JEROLIN MANAGEMENT SERVICES, LLC 

ADMISSION/COMPREHENSIVE ASSESSMENT 
Individual: 



  
ID Number 
JEROLIN MANAGEMENT SERVICES, LLC 

ADMISSION/COMPREHENSIVE ASSESSMENT 
Individual: 



  
ID Number 

PLEASE PRINT OR TYPE ALL INFORMATION REQUESTED
	Applicant's Name (Last, First, Middle)
     
	Social Security #
     
	Birthdate
     
	Gender
     

	Street Address       
	City      
	State      
	Zip      
	County      

	Phone      
	Referral Source      

	With whom living, Name      
	Relationship      


APPLICANT INFORMATION

	SHARED CONTACTS

(OTHER AGENCIES INVOLVED)
	CONTACT PERSON
	PHONE

	Social Services      
	     
	     

	Social Security Administration      
	     
	     

	CSB      
	     
	     

	Other      
	     
	     

	Onset of duration of problems:      


	Referring Agency/Person                     

	Address      
	City      
	State      
	Zip      

	EMERGENCY CONTACT                                                         ADDRESS

NAME:                                                                                
	PHONE
     

	MARITAL STATUS                                    FORMCHECKBOX 
 SINGLE             FORMCHECKBOX 
 MARRIED              FORMCHECKBOX 
 DIVORCED

	GUARDIANSHIP DESIGNATION:          FORMCHECKBOX 
 SELF          FORMCHECKBOX 
 OTHER          Name           
 AUTHORIZE REPRESENTATIVE:         FORMCHECKBOX 
 SELF          FORMCHECKBOX 
 OTHER         Name           

	DIAGNOSED DISABILITY (Check all that apply)
	START DATE: 
	

	 FORMCHECKBOX 
 Intellectual Disability:      FORMCHECKBOX 
 Mild     FORMCHECKBOX 
 Moderate    FORMCHECKBOX 
 Severe    FORMCHECKBOX 
 Profound 
	 FORMCHECKBOX 
 Speech Impaired:      

	 FORMCHECKBOX 
 Physical Disability(s): List      
	 FORMCHECKBOX 
 Visually Impaired:      

	 FORMCHECKBOX 
 Emotional Disturbed: Describe      
	 FORMCHECKBOX 
 Cerebral Palsy:      

	 FORMCHECKBOX 
 Ambulatory:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
 No  If yes, describe      
	 FORMCHECKBOX 
 Epilepsy/Seizures:      

	 FORMCHECKBOX 
 Autism: List thing we should know      
	 FORMCHECKBOX 
 Hearing Impaired:      


ASSSESSMENTS & EVALUATIONS
Note: these assessments are used in developing the Plan for Support
	Type of Assessment/Evaluation
	Date of Most Recent Assessment
	Assessor

	Psychological Evaluation 
	     
	     

	Support Intensity Scale (SIS)
	     
	     

	Level of Functioning (LOF)
	     
	     

	Jerolin Management Comprehensive Assessment (DBHDS Approved)
	     
	     

	Support Coordinator/Case Manager Individual Profile
	     
	     

	Other Assessment:     
	     
	     


MEDICAL INSURANCE INFORMATION:
	MEDICAID#      


	MEDICARE#:\     


	OTHER INSURANCE:      

	POLICY#      


Individual’s Financial Resources/Benefits:



	Social Security Disability (SSDI)  $     


	Social Security Income (SSI ) $     


	Other  $     



Cognitive Functioning of Individual:
	Strengths of Individual:

     


	Weaknesses of Individual:

     



SOCIAL HISTORY

FAMILY/DEVELOPMENTAL HISTORY (ex.:  birth, childhood, family):
     
PREVIOUS SERVICES AND EDUCATIONAL HISTORY:

     
PREVIOUS EMPLOYMENT/VOCATIONAL TRAINING

     
MEDICAL HISTORY:

Has the individual had any serious illness in the past six months?  If so, please explain:
     
Has the individual been hospitalized in the past year?  If so, what hospital and on what dates?

