SELF-ASSESSMENT
NAME: INITIAL ASSESSMENT DATE:

INSTRUCTIONS: Scale the level at which you think you are in terms of how much
control you have.
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I. SELF-CARE

2. SOCIAL INTERACTIONS

3. MOBILITY/TRANSPORTATION

4. WHERE AND HOW YOU LIVE

5. EDUCATION/VOCATIONAL TRAINING

6. EMPLOYMENT STATUS
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7. LIFE (IN GENERAL)

FOLLOW-UP ASSESSMENT DATE:

INSTRUCTIONS: Scale the level at which you think you are in terms of how much
control you have.

LOW > HIGH

0 1 2 3 4 5
1. SELF-CARE O O 0 0 0 0
2. SOCIAL INTERACTIONS O O 00 0 0
3. MOBILITY/TRANSPORTATION O O O 0O 0O O
4. WHERE AND HOW YOU LIVE O O 0O O O O
5. EDUCATION/VOCATIONALTRAINING [ O O O 0O O
6. EMPLOYMENT STATUS O O 0O 0O O O
7. LIFE (IN GENERAL) O O O O Ll
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