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Relieve to Achieve





Date of Application:  ____________    Date Service Needed:  _____________   Date/Time Received:_____________

Service Requested (check desired services):

	
	RESIDENTIAL

SERVICES
	COMMUNITY SERVICES
	VOCATIONAL 

SERVICES
	SERVICE COORDINATION

	 FORMCHECKBOX 
  IRA
	
	 FORMCHECKBOX 
  Day Hab.
	 FORMCHECKBOX 
  ACCES-VR Services
	 FORMCHECKBOX 
  Service Coordination

	
	
	 FORMCHECKBOX 
  Community Hab.
	 FORMCHECKBOX 
  OMH Services
	 FORMCHECKBOX 
  Plan of Care Support

	
	
	 FORMCHECKBOX 
  Hourly Respite
 FORMCHECKBOX 
  Family Support   Services
	 FORMCHECKBOX 
  OPWDD Services
 FORMCHECKBOX 
  School Programs

	Services (PCSS)


IDENTIFYING INFORMATION

Name:  _________________________________________________________________________________




LAST



           FIRST




MIDDLE

Date of Birth:  ____________    Social Security #:  ________________    TABS #: __________   Sex:   FORMCHECKBOX 
  M    FORMCHECKBOX 
  F

Address:  ______________________________________________________________________________________

City:  ________________________________________   State:  _________________     Zip Code:  ______________

Phone #:  _________________________    Type of Current Residence (Certified, family home, on own): __________

Marital Status:  ________________   Maiden Name:  __________________

Family  / Advocate:  _____________________________________________________________________________





                Name







Relationship  

Family / Advocate Address:  _______________________________________________________________________

Family E-mail Address:  __________________________________________________________________________

Family Phone #:  ______________________________  Should be contacted for meeting?  _____________________

Court Appointed Guardian:  _______________________________________________________________________

Other Involved Family Members:  __________________________________________________________________

	1st Emergency Contact:
	     
	Phone Number:
	(     )     

	2nd Emergency Contact:
	     
	Phone Number:
	(     )     


Service Coordinator:  ____________________________________________  Phone #:  _______________________

Agency:  __________________________________________________________  HCBS Enrolled?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Service Coordinator E-mail Address:  ________________________________________________________________

Referring Person:  _______________________________________________  Phone #:  _______________________


Signature of Referring Person:  _____________________________________________   Date:  _________________

Source of Referral:

	 FORMCHECKBOX 
  Self
	 FORMCHECKBOX 
  Family
	 FORMCHECKBOX 
  Friend
	 FORMCHECKBOX 
  Advocate
	 FORMCHECKBOX 
  Agency
	 FORMCHECKBOX 
  Other: _______________________


Applicant’s and Family’s Attitude Toward Placement: __________________________________________________ ______________________________________________________________________________________________

Reason for Referral:  (Check all that apply)

	 FORMCHECKBOX 
  Desires More Independence
	 FORMCHECKBOX 
  Requires More Supervision
	 FORMCHECKBOX 
  Needs Accessible Housing

	 FORMCHECKBOX 
  Needs Behavioral Supports

 FORMCHECKBOX 
  Wants to work
	 FORMCHECKBOX 
  Family Reasons
	 FORMCHECKBOX 
  Other: _____________________




Valued Outcome/Comprehensive Need for Service:  ____________________________________________________________________________________________________________________________________________________________________________________________
Anticipated Duration of Services:  _________________
For Residential Placement:
          Is the individual enrolled in NYS CARES?  