     
Does the individual have any chronic conditions for which he/she has received treatment?  Please specify treatment:
     
Has any member of the individual's family suffered from a serious illness that could have an impact on the individual?  Please specify the illness and approximate date:
     
Has the individual ever been institutionalized?  If so, give dates and location.
     
Has the individual ever been treated for substance abuse?  If so, please specify substance and dates of treatment.
     
Criminal Justice Status:  
     
Any relevant criminal charges or convictions, probation/parole status:
     
History of abuse neglect sexual or domestic violence or trauma 
	     



BEHAVIORAL PROFILE
Communication Skills:
 FORMCHECKBOX 
Verbal                  FORMCHECKBOX 
  Non-Verbal               FORMCHECKBOX 
  Needs Verbal Prompt

1. Accepts Directions:


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

2. Understands Direction:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

3. Mixes Well With Peers:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

4. Has Ability to Control Aggressive Behavior:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If the answer is "no" to any item, please explain below:

     
5. Works Well in Group Setting:
 FORMCHECKBOX 
 Yes
         FORMCHECKBOX 
 No
Applicant’s Interest:

 FORMCHECKBOX 
 Music      FORMCHECKBOX 
  Games      FORMCHECKBOX 
 TV      FORMCHECKBOX 
 Personal Comfort Items
Special Rewards Used (please specify):

     
Daily Living Skills:
_________________________________________________________________________________________

Makes Bed:


 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
Prepares Simple Meals:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Empties Garbage:

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
Cleans Room:

             FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Sets Tables:


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

_________________________________________________________________________________________

STAFF SUPERVISION LEVELS REQUIRED-IADLS (Please check appropriate category):

	ACTIVITY
	SPECIAL 

INSTRUCTIONS
	OCCASIONAL CHECKS
	MODERATE SUPERVISION
	CLOSE SUPERVISION
	CONSTANT SUPERVISION

	Eating
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dressing
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sleeping Habits
	Bedtime       p.m.
Awakes        a.m.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Brushing Teeth
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using Toilet
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Taking Shower
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Taking Bath
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Outdoor Recreation
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Indoor Recreation
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Community Activity
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Comments:
     
 SKILLS AND BEHAVIORS CHECK LIST
EATING
 FORMCHECKBOX 
 Takes soft food from a spoon

 FORMCHECKBOX 
 Takes liquid from a cup

 FORMCHECKBOX 
 Feeds self with fingers

 FORMCHECKBOX 
 Feeds self with spoon with assistance

 FORMCHECKBOX 
 Drinks from a cup with minimal assistance

 FORMCHECKBOX 
 Feeds self with spoon neatly

 FORMCHECKBOX 
 Feeds self with spoon and fork with considerable spilling

 FORMCHECKBOX 
 Feeds self with spoon and fork neatly

 FORMCHECKBOX 
 Uses table knife for cutting or spreading
 FORMCHECKBOX 
 Uses knife and fork correctly and neatly

