PENN-MAR HUMAN SERVICES
APPLICATION FOR SERVICES
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Program(s) Applying for:    
   Funding Status:

   Funding Source:

Residential  ________

   Crisis Resolution  _______
   Waiting List Initiative   _______

Vocational   ________ 
   Crisis Prevention  _______
   Waiting List Equity       _______

CSLA/ISS   ________               Current Request   _______
   Private Pay                     _______

Other   ____________
   Other _________________
   Transfer

      _______









   Other  _____________________

Individual’s Name:_______________________________________________________________




First 


Middle


Last

Called By

Current Residence: _______________________________________________________________




Street


City


County

State
       Zip

Date of Birth:________________________
Place of Birth _______________________________

Social Security #:_____________________  Medical Assistance #:_________________________

Service Coordinator: _______________________________  Phone #: ________________________

Referred by:
Name____________________________________________________________________________                                                                       
Address__________________________________________________________________________
Relationship to individual  ___________________________________________________________

Legally Responsible Relative(s):

Name  ___________________________________________________________________________

Relationship   _____________________________________________________________________

Address _________________________________________________________________________

Reason for Requesting Service (s)   ____________________________________________________

  ________________________________________________________________________________

  ________________________________________________________________________________

  ________________________________________________________________________________

RESIDENCY/FAMILY INFORMATION  Location with whom individual resides:

Name____________________________________________________________________________

Relationship ______________________________________________________________________                                       
Address__________________________________________________________________________

Phone_________________________

Length of time at this location ___________________

Father’s name _____________________________________

Birth date _________________
Address __________________________________________

Home Phone_______________                      

Father’s occupation _________________________________  
Business Phone ____________                      
Business address  __________________________________________________________________
Father’s social security number _______________________

Deceased/Date _____________

Mother’s name
____________________________________  
Birth date _________________                     
Address __________________________________________

Home phone ______________                      
Mother’s occupation ________________________________ 
Business Phone ____________                     
Business Address __________________________________________________________________
Mother’s Social Security number ______________________

Deceased/Date _____________               
Emergency Phone Numbers (Two Numbers)
1.  Name ____________________________         2.  Name _________________________________                                   
     Relationship _______________________      
Relationship ___________________________

     Phone ____________________________        
Phone ________________________________

Brothers and Sisters (Use back of this page for additional members.)

Name __________________________________  Date of Birth______________________________                    
Address__________________________________________________________________________
Occupation _____________________________   Phone ___________________________________                      

Name __________________________________        Date of Birth __________________________                     
Address _________________________________________________________________________
Occupation ______________________________       Phone________________________________                            

List all others in household (Use back of page for additional members.)

Name _________________________________          Date of Birth __________________________                  
Relationship ____________________________          Phone ________________________________                         
Name  _________________________________          Date of Birth __________________________                    
Relationship _____________________________         Phone  _______________________________                        
INDIVDIUAL INFORMATION

The following information is necessary for identification.  Penn-Mar Human Services provides services without regard to race, sex, creed or national origin.

Height _____ 

Weight ________  
Color of Eyes _______  
Color of Hair ________

Identifying Marks
______________
Sex                

  Race  ___________________ 
Medical/Psychological Diagnosis: _____________________________________________________

________________________________________________________________________________

________________________________________________________________________________  

________________________________________________________________________________

Allergies: ________________________________________________________________________

Sensitivities: ______________________________________________________________________

History of Onset of Disability ________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

Legally competent to make health care decisions:  Yes ___________   No _________

If no, who is the Surrogate Decision Maker/Guardian/Next of Kin: ___________________________

Contact information of SDM/Guardian/Next of Kin: ______________________________________

HEALTH CARE PROVIDERS/INFORMATION

Primary Care Physician:  ______________________________    Last Visit: ___________________

Address: ___________________________________________    Phone: ______________________

Dentist:  ___________________________________________     Last Visit:  __________________

Address: ___________________________________________     Phone: _____________________

Psychologist: ___________________________  Phone: _________________  Last Visit:  ________  

Neurologist:  ___________________________  Phone: _________________  Last Visit:  ________

Psychiatrist: ____________________________  Phone: _________________  Last Visit:  ________

Vision:  _______________________________  Phone:  _________________ Last Visit:  ________