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

Diagnoses:

A)
Medical Diagnosis:
______________________________________________________________________

B)
Developmental Disability:  ________________________________________________  IQ (       )  _________

C)
Psychiatric Diagnosis:
   _____________________________________________________________________

Current Service Providers:  (Include MD, Specialists, Mental Health, Clinics, Other)

	Provider
	Address
	Phone #

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Financial Information:  (Check all that apply)

 FORMCHECKBOX 
  Social Security / Disability

 FORMCHECKBOX 
  SSI



 FORMCHECKBOX 
  Wages / Salary

 FORMCHECKBOX 
  Public Assistance



 FORMCHECKBOX 
  Trust Fund


 FORMCHECKBOX 
  Life Insurance

 FORMCHECKBOX 
  Food Stamps

Other Sources of Income:  _________________________________________________________________________

Health Insurance:  (Include policy numbers, if known)

Medicare #:  ____________________________________
   Medicaid #:  __________________________________

Other:  ________________________________________________________________________________________

Payee for Benefits:  ______________________________________________________________________________

Vocational / Educational:  (List Current Provider, Address, Phone #, Contact Person)

School:  

____________________________________________________________________________

Day Treatment:  
____________________________________________________________________________

Sheltered Workshop: 
____________________________________________________________________________

Vocational Training:  
____________________________________________________________________________

Supported Work:  
____________________________________________________________________________

Competitive Emp.:
____________________________________________________________________________

Do you have an ACCES-VR counselor (if yes, please list name & phone#)?__________________________________

	If you have job experience, please put as much detail in this section as possible 

to improve our chances of helping you find work.

	Job Title:

     
Employer:

     
Address:

     
City:

     
State:

     
Country (if not USA):

     
Start Date (mo/yr):

     
/

     
End Date (mo/yr):

     
/

     
Supervisor:

     
Phone #:

(     )      
Wage Per 

 FORMCHECKBOX 
 Hour

 FORMCHECKBOX 
 Day

 FORMCHECKBOX 
 Week

 FORMCHECKBOX 
 Month

 FORMCHECKBOX 
 Year

 FORMCHECKBOX 
 Other

Amt.

     
Reason for Leaving:

     
Job Duties:

     
Job Title:

     
Employer:

     
Address:

     
City:

     
State:

     
Country (if not USA):

     
Start Date (mo/yr):

     
/

     
End Date mo/yr):

     
/

     
Supervisor:

     
Phone #:

(     )      
Wage Per 

 FORMCHECKBOX 
 Hour

 FORMCHECKBOX 
 Day

 FORMCHECKBOX 
 Week

 FORMCHECKBOX 
 Month

 FORMCHECKBOX 
 Year

 FORMCHECKBOX 
 Other

Amt.

     
Reason for Leaving:

     
Job Duties:

     
Job Title:

     
Employer:

     
Address:

     
City:

     
State:

     
Country (if not USA):

     
Start Date (mo/yr):

     
/

     
End Date mo/yr):

     
/

     
Supervisor:

     
Phone #:

(     )      
Wage Per 

 FORMCHECKBOX 
 Hour

 FORMCHECKBOX 
 Day

 FORMCHECKBOX 
 Week

 FORMCHECKBOX 
 Month

 FORMCHECKBOX 
 Year

 FORMCHECKBOX 
 Other

Amt.

     
Reason for Leaving:

     
Job Duties:

     
Job Title:

     
Employer:

     
Address:

     
City:

     
State:

     
Country (if not USA):

     
Start Date (mo/yr):

     
/

     
End Date mo/yr):

     
/

     
Supervisor:

     
Phone #:

(     )      
Wage Per 

 FORMCHECKBOX 
 Hour

 FORMCHECKBOX 
 Day

 FORMCHECKBOX 
 Week

 FORMCHECKBOX 
 Month

 FORMCHECKBOX 
 Year

 FORMCHECKBOX 
 Other

Amt.

     
Reason for Leaving:

     



LIVING SKILLS ASSESSMENT

Name of Applicant:  _____________________________________________   Date of Birth:  ___________________

LEVEL OF SUPERVISION NEEDED: (Please mark “Total Support”, “Assistance”, “Supervision”, or “Independent”)

	Food Prep:
	
	
	Self Care:
	

	Shopping:
	
	
	Toileting:
	

	Cooking:
	
	
	Dressing:
	

	Laundry:
	
	
	Eating:
	

	Housekeeping:
	
	
	Bathing:
	

	Money Management:
	
	
	Menses Care:
	

	Telephone Usage:
	
	
	Grooming:
	


Is the individual self-preserving (able to independently get themselves out of a house in the event of a fire)?  