 FORMCHECKBOX 
 Uses napkin

 FORMCHECKBOX 
 Drinks from a straw with minimal assistance

 FORMCHECKBOX 
 Does not order at public restaurants

 FORMCHECKBOX 
 Orders simple meals like hamburgers or pizza

 FORMCHECKBOX 
  Orders complete meals

TOILETING
 FORMCHECKBOX 
 Is diapered

 FORMCHECKBOX 
 Uses toilet if placed there at frequent intervals

 FORMCHECKBOX 
 Indicates need to use the toilet

 FORMCHECKBOX 
 Frequently has toilet accidents during the day

 FORMCHECKBOX 
 Occasionally has toilet accidents during the day

 FORMCHECKBOX 
 Never has toilet accidents during the day

 FORMCHECKBOX 
 Lowers pants at the toilet without assistance

 FORMCHECKBOX 
 Sits on the seat without assistance

 FORMCHECKBOX 
 Uses toilet tissue appropriately

 FORMCHECKBOX 
 Flushes toilet after use

 FORMCHECKBOX 
 Pulls up clothes without assistance

 FORMCHECKBOX 
 Washes hands correctly without assistance 

ROOM CLEANING
 FORMCHECKBOX 
 Does not clean room at all

 FORMCHECKBOX 
 Cleans room but not thoroughly

 FORMCHECKBOX 
 Cleans room well, e.g., sweeping, dusting, and tidying

TABLE CLEARING
 FORMCHECKBOX 
 Does not clear table at all

 FORMCHECKBOX 
 Clears table of unbreakable dishes and silverware

 FORMCHECKBOX 
 Clears table of breakable dishes and glassware
TIME
 FORMCHECKBOX 
 Has no understanding of time

 FORMCHECKBOX 
 Associates time on clock with various actions and events

□  Understands time equivalents, e.g., 12:15 is the same as quarter past twelve
 FORMCHECKBOX 
 Understands time intervals, e.g., between 3:30 and 4:30

 FORMCHECKBOX 
 Tells time by clock or watch correctly to the minute
JOB COMPLEXITY
 FORMCHECKBOX 
 Performs no work at all

 FORMCHECKBOX 
  Performs simple work, e.g., simple gardening, mopping floors, emptying trash, etc

MOBILITY
 FORMCHECKBOX 
 Lifts head

 FORMCHECKBOX 
 Sits with support

 FORMCHECKBOX 
 Pulls to a stand

 FORMCHECKBOX 
 Stands without support

 FORMCHECKBOX 
  Unable to walk

 FORMCHECKBOX 
 Walks only with assistance

 FORMCHECKBOX 
 Limps or walks unsteadily

 FORMCHECKBOX 
  Walks with no difficulty

 FORMCHECKBOX 
 Walks up and down stairs alone

 FORMCHECKBOX 
  Runs without falling

 FORMCHECKBOX 
 Uses a walker or cane to ambulate

 FORMCHECKBOX 
 Uses a wheelchair to ambulate

DRESSING

 FORMCHECKBOX 
 Must be dressed completely

 FORMCHECKBOX 
 Resists when being dressed

 FORMCHECKBOX 
 Cooperates passively when being dressed

 FORMCHECKBOX 
 Cooperates when being dressed by extending arms and legs

 FORMCHECKBOX 
 Removes simple articles of clothing

 FORMCHECKBOX 
 Dresses self with help in pulling or putting on most clothes    and fastening them

 FORMCHECKBOX 
 Dresses self by pulling or putting on all clothes with verbal prompting and by fastening zippers, buttoning, snapping

 FORMCHECKBOX 
 Removes shoes without assistance

 FORMCHECKBOX 
 Un-ties shoe laces without assistance

 FORMCHECKBOX 
 Ties shoe laces without assistance

 FORMCHECKBOX 
 Puts on shoes correctly without assistance

 FORMCHECKBOX 
 Chooses own clothing

 FORMCHECKBOX 
 Chooses suitable clothing for weather and cleanliness

 FORMCHECKBOX 
 Wipes and polishes shoes when needed

 FORMCHECKBOX 
 Puts clothes in drawer or chest neatly
 FORMCHECKBOX 
 Wipes and polishes shoes when needed

