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Diszbility Services
P poplegrbener e . Center for Disability Services

Universa! Application
For Families and Agencies in the Capital District

'Date Received:

SERVICES YOU ARE INTERESTED IN RECEIVING: (Checkall that apply)
ODay Services OResidential Services OIn-Home Servnces ORespite ORecreation
OService Coordination OSupported Employment OFamily Support Services OLlinic Servu:es

OOther (describe)

What is your timeframe?

APPLICANT DATA:

Birth date: Gender: Male Female (circle one)

Name:
Address: ' Mérital Statp_s:
’ U.S..Citizen? ‘Yes No (Circle One)
Soc. Sec. #:
County of Residence:____ , Telephone #(C )
Does applicant have dépendgnt children? OYes .ONo How many?
CONTACT: (Parent, Guardia-n,- Caregiver) |
Name: ' Relationship:
Address:
Day Telephone # ( ) : Eve Telephone # ( )
REFERRAL SOURCE:
Name of Agehcy or School: - .
‘Contact Pérson: (if differént from above) |
Address: |
Phone # ( )
LEGAL GUARDIAN (COURT APPOINTED IF OVER'18 ):.
Name: _ _ - Phone # ( )

Address:
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MEDICAL INFORMATION:

Developmental Disability/Diagnosis:

Medical Diagnosis:

Psychiatric Diagnosis:

History of Hospitalization
_(medical and/or psychiatric)

MEDICATION(s):

" "Reason for Medication:

Name: o
Name:, Reason for Medication:
Name: Reason for Medication:

Ongoing -Mediéa,l Treatments needed: (G-Ti.lbe feeding, Chemdtherapy, Kidney Dialysis, etc.)

‘Allergies: (food, medication. Other):

Date of last Tetanus: - ' TB Status (last Screening):
(Please be aware that a current PPD or Mantoux, and a HEP B screen will be reqmred for

most programs prior to admission)

Circle the response that best describes applicant’s functioning in the following areas"(indicate the one
that best applies)
‘1. Hearing deficit OYes - ONo
2. Visual deficit - OYes  ONo

3. Walking. ability

a. Independent ' B R Assustance from Careglver B
.b. Wlth d:ﬁ'“culty - ) - e . Cannot walk R
c. Corrective device |

4. Can independently climb stairs? | OYes ONo

5. Does applicant use a wheelchair? OYes ONo
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Mark the one response that bést describes wheelchair (may e motorized) mobility:
1. Can use wheelchair independently, including transfer.
2. Can use wheelchair independently with assistance in'transferl;in-g.’
3. R-equirés assistance in transferring and moving.
4

No Mobility — Must be transferred and moved.

Comments:

Describe any adaptive equipment used:

PRIMARY PHYSICIAN: .

Phone: ( )

Name:

Address:

OTHER SPECIALISTS:
Phone: ( )

Name:_ -

Address:

Name: Phone: ( )

Address:

' EDUCATIONAL/VOCATIONAL INFORMATION: (Begin with the most recent. List name of
school/program or employment, type of class, dates of attendance, etc.)

1.

Does the applicant have an open VESID case? OYes ONo
Name of Counselor:
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COMMUNICATION SKILLS:

Verbal: 4 Describe level of ability:

-Primary Language (Spoken)_

(Understood)

Non-Verbal: Uses Sign Language

Describe how much sign is used or other methods of communication:

Additional Comments:

DAILY LIVING SKILLS:

What assistance does the applicant need in the aréa of Toileting?

What assistance does the applicant need for Eating/ Drinking?

What assistance does the applicant need to be safe in the Home?

What assistance does the applicant heed to be safe in the community?

RECREATION / LEISURE TIME ACTIVITIE:

. 1...  What does the applicant enjoy doing in-their spare time?__ ... . s e oo

2. What activities does the applicant have an interest in doing or achieving? ' (Learning to cook;
exercising, learning to read, etc.): ,
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BEHAVIORS: For each, describe what causes the behavior, how often it happens, and how severe it is.

1. Aggressive Behaviors (verbal/physical)

2.~ Damages own or others property

3. Injury to self (include eating inedible objects)

4, Refuses to follow direction or accept supervision or help:

5.. Sexually inappropriate behaviors:

6. . Runs or Wanders Away h

7. Takgs belongings of others )

8... Other !