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If yes, how many minutes does it take them to exit?  ____________________________

Can the applicant stay home alone?  ______________    If yes, for how long?  ______________
TRANSPORTATION:

	 FORMCHECKBOX 
  Able to use public transportation
	 FORMCHECKBOX 
  Has driver’s license, no car
	 FORMCHECKBOX 
  Potential for travel training

	 FORMCHECKBOX 
  Has own car
	 FORMCHECKBOX 
  Can take taxi
	 FORMCHECKBOX 
  Family/Friends will transport


Does the applicant require a responsible party present at bus drop off?  ____________

If “Yes”, the bus driver must visibly see the responsible party at bus drop off.

MOBILITY STATUS:

	 FORMCHECKBOX 
  Ambulatory
	 FORMCHECKBOX 
  Uses manual wheelchair
	 FORMCHECKBOX 
  Can negotiate stairs

	 FORMCHECKBOX 
  Requires use of lift
	 FORMCHECKBOX 
  One person transfer
	 FORMCHECKBOX 
  Several person transfer

	 FORMCHECKBOX 
  Can bear weight
	 FORMCHECKBOX 
  Can be transported in a car
	 FORMCHECKBOX 
  Requires vehicle w/ lift for wheelchair


HEALTH PROBLEMS / MEDICAL / PHYSICAL LIMITATIONS:  (Including hearing, vision status, seizure disorder, and any other medical conditions) 

	

	

	

	


Any Medical/Activity Restrictions?  ___________________  

If yes, please describe:____________________________________________________________________________

Hospital Preference, in the event of an emergency:  ___________________________________

CURRENT MEDICATION (list all):  

	Current Medications:

	Medication Name
	Dosage
	Times of Day
	Purpose
	Special Instructions

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	


Capable of self medication:    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	 FORMCHECKBOX 
  Capable of self med training
	 FORMCHECKBOX 
  Requires supervision

	   
	   


 FORMCHECKBOX 
  Medication Allergies:  ________________

 FORMCHECKBOX 
  Food Allergies:  ________________
 FORMCHECKBOX 
  Animal Allergies:  ________________


 FORMCHECKBOX 
  Bee Sting Allergies:  ________________
 FORMCHECKBOX 
  Environmental Allergies:  ________________

 FORMCHECKBOX 
  Latex Allergy:  ________________
 FORMCHECKBOX 
  Specialized diet (i.e. food cut up, pureed, thickened liquids, diabetic, gluten-free, etc.).  Explain:  __________________________________________________  
COMMUNICATION:

Primary language:  _______________________________________________________  Verbal?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Uses sign language

 FORMCHECKBOX 
  Requires interpreter
 FORMCHECKBOX 
  Uses Communication Device:_____________
What is the individual’s communication method, if any (verbal, gestures, sign, AAC)?  ________________________
Is the individual able to functionally communicate (utilizing any form of communication: gestures, verbalizations, sentences, sign, etc) to make his/her wants, needs, desires known?  _______________  Please explain:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Receptive / expressive communication skills:  _________________________________________________________

Does the person have a limited scope of conversation topics?  ​​____________________________________________

SENSORY:

Does the individual have any difficulty processing sensory information (does not like certain textures/sounds/tastes, does not like to move or moves too much)?________________________ Please explain:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 FORMCHECKBOX 
  Tactile Defensive

 FORMCHECKBOX 
  Issues with eye contact

 FORMCHECKBOX 
  Avoids peer to peer interactions
ADAPTIVE EQUIPMENT REQUIRED:

 FORMCHECKBOX 
  Communication Device


 FORMCHECKBOX 
  Feeder



 FORMCHECKBOX 
  Computer

 FORMCHECKBOX 
  Mobility Aids



 FORMCHECKBOX 
  Facilitated Communication
 FORMCHECKBOX 
  Lift

 FORMCHECKBOX 
  Other:  ____________________________________________________________________________________

NURSING:

Does the applicant have any daily skilled nursing needs (i.e., colostomy care, insulin administration, etc.)?  ______________  Please explain:___________________________________________________________________

RESPONSE TO CONFLICT / PROBLEM SOLVING ABILITIES:
	

	


BEHAVIORAL SUPPORTS REQUIRED:

	

	


Does the applicant have the ability to recall information?





 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Does the applicant have a history of falsely reporting information?




 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have the ability to accurately report information?



 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a history of self-injurious behavior?




 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a history of violent behavior?





 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a history of alcohol or substance abuse?




 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a history of PICA behavior?





 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Are environmental modifications needed to support maladaptive behavior?



 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant display any repetitive or obsessive behaviors?




 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a Behavior Support Plan (if yes, please attach a copy of the plan)?    
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does the applicant have a history of starting fires?  






 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Has the applicant been through the DDSO’s At-Risk Committee?




 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Has the applicant ever been convicted of a felony or misdemeanor?  



 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

If yes, please explain:   ___________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

Has the applicant ever had any history of psychiatric hospitalization(s)?  



 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

If yes, please list years and reasons for hospitalization:__________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

INTERESTS / HOBBIES:

	

	


Memberships/Affiliations:  _______________________________________________
Church Membership:  ___________________________________________________
Registered Voter?  ______________________________________________________
Volunteer Opportunities/Interests:  _________________________________________

CURRENT CLINICAL SERVICES:

 FORMCHECKBOX 
  Occupational Therapy


 FORMCHECKBOX 
  Physical Therapy


 FORMCHECKBOX 
  Counseling

 FORMCHECKBOX 
  Social Work



 FORMCHECKBOX 
  MD



 FORMCHECKBOX 
  Speech Therapy

 FORMCHECKBOX 
  Other:  _____________________________________________________________________________________

CLINICAL SERVICES referral indicated:

 FORMCHECKBOX 
  Occupational Therapy


 FORMCHECKBOX 
  Physical Therapy


 FORMCHECKBOX 
  Nutrition
 FORMCHECKBOX 
  Social Work



 FORMCHECKBOX 
  Speech Therapy


 FORMCHECKBOX 
  Behavior Support

 FORMCHECKBOX 
  Crisis Intervention


 FORMCHECKBOX 
  Nursing
 FORMCHECKBOX 
  Other:  _____________________________________________________________________________________
HOUSING PREFERENCES:

 FORMCHECKBOX 
  Small Group Home (6 or less housemates)

 FORMCHECKBOX 
  Large Group Home (10 – 12 housemates)

 FORMCHECKBOX 
  Own apartment
 FORMCHECKBOX 
  Not applicable.



County / Location Preferred:  ______________________________  

SERVICE COORDINATOR TO COMPLETE:
Documentation of Developmental Disability:  (List date of exam, and please attach copies of the following)

Psychological Evaluation:  __________________________
Social Assessment:  ______________________________

Notice of Decision (if HCBS Waiver Enrolled):  __________________Physical: _____________________________ DDP-2:  _______________________________________  Other Documentation:_____________________________
ADDITIONAL NOTES:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ACKNOWLEDGEMENT:

By signing below, I am verifying that the information provided within is accurate to the best of my knowledge.  

I understand that knowingly withholding necessary information may affect intake or placement decisions.

Signature of Applicant:  ___________________________________________________   Date:  _________________

Signature of Referring Person:  _____________________________________________   Date:  _________________

Signature of Family or Guardian:  ___________________________________________   Date:  _________________

Application for Adult Services