 FORMCHECKBOX 
 Puts clothes in drawer or chest neatly

 FORMCHECKBOX 
 Hangs clothes on hanger, neatly

 FORMCHECKBOX 
 Puts dirty clothes in laundry without being reminded

PERSONAL BELONGINGS

 FORMCHECKBOX 
 Does not take care of personal belongings

 FORMCHECKBOX 
 Seldom takes care of personal belongings

 FORMCHECKBOX 
 Usually takes care of personal belongings

 FORMCHECKBOX 
 Takes care of personal belongings

WRITING

 FORMCHECKBOX 
 Cannot write or print any words

 FORMCHECKBOX 
 Writes or prints own name

 FORMCHECKBOX 
 Writes or prints ten words

 FORMCHECKBOX 
 Writes or prints forty words

 FORMCHECKBOX 
 Writes short notes and memos

 FORMCHECKBOX 
 Writes understandable letters

GROOMING
 FORMCHECKBOX 
 Makes n attempt o wash or dry self

 FORMCHECKBOX 
 Resists when being washed or dried by others

 FORMCHECKBOX 
 Cooperates when being washed and dried by others

 FORMCHECKBOX 
 Attempts to use soap and wash self

 FORMCHECKBOX 
 Dries hands and face

 FORMCHECKBOX 
 Washes face and hands with soap when needed
 FORMCHECKBOX 
Washes and dries self completely without prompt or assistance
 FORMCHECKBOX 
 Prepares and completes bathing unassisted
 FORMCHECKBOX 
 Recognizes the need to bathe frequently
 FORMCHECKBOX 
 Uses deodorant when prompted
 FORMCHECKBOX 
 Uses deodorant when needed without prompting
 FORMCHECKBOX 
 Brushes teeth with prompting
 FORMCHECKBOX 
 Brushes teeth independently without reminders
 FORMCHECKBOX 
 Combs or brushes hair with prompting
 FORMCHECKBOX 
 Combs or brushes hair independently

 FORMCHECKBOX 
 Shampoos hair

 FORMCHECKBOX 
 Shaves

 FORMCHECKBOX 
 Trims nails with assistance

 FORMCHECKBOX 
 Trims nails independently

 FORMCHECKBOX 
 Must be assisted with feminine hygiene during menstrual period

 FORMCHECKBOX 
 Attends to own needs during menstrual period

 FORMCHECKBOX 
 Blows nose when needed

SOCIALIZATION
 FORMCHECKBOX 
  Recognizes own family
 FORMCHECKBOX 
  Recognizes people other than family
 FORMCHECKBOX 
  Has information about others, e.g., job, address, relation to self
 FORMCHECKBOX 
  Shows affection to others
 FORMCHECKBOX 
  Has preference for some persons over others
 FORMCHECKBOX 
  Does not respond to others in a socially acceptable manner
 FORMCHECKBOX 
 Does not participate in group activities
 FORMCHECKBOX 
 Participates in group activities if encouraged
 FORMCHECKBOX 
  Participates in group activities
 FORMCHECKBOX 
  Participates in groups spontaneously and eagerly


 FORMCHECKBOX 
  Interacts with others imitatively with little interaction
 FORMCHECKBOX 
 Interacts with others for a short period of time 

 FORMCHECKBOX 
  Plays simple games with others

 FORMCHECKBOX 
  Cooperates and shares with others
 FORMCHECKBOX 
  Willingly follows most simple requests

 FORMCHECKBOX 
  Asks if there is something for him/her to do, e.g., chores or leisure activities

 FORMCHECKBOX 
 Will not engage in assisted activities
 FORMCHECKBOX 
 Initiates most of own activities 

 FORMCHECKBOX 
  Maintains control of self even when angry

 FORMCHECKBOX 
 Seeks attention in an appropriate manner 
COMMUNICATION
 FORMCHECKBOX 
 Searches for sound with eyes
 FORMCHECKBOX 
 Turns head toward sound
 FORMCHECKBOX 
 Follows moving objects with eyes
 FORMCHECKBOX 
 Listens to music

 FORMCHECKBOX 
 Responds to "no"

 FORMCHECKBOX 
  Nods head or smiles to express happiness

 FORMCHECKBOX 
 Indicates wants by pointing or vocal noises

 FORMCHECKBOX 
 Chuckles or laughs when happy

 FORMCHECKBOX 
 Expresses anger by vocal noise

 FORMCHECKBOX 
 Responds to directions, e.g., "please come here"

