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Because each applicant is Unique, we need to learn how to best serve and care for all of our clients.Client Application

All of the applicant’s information provided in this form is confidential and will be treated appropriately.
[bookmark: _GoBack]Please fill out the form and return to us upon completion, with $175.00 application fee.


Client Information
Last Name: ________________________First Name______________________
Diagnosis: _______________________________________________________
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Age: ___ D.O.B.:__/___/____ Sex (M/F) ___ Social Security # _____/_____/_____
Home Phone: _____________________ Home Phone: _____________________
Parents/Legal Guardian Information # 1
Last Name: ________________________First Name______________________
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Home Phone: ___________ Cell Phone: ____________ Email: ______________
Employer: ____________________ Job Title: ____________ Wrk #: ___________
Parents/Legal Guardian Information # 2
Last Name: ________________________First Name______________________
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Home Phone: ___________ Cell Phone: ____________ Email: ______________
Employer: ____________________ Job Title: ____________ Wrk #: ___________


Medical Information
Applicant’s Primary Care Physician__________________________ Phone:_________
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Please list all current medication being taken or Attach current medication list
1. Medication Name: __________________________________________________
Dosage Requirements________________________________________________
Reason for Medication: _______________________________________________
2. Medication Name: __________________________________________________
Dosage Requirements________________________________________________
Reason for Medication: _______________________________________________
3. Medication Name: __________________________________________________
Dosage Requirements________________________________________________
Reason for Medication: _______________________________________________
4. Medication Name: __________________________________________________
Dosage Requirements________________________________________________
Reason for Medication: _______________________________________________


Group Home Info
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Group Home Phone:_________________ Cell Phone: __________________
Emergency Contacts Information
Last Name: ________________________First Name______________________
Address: _________________________________________________________
City: ______________________State: ________________Zip: ______________
Home Phone: ___________ Cell Phone: ____________ Work: ______________
Relationship to client: ______________________________________________
Feeding Skills
Does client feed herself/himself?	___ Yes	___ No
Does client partially feed herself/himself?	___ Yes	___ No
Does client need to be fed?	___ Yes	___ No
Is adaptive feeding equipment required?	___ Yes	___ No
Special feeding instructions: _________________________________
______________________________________________________________

Dressing Skills
Does client dress herself/himself?	___ Yes	___ No
Does client partially dress herself/himself?	___ Yes	___ No
Does client need to be dressed?	___ Yes	___ No
Is adaptive feeding equipment required?	___ Yes	___ No
If Yes please explain: _________________________________________
Level of independence please explain: _________________________________
______________________________________________________________
Behavior – Please check all that apply:
__Tantrums	__Screams	__Bite	__Hits	__Fantasizes
__Spits	__Scratches	__Pulls Hair	__Kicks	__Talks to self
__Head Bangs	__Slap	__Steals	__Withdrawn	__Use bad Language
__Self Abusive	__Destructive	__Hyperactive	__Runs Away	__
__Depressed	__Moody	__Aggressive	__Pinches	__
Seizures
Does client have seizures?	___ Yes	___ No
If Yes, how often and length: _________________________________________
_________________________________________________________________
Has client ever stopped breathing during a seizure?	___ Yes	___ No
FUNCTIONAL SKILLS
Communication Skills	__Verbal	__Non-Verbal
Primary language spoken at home: _______________________________
Client’s preferred language: _______________________________
How does client communicate:	__Talking	__Sings	__Symbols	__Device?
	__Other____________________________
Ambulatory (is client able to move about)
Is client ambulatory?	___ Yes	___ No
Does client require adaptive equipment?	___ Yes	___ No
If Yes, what equipment is needed? (i.e. crutches, leg braces, walker, wheelchair, etc.)
_________________________________________________________________
Toileting Skills
Is client completely toilet trained?	___ Yes	___ No
Does client require toilet schedule?	___ Yes	___ No
Is client wear diapers?	___ Yes	___ No
If assistance is needed, what level? Explain: ______________________________
_________________________________________________________________
Menstruation
Is client independent with it?	___ Yes	___ No
If assistance is needed, what level? Explain: ______________________________
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