
Care Team 
 Initial Assessment Record 

Remember that not every question or item has to be answered right away.  Listen to the family 
and be yourself.  This form is for you and the Care Team.  Thank you for safeguarding 
confidentiality, for your kindness, compassion and generosity. 

Soldier’s Information 
Name and Rank: ____________________________   Company:  _____________    

The FACTS:  __________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

Status:  WIA   KIA   Unknown 
CAO:  __________________________   phone number:  ______________ 
Chaplain’s Name:______________________   Phone number:______________ 
Commander/ Rear D: __________________  Phone Number:______________ 

Care Team Information 
Date/Time call received:  _________/________   
SFRG Advisor/CFRR Called:  ___________  Activation: ________________

Family Information 

Primary Next of Kin:  _________________________________ 
Relationship:_____________________________ 

Address:   ______________________________________ 
Phone:  _________________________________________ 
Language spoken in the home: _________________ 

Children in the Home:  

Names, Ages & School/Daycare: Pick-up 
 needed 

    (are schools aware?) 

Yes/No   ________________________________________ Yes/No 
Yes/No   ________________________________________  Yes/No 
Yes/No   ________________________________________ Yes/No 
Yes/No   ________________________________________ Yes/No 
Yes/No   ________________________________________ Yes/No 

*** Any special needs (medical, psychological, handicap
conditions?  EFMP?)***  __________________________________ 
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 

Any allergies *Food/Medicines/Other*  _______________________

Any appointments that need to be rescheduled:  Yes  No 

Spiritual/Religious support:  _______________________________________ 
_____________________________________________Phone:  __________________ 



Immediate Family: 

In the local Area:  Yes No If no, where:  ___________________________ 
Have they been notified: Yes   No 
Will they need transportation when arriving:  yes no 
Will they need help in arranging lodging: Yes No 

Home Assessment 

Meals: 
Meals Request/needed:  Yes   No 
Preferences/Dislikes:  _____________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
Dietary restrictions:  ___________________________________________ 
How many persons:  __________    Estimated # of Days: ______________ 

Pets: 

Species  Name   Notes/instructions 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 

Home Care: 

Minor house cleaning requested:  Yes  No 
Lawn/Yard Care needed/requested:  Yes   No 

Other: 
Special Requests:  _________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

NOTES: 

Assessment completed by:___________________________________________ 
Initial Response or Go Team Members: _______________________________ 
________________________________________________________________________ 