 FORMCHECKBOX 
 Communicates with gestures

 FORMCHECKBOX 
 Communicates with sounds

 FORMCHECKBOX 
 Speaks single words

 FORMCHECKBOX 
 Speaks in phrases

 FORMCHECKBOX 
 Speaks in sentences

 FORMCHECKBOX 
 Answers simple questions

 FORMCHECKBOX 
 Asks questions

 FORMCHECKBOX 
 Expresses feelings and desires

 FORMCHECKBOX 
 Relates experiences

 FORMCHECKBOX 
 Uses complex sentences

 FORMCHECKBOX 
 Understands directions requiring a decision

 FORMCHECKBOX 
 Understands directions referring to the order in which things must be done

 FORMCHECKBOX 
 Understands directions containing prepositions, e.g., on, in, above, etc.

 FORMCHECKBOX 
 Speech is very difficult to understand
 FORMCHECKBOX 
 Speech is somewhat difficult to understand

 FORMCHECKBOX 
 Speech is easily understood
SENSE OF DIRECTION
 FORMCHECKBOX 
 Gets lost whenever he/she leave on his/her own living area
 FORMCHECKBOX 
 Goes around home alone
 FORMCHECKBOX 
 Goes around a few blocks from home without getting lost
 FORMCHECKBOX 
 Goes several blocks from home without getting lost

ATTENTION
 FORMCHECKBOX 
 Will pay attention to purposeful activities for at least five minutes
 FORMCHECKBOX 
 Will pay attention to purposeful activities for at least 15 minutes
 FORMCHECKBOX 
 Will pay attention to purposeful activities for more than 15 minutes, e.g., playing games, reading, cleaning up
READING
 FORMCHECKBOX 
 Recognizes ten or more words by sight
 FORMCHECKBOX 
 Reads various signs, e.g., "one way", "no parking", "women", "men"
 FORMCHECKBOX 
 Reads simple stories or comics

 FORMCHECKBOX 
 Reads books suitable for children seven years old

 FORMCHECKBOX 
 Reads books suitable for nine years old
 FORMCHECKBOX 
 Recognizes fewer than ten words or none at all

NUMBERS
 FORMCHECKBOX 
 Has no understanding of numbers

 FORMCHECKBOX 
 Counts two objects by saying, "one, two, three ..."

 FORMCHECKBOX 
 Mechanically counts to ten

 FORMCHECKBOX 
 Counts ten or objects

 FORMCHECKBOX 
 Does simple addition and subtraction

MALADAPTIVE BEHAVIOR

For each item checked, please indicate the frequency of the behavior
 FORMCHECKBOX 
 Threatens or does physical violence to others 

     
 FORMCHECKBOX 
 Damages own or other's property

 

     
 FORMCHECKBOX 
 Disrupts other's activities


 

     
 FORMCHECKBOX 
 Uses profane or hostile language

 

     
 FORMCHECKBOX 
 Ignores regulations, resists following instructions

     
 FORMCHECKBOX 
 Runs away or attempts to run away
 


     
 FORMCHECKBOX 
 Takes other's property, lies or cheats
 


     
 FORMCHECKBOX 
 Displays stereotyped behaviors, e.g., rocks back

     and forth, has hands in motion 

 

     
 FORMCHECKBOX 
 Removes or tears own clothing

 

     
 FORMCHECKBOX 
 Does physical violence to his/her self

 
     
 FORMCHECKBOX 
 Is hyperactive, e.g., will not sit for any length of time

     
 FORMCHECKBOX 
 Displays heterosexual behavior that is socially

     unacceptable



 


     
 FORMCHECKBOX 
 Displays homosexual behavior that is socially

     unacceptable



 


     
 FORMCHECKBOX 
 Displays other unacceptable sexual behavior e.g., 

     masturbates, exposes self


 

     
 FORMCHECKBOX 
 Requires restraints



 