What methods do you. use to deal with challenging behaviors the individual presents?
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SUBSTANCE ABUSE

Are there or have there ever been any concerns with substance abuse, including alcohel? OYes ONo

If yes, Please explain

~ €RIMINAL JUSTICE

| : Has th.e applicant ever been involved with thé criminal justi-ce system? OYes ONo

If yes, Please explain’ . |
FINANCIAL BENEFIT INFORMATION: >
Applicant receives Supplemental Security Income (SSI) ~OYes ONo
Apblicant receives Saocial 'gecurity or Disability Benefits (SSA, SSDI) OYes ONo
Applicant currently receives Medicaid OYes ONo .
Medicaid # County: '

" Applicant currently receives Medicare OYes DNé ' o : . )
Medicare #: . : : :

| Applicant is covered under Other Heal.th Insurance ‘OYes ONo
Insurance Company |
Policy Holder Date of Birth
Policy Number:’ Group Number

Applicant receives Benefits/Income not listed (Veteran’s, Railroad, Trust Fund)

is not included in this application?

P PR L

Is there any additional information.you wish to share that
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Are you currently receiving se}v'i.ces from any other agency? OYes ONo
(Service Coordinati-on, Res'hab, Respite, etc.)

Is the applicant HCBS enrolled? OYes ONo ODon’t Know

Agehc_:y Name:

- Type(s) of Service:
Phone: ( )

Name of Contact:

I hereby verify that all of the above informafion is correct and accurate to the best of my

knowledge.

Applicant: - ‘Date:

Date:

‘Parent/ Guardian
(if applicable)

Person completing ap plication:

_ ... ... This application .(or a copy) can be used to apply to all ;agehcies. in The Capital District DDSO.:.. . ..

Please retain a copy of the completed application for your own records

Update: May 7, 2002
LS\H:\Respite\universal.application.doc



Respite Services

CONSENT TO RELEASE AND/OR OBTAIN INFORMATION FORM

" Student's Name:
DOB: 1 . [ ]Male [ ]Female
e -
Name of Person, Company
Streét Address
. State - Zip Code

" City

Phone Number Fax Number
" Consent to Release Information
This wull authonze Cloverpatch Resplte Program to release the followmg information:

] Immunization
] Medical Records
] Social History

[-] Current IEP [
E
[ 1 Vocational Evaluation
[
[

[ ] Current Related Services/Evaluations
’ OT ST PT Audiological
[ 1 Current Psychological
[ 1 Cognitive Evaluation
[X] Ongoing Communication

- ] Other: Specify
] Other:Specify

Consent to Obtam Information
This will authorize Cloverpatch Respite Program to obtain the following: information:

" [X] Current IEP [Xj Immunization
- [X] Current Related Services/Evaluations - [X] Medical Records
OT ST PT Audiological [X] Social History
[X] Current Psychologicat . [ ] Vocational Evaluation
PX]. Cognitive Evaluation ' [X] Physical )
X Ongoing Communication . .~~~ []ScrptperlEPAFSP -
For the purpose of: . . Respite services

I hereby authorize Cloverpatch Respite program to releasc and/or obtain the information as indicated above. I
understand that I may cancel this authorization at any time. This authorization will automatically expire one year after

the date of signature.

Parent/Guardian _~ Date Phone Number



Medical History Information Sheet

Yes

No

If yes, comment

Doctor

| Mental Health:
Schizophrenia

Autism

_ Obs. Compulsive Disorder

Attention Deficit

Intermittent Expl. Disorder

Other mental health disorders:

Diabetes '

Respiratory problems

Tuberculosis

Asthma

Rheumatic Fever

' Heart murmur

Heart disease

] Elast_it; stockings

Blood disorder

Prolonged bleeding when cut

Anemia

Sickle cell disease or trait

Liver disease

-| Kidney disease

Bladder disease

Cancer

' Venereal disease

Vision impairment

Glasses

Contacts

Hearing impairment

Hearing aid

Orthopedic problems

Orthopedic devices:
Harrington Rods

Wheelchair

Braces types

Splint types

Walker

'[ Dental Problems:
Dentures

Partial plates
Implants




CLIENT NAME:

MEDICAL HISTORY INFORMATION SHEET

CHILDHOOD DISEASES

Yes

No Date Occurred

Mea;sles '

Muymps

Chicken Pox

Other

IMMUNIZATIONS (obtain old records)

Dates

DPT

Oral Polio Virus

Tetanus

Measles

Rubella

Mumps

Pneumovax

PPD

Hepatitis B

Flu Vaccination

Hepatitis A

Varicella Vaccine -

'PAST SURGICAL PROCEDURES

Date Where

DATE:

" By Whom

Tonsillectomy

Adenoids

Ear tubes

.| Appendix

Fractures

Other

PAST AND PRESENT MEDICAL PROBLEMS

Conditions/"type

Doctor

Year

Yes

JCP(pe) . .