Audiologist:  ___________________________  Phone:  _________________ Last Visit:  ________

Podiatrist:  _____________________________ Phone:  _________________ Last Visit:  _________

Other: ________________ Specialty:  ________________ Phone:___________Last Visit:  _______

Other: ________________ Specialty:  ________________ Phone:___________Last Visit:  _______

Other: ________________ Specialty:  ________________ Phone:___________Last Visit:  _______

CURRENT MEDICATIONS (Include over the counter medications):  

	Name of Drug
	Purpose
	Prescribing Physician
	Dose
	Schedule

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Previous medications used: __________________________________________________________

    _______________________________________________________________________________

    _______________________________________________________________________________

SIGNIFICANT MEDICAL CONDITIONS/RISK FACTORS (check all that apply)

	Condition
	Check if applicable
	Condition
	Check if applicable

	Seizure Disorder

Type:  
	
	Recurrent aspiration pneumonia
	

	Hyperlipidemia
	
	Other respiratory conditions


	

	Hypercholesterolemia
	
	Recurrent infections
	

	Hypertension
	
	Insulin dependent diabetes
	

	Coronary artery disease
	
	Non-insulin dependent diabetes
	

	Hx myocardial infarction
	
	Brittle insulin dependent diabetes
	

	Cardiomyopathy
	
	Diabetes insipidus
	

	Heart Murmur/mitral valve prolapse
	
	Prone to dehydration/weight loss
	

	Congenital Heart disease
	
	Hx of drug toxicity
	

	Peripheral vascular insufficiency
	
	Prone to decubitus ulcer
	

	Hx trombophlebitis
	
	Hx liver disease/damage
	

	Hx pulmonary embolism
	
	Gastro Esophageal Reflux
	

	Chronic Obstructive Pulmonary Disease
	
	Hx of GI bleeding
	

	Recurrent apnea
	
	Chronic constipation
	

	Sleep apnea
	
	Swallowing difficulty/ Dysphasia
	

	Hx aspirational pneumonia
	
	Blood dyscrasias
	

	Hx of significant self injury
	
	Cancer
	

	Smoker
	
	Dystonic reaction
	

	Drinks > 1 serving of alcohol/day
	
	Hepatitis B carrier
	

	Chronic renal disease
	
	Other __________________


	


Most Recent Laboratory results: (attach copies if available)

	Date
	Test
	Results
	Date Next Labs Due

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


History of Hospitalizations/Surgeries (including psychiatric hospitalizations)

	Date
	Hospital
	Length of Stay
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Emergency Room Visits for Past Year

	Date
	Hospital
	Reason
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Special Consultations within last 5 Years (Attach copies of reports if possible)

	Date
	Specialty
	Physician

	
	
	

	
	
	

	
	
	

	
	
	


Special Diagnostic Tests Done within past 5 years (Attach copies of reports if possible)

	Date
	Test
	Result

	
	
	

	
	
	

	
	
	


IMMUNIZATIONS:  Current?
Yes __________ 

No ____________

Date of last Tetanus Booster:  _____________  Heptavax  ____________   
Pneumovax  _________

Date of Most recent chest x-ray:  _______________
Result:  _______________________________

SEIZURE Disorder:  


Yes __________

No ____________

If yes, what type:  ___________________________ 

Frequency:  _____________________

MOBILITY:  Ambulatory ________  Wheelchair:  _________  Walker:  _________ Cane:  _______


Mobility concerns or special considerations:  ______________________________________

Other Assistive Devices:  Hearing Aid  __________
Dentures:  __________  
Other: _______


Communication Devices: _______________
Glasses/Contact Lenses:  ___________


Positioning/Prosthetic Devices: _________________________________________________

DIET:

Regular ________
Special:  _______________________________________________________

Nutritional Supplement  _____________________________________________________________

Content:


________ Low fat


________ Low Sodium 
______ Grams 


________ ADA 

______ Calories


________ Other, please describe: _______________________________________________

Consistency:  


________ Regular


________ Chopped


________ Ground


________ Pureed


________ Thickened Liquids
 
Formula  ____________________________________


________ Other, please describe:  _______________________________________________

Manner of Eating:


________ Independent


________ Needs prompting and observation


________ Needs some physical assistance


________ Total assistance


________ Needs special positioning


________ Other, please describe: _______________________________________________

History of Choking:  Yes __________

No  __________ 



If yes, please describe frequency and date of last episode:  ____________________________


