

APPLICATION FOR SERVICES

Name of Applicant:________________________________________________________



       First



Middle


Last

Current Address:__________________________________________________________

Date of Birth:_____________ Sex:___________Height:___________ Weight: ________

Place of Birth:____________________________Hospital: ________________________

Social Security Number:____________________Religion:________________________

Referral Agent: Community Services Board





        Name:_________________________________________________________________



Address: ______________________________________________





   ______________________________________________




Phone Number:________________________________________

Case Manager/Support Coordinator: __________________________________________
Reason for Referral:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Marital Status of Parents: ___________________________________________________

Full Name of Father:_______________________________________________________

Address: ________________________________________________________________

Phone Number:__________________________ Date of Birth:_____________________

Social Security Number:____________________________________________________

Place of Employment: _____________________________________________________

Address:________________________________________________________________

Phone Number:___________________________________________________________

Full Name of Mother (Include Maiden)________________________________________

Address:________________________________________________________________

Phone Number:__________________________ Date of Birth:_____________________

Social Security Number:____________________________________________________

Place of Employment: _____________________________________________________

Address:________________________________________________________________

Phone Number:___________________________________________________________

Name of Legal Guardian (if other than parents):_________________________________

Address: ________________________________________________________________

Phone Number: __________________________________________________________

IN CASE OF EMERGENCY :( other than parents)_______________________________

Address: ________________________________________________________________

Phone Number: __________________________________________________________

DIAGNOSIS OF APPLICANT (PRIMARY DISABILITY)_______________________

SECONDARY DISABILITIES:_____________________________________________

________________________________________________________________________

MEDICAL INFORMATION

Current Health Status:______________________________________________________

________________________________________________________________________________________________________________________________________________

CURRENT MEDICATIONS

Name




Dosage



Reason

____________________
__________________
__________________

____________________
__________________
__________________

____________________
__________________
__________________

____________________
__________________
__________________

____________________
__________________
__________________

Name of Primary Physician: ________________________________________________

Address: ________________________________________________________________

Phone Number:___________________________________________________________

Name of Dentist: ________________________________________________

Address: ________________________________________________________________

Phone Number:___________________________________________________________

Source of Income:



Insurance Give Number

SSI:___________________________
Medicaid________________________

Social Security:__________________
Medicare:________________________

Railroad: _______________________
BCBS: __________________________

Other: _________________________
Other:___________________________


PREVIOUS SERVICES 

Institutional: 
Facility Name:________________________________________________



Address: ____________________________________________________



Date of Services: ____________________________________________

Mental and Emotional-Check all that apply

Cries Often

_________________

Lethargic (slow/lazy)
_________________

Withdrawn

_________________

Short attention span
_________________

Shy


_________________

Sociable

_________________

Happy


_________________

Restless

_________________

Combative

_________________

Skills: Indicate level of assistance needed:

Independent

Verbal

      Physical Assistance

Bathing

__________

____________      ________________

Dressing

__________

____________      ________________

Eating


__________

____________      ________________

Brushing Teeth
__________

____________      ________________

Sleeping patterns: Sleeps well at night: _____________
Noisy at Night: ___________

Toilet Habits: 
Toilet Trained (bladder)
Yes______________No________________





(bowel)
Yes______________No________________

Is child currently on a toileting schedule? _____________________________________

If so, what are the hours? ___________________________________________________

Diet: Indicate type:

General_________________________________
Restricted:_____________________

Special__________________________________

Allergies: List allergies to food or medication: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Maladaptive Behaviors:





Frequently

Occasionally

Never

Hurtful to Self


___________

___________

___________

(hits self, headbangs, pulls

out hair, bites self)

Hurtful to Others

(Hitting, kicking, biting,
____________
___________

____________

scratching, pulling hair)


Destructive Behavior

(Interferes with activities 
_____________
____________
____________

of others, yells, screams)

Uncooperative Behavior

(Refusing to obey or 

_____________
____________
____________

Follow rules)

Unusual or Repetitive Habits

(Pacing, rocking, grinding teeth) _____________
____________
____________

Specific Likes: 

Indicate any known positive reinforces for behavior control such as verbal praise, food, TV time, music etc,:_______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Dislikes:

Specify food, activities, etc.: ________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Educational: 
List Schools attended, Addresses, Dates

School and Address






Dates

______________________________________________

__________________

______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

Hospitalizations: List Hospital Names, Reasons, Dates

Hospitals, Addresses and Reasons




Dates

______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

_______________________________________________

__________________

Other Services: List Type, Providers, Addresses, and Dates

Type


Providers and Addresses


Dates

____________
_______________________


__________________

____________
_______________________


__________________

____________
_______________________


__________________

____________
_______________________


__________________

In order to complete this application the following material must be included in this packet:  

1. Medical Examination Report (current within six months).

2. Immunization Record (current within six months).

3. Psychological Report (current within one year). 

4. Social History (current within one year).

5. Dental Examination Report(current within six months)

6. Current IEP

7. Therapy Evaluations (Physical, Occupational, and speech if receiving).

8. Discharge Summaries from institutions (if applicable)

Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________

Date Prepared:________________________By:_____________________________________

Personal Data Sheet

Name of Applicant: _______________________________________________________

Date Prepared: __________________________________  By:_____________________

Orthopedic Devices: 






Yes



No

Wheelchair


________________

________________

Braces



________________

________________

Helmet



________________

________________

Walker



________________

________________

Other (Specify)


________________

________________

Physical Handicaps

Speech-Check which applies

Speech Understandable

_________________

Sign Language


_________________

Non-Verbal



_________________

Vision-Check which applies

Wears glasses



_________________

Legally Blind



_________________

Hearing-Check which applies

Hard of Hearing


__________________

Uses of hearing aid


__________________

Hearing loss



__________________

Motor:

________________________________________________________________________

Other:__________________________________________________________________







Form: #1502

Immunization Record (You May attach immunization record to replace this form) 
Name:__________________________________________________________________

Date of Birth:_________________________________Sex:________________________

Allergies:________________________________________________________________________________________________________________________________________




Vaccines

Date


Doctor or Clinic

POLIO__________________________________________________________________

[TOPV]_________________________________________________________________________________________________________________________________________________________________________________________________________________

DTP____________________________________________________________________

DT or___________________________________________________________________

TD_____________________________________________________________________________________________________________________________________________

Measles_________________________________________________________________

Rubella_________________________________________________________________

Mumps_________________________________________________________________________________________________________________________________________

Other___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Tuberculin_______________________________________________________________

Test
    _______________________________________________________________


    _______________________________________________________________

Comments:______________________________________________________________________________________________________________________________________

Date Reviewed: ____________

By:________________________________



   ____________

      ________________________________



   ____________

      ________________________________



  _____________

      ________________________________