Seizures (type)

Mental Retardation

Hydrocephalus (shunt)

Brain Damage

Diabetes

Congenital infections
(1.e. herpes, rubella)




Medical History Information Sheet
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Diet Restrictions:

Current Height:

Current Wéight:

Hand dominance

History of sleeping problems

‘What are the regular hours of sleep

Any limitations in activities

Ahy bladder incontinence problems

Any bowel incontinence problems

-Bowel regularity problexﬁs

Other medical conditions:

Menses:

Onset:

Regularity:

Number of days.of flow

Amount (i.e. heavy or ﬁght clots

What type of help is needed in this area

Current Medications: (dosage, frequency)

B W N

Drug allergies:

2 N o

Food allergies:

Date of last blood levels: _




Food Allergy Action Plan

Student’s . : ) :
Name: . D.O.B: Teacher: Pl_ace
' - ' _ ~ Child’s
ALLERGYTO:__ _ _ - : » Picture
. . : - A Here

Asthmatic Yes* D No B *Higher risk for severe reaction

0 STEP 1: TREATMENT ¢
Give Checked Medication*:

Tobe
determined -
by physician
authorizing

treatment

Symptoms:

If a food allergen has been ingested, but.no symptoms: O EpiPen D Antihistamine

' I&:hino ting-linv or swelling of lips, tongue, mouth’ D EpiPen O Antihistamine

=  Mouth
= Skin Hives, 1tchy rash, swelling of the facc or extrcrnmes ] EpiPen o | Antlhxstamme, .
= Gut Nausea, abdominal cramps, vomiting, d"arrhca D'.EpiPen- a Antxhxstamme

_ ™ "Throat + ' Tightening of throat, hoarseness, hacking cough . EpiPen - Antlhxstamme
» Lung+ Shortnéss of breath, repetitive coughing, wheezing O EpiPen O Antihistamine, »
- Ht_:_art ' .. Thready puTsc, low blood p.rcssixr;,.fai-nt-ing, pale, blueness ([ EpiPen O Antihistamine
= Other r | {1 EpiPen o A.ntlhxstamme :

[J EpiPen D Antihistamine

1If reaction is progressing (several of the above areas affected), give

The scverity of symptoms can quickly change. t Potentially life-threatening.

DOSAGE - ’
Epmephrme. m)cct intramuscularly (cxrclc one) prPen EpiPen Ir. (scc reverse side for mstructmns)
Antihistamine: give | :
- ' ' medication/dosc/routc
. Other: give : A
E medication/dosc/route

0 STEP 2: EMERGENCY CALLS 0

1.Call 911 (or Rescue Squad: ) _State that an allcrgxc reaction hias been treated, and addmonal

:pmcp_hnnc may be needed)
2o _at_
3. Emergency contacts: o ) : .
a - . | 2
b. . : 1) - 2).
c. ' 1_-)‘ _ : . ) 2').,

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TA]\E
CHILD TO MEDICAL FACILITY! = - :

Date

Parent/Guardian Signature



CLOVERPATCH
EARLY CHILDHOOD SERVICES

MEDICATION RECORD | |
Name of Studént: L | DOB:
ALLERGIES:
Drugs:
Envirom_nental: ) v
Food: _ |
. Is youf child on any.medications? [ ]yes [ Ino I. If yeé, please complde Beléw.
1. o -
(Medication.Namc) N (Dosage) -~
- (Frequency of Administration) - - (Times giVén at Home & S:cl-mo]v)-
(Name of Physician VWho Ordered Medic;ation) | —
- (Medication Name) - (Dosage)
(F requency of Administration) | — ('firnes giireﬁ at ﬁoiﬁe &.School)
L , | (Name of Physician Wﬁo Ordered Medication)
(Medication Name) o (Dosage)

. (Frequency of Administration) . . (Times giyen at Home & School) =~

(Name of Physician Who Ordered Medication)

.2+

*(Please use the back of this form for any additional rnedica'tion)‘

- Parent/Guardian Signature

Davcare = Farlv Interventinon * Preschool = Evaluarion Services