 __________________________________________________________________________


Has a swallowing study been conducted:  Yes _________
No ____________


If yes, please provide details and a copy of report/recommendations:  ___________________


 __________________________________________________________________________


 __________________________________________________________________________

TOILETING:


_______ Independent


_______ Requires verbal prompt


_______ Requires physical assistance


_______ Uses depends


Urinary Frequency _____________

Bowel Frequency ___________  


Special Instructions or schedule _________________________________________________

COMMUNICATION:


_______   Verbal


_______   Non-verbal


_______   Sign Language  
If so, which type:  _____________________________


_______   Picture Board/Communication Book


_______  Dynavox


________ Other, please describe:








PREFERRED ACTIVITIES:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EDUCATIONAL INFORMATION:

	Name of School
	Address
	Dates Attended
	Type of Training or grade completed

	
	
	
	

	
	
	
	

	
	
	
	


Which classes/subjects did you like:










Which classes/subjects did you like least:









What is the easiest way for  you to learn how to do something:






DAY PROGRAMS OR VOCATIONAL TRAINING/EVALUATION

	Name of Program
	Location
	Dates Attended
	Reason for leaving
	Job/Skills

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OTHER PROVIDERS/SERVICES

	Name of Program
	Location
	Dates Attended 
	Reason for leaving

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


WORK HISTORY                      (Please begin with the current/most recent employer)
Company





From:


    To:




Contact #: 





Type of work:






Supervisors name:




Reason for leaving:




Company





From:


    To:




Contact #: 





Type of work:






Supervisors name:




Reason for leaving:




BEHAVIORAL PROGRAMMING

	Behavior
	Exhibited over the last year “Yes” or “No”
	Exhibited over the last 5 years “Yes” or “No”
	Intensity (Mild to Severe)
	Frequency

(How often?)
	Setting exhibited
	How was/is 

Behavior managed (Reinforcement/

intervention/etc.)

	Yelling


	
	
	
	
	
	

	Cussing


	
	
	
	
	
	

	Hitting


	
	
	
	
	
	

	Kicking


	
	
	
	
	
	

	Biting


	
	
	
	
	
	

	Throwing objects
	
	
	
	
	
	

	Property Destruction
	
	
	
	
	
	

	Inappropriate touching
	
	
	
	
	
	

	Stealing


	
	
	
	
	
	

	Non-compliance
	
	
	
	
	
	

	Eloping (Running away)
	
	
	
	
	
	

	Self-Injurious Behaviors
	
	
	
	
	
	

	Other ______


	
	
	
	
	
	


Has the individual had a behavior plan or psychological assessment completed over the past 5 years?  


Yes ________

No ___________

If yes, please attach a copy of the plan or list the name and contact information for the person/agency who wrote it.  _____________________________________________________________________

Please provide any additional information that would be helpful to know about this individuals behaviors, how they are managed, what triggers them, ways to avoid, etc.?  ____________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FINANCIAL INFORMATION
Medicare # _________________________________ TYPE ________________________________

Other medical insurance (Specify company name and policy number)

________________________________________________________________________________

________________________________________________________________________________

VA Claim # _____________________________      VA Benefits (monthly amount) _____________

Railroad retirement claim # _________________ 
Monthly amount ________________________         
Social Security claim # _____________________ 
Monthly amount ________________________         
Individual’s monthly income _________________________________________________________                                                  
Other sources of individual’s income___________________________________________________                                       
Amount__________________________________________________________________________                                                               
Individual’s bank account # _______________________ Amount in account  __________________          
Name of Bank __________________________________Location __________________________

List any property in the individual’s name(Provide additional page if necessary)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                         
Income from Trust Fund  ____________________________________________________________                                                                          
Name of attorney/advocate_____________________ Representative Payee ____________________                  
Address__________________________________________________________________________                                                     
Phone  ___________________________________________________________________________

I certify that all of the information contained in this application for services is accurate to the best of my knowledge.   I give Penn-Mar permission to use this information in whatever manner necessary in order to determine placement within its program.  

Signature of Parent/Caregiver: ________________________________________  Date:  _________

Signature of Individual:  _____________________________________________ Date:  _________

