Do you drive? YES / NO 
_____With Relatives       _____Apartment Do you use a van service? YES/ NO 
_____Other       _____Other Depend on city bus service? YES/ NO 
 Depend on family & friends? YES/ NO 

PEOPLE WE CAN CONTACT REGARDING YOUR WELL-BEING: 

1. Relative_______________________________________Relationship____________________________ 

 Address_______________________________________City________________State____Zip________ 

 Phone(H)__________________________________(W)_______________________________________ 

2. Friend/Relative__________________________________Relationship____________________________ 

 Phone(H)__________________________________(W)_______________________________________ 

 

PHYSICIAN: ___________________________________________Phone___________________ 
 
NUTRITION RISK ASSESSMENT:   

How much do you weigh?   

How tall are you?  

Without wanting to, have you LOST WEIGHT recently? YES     NO 

# of pounds lost?  

Period of time weight was lost?  
 

PET PROGRAM: Note:  Pet food is delivered once a month 

Number of Pets:  

_____Dog (small) 

_____Dog (medium) 

_____Dog (large) 

_____Cat  

Do you need pet food delivered?  

(Pet food is donated and FREE of charge) 

_____YES     

_____ NO 

Does your pet prefer:  

______dry food 

______canned food  

______both dry & canned 
 

 

FEE INFORMATION: Cost of meals is based on ability to pay.  Meals on Wheels will work with you to 
determine a fee that is affordable within your budget.    
 
Full Cost of Meals:  MAIN MEAL: $5.00/meal             SECOND MEAL or BREAKFAST: $3.50/meal 
 

Would you like Meals on Wheels to work with you on a reduced fee?  _____YES     _____NO 
 

Please send Monthly bill to: 

________________________________________________________________________________ 
First Name    Last Name 

________________________________________________________________________________________ 
Address     City    State  Zip 
  

Meals on Wheels 

1415 Rhoadmiller Street  Richmond, Virginia 23220 

(804) 673-5035 Phone (804) 673-5045 FAX Website: www.mowdelivers.com 


