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RW Part A Food Program/Meal Services Assessment Form 
 

CLIENT INFORMATION  
 

Client ID: 
Case Manager (if one is 
assigned to the client) 
 

Food Allergies: 
 

        Yes            No 
 

Dietary Restrictions: 
 

        Yes            No 

RW eligibility worksheet completed: 
 

        Yes            No 
 

Food Stamp amount if any: 
 
 

 
Has client applied for other services:            Yes            No            SNAP 
 
Service Date:  
 
Type of Food Service  Amount Requested: 
to be provided:       
   
Reason for this need:  
 
 
 
 
Action taken by RW staff to address this need:  
 
 
 
 
If service denied, please explain the reason and if resolved (Wellness Center only):  
 
 
 
 
 
Was CAREWare referral competed?            Yes            No                               
 
Additional Case Notes:  
 
 
 
 
 
Funds utilized for this need:            RW Part A            RW Part B 
 
 
Case Manager Signature   ______________________           Date:  
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