     
Staff only write below this line


Program(s) being requested by applicant:  FORMCHECKBOX 
 Day Support    FORMCHECKBOX 
 Congregate Residential    FORMCHECKBOX 
 In-Home Supports                                        FORMCHECKBOX 
 Sponsored Residential    FORMCHECKBOX 
 Personal Assistance    FORMCHECKBOX 
 Companion Services    FORMCHECKBOX 
 Respite
Does applicant meet the minimum program services eligibility requirements for the program(s) being requested?    FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

(If no, individual cannot be considered for program services -- complete referral and return to referring source.)                                  
Admission Decision:
 FORMCHECKBOX 
  Accept
Admission Date:       



 FORMCHECKBOX 
  Deny
Specify Reasons:      
Date of the visit to the Program:       
Method of Screening     
Date Individual Notified:       
Date Referral Source Notified:       
Disposition of Applicant:       




Signature/Title of Assessor/Person Completing Form:  ___________________________________Date:      
                                                                   Print Name        
IF APPLICANT DOES NOT MEET REQUIREMENTS, DO NOT COMPLETE PAGES 9-13
MEDICAL PROFILE
Date of last physical exam:       
TO BE COMPLETED BY PARENT/GUARDIAN/AUHTORIZED REPRESENTATIVE/CAREGIVER OF APPLICANT
Health History and Current Medical Needs:  Has the applicant been treated by a physician or had any indication of:

	YES
	NO
	DATE
	COMMENTS

	High blood pressure?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Chest pain, pressure or discomfort?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Heart murmur or rheumatic fever?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Asthma or emphysema?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Bleeding problem?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Fainting spells?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Bone or joint problems?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Tumor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Cancer?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Diabetes?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	STD?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Tuberculosis?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Seizures?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hepatitis B?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Acquired Immune Deficiency (AIDS/HIV)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Pregnancy?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


CURRENT MEDICATION/DRUG USE PROFILE
Prescription and non-prescription medications currently being taken and for past six months.

	CURRENT MEDICATION TAKEN (list by name)
	DOSAGE
	FREQUENCY

	1.
	     
	     
	     

	2.
	     
	     
	     

	3.
	     
	     
	     

	4.
	     
	     
	     

	5.
	     
	     
	     

	6.
	     
	     
	     

	7.
	     
	     
	     

	8.
	     
	     
	     

	MEDICATIONS TAKEN IN LAST 6 MONTHS

(list by name)
	DOSAGE
	FREQUENCY

	1.
	     
	     
	     

	2.
	     
	     
	     

	3.
	     
	     
	     

	4.
	     
	     
	     

	5.
	     
	     
	     


	Please list any drug allergies or adverse reactions:

     

	Please list any medications known to be ineffective:
     


TREATING PHYSICIANS

Please list all physicians, including specialists (i.e., optometrist, ophthalmologist, dermatologist, dentist, etc.), who has seen or treated the client/individual in the for past two years.

	NAME
	ADDRESS & PHONE
	SPECIALTY

	1.
	     
	     
	     

	2.
	     
	     
	     

	3.
	     
	     
	     

	4.
	     
	     
	     

	5.
	     
	     
	     

	6.
	     
	     
	     

	7.
	     
	     
	     


Health History and/or Current Medical Care Needs
	Allergies 
	 FORMCHECKBOX 
  No Known Allergies   FORMCHECKBOX 
  Penicillin   FORMCHECKBOX 
  Insect Stings  

 FORMCHECKBOX 
  Aspirin     FORMCHECKBOX 
  Other    FORMCHECKBOX 
 Foods (list)      


	Recent physical complaints & medical conditions

	     

	Restrictions on physical activities, if any:


	     

	Vision problems

	     

	Hearing Aid/Hearing Problems

	     

	Communication devices
	     

	Sexual Problems
	     

	Pregnancies
	     


MEDICAL INFORMATION
IMMUNIZATION HISTORY
Required immunizations must be determined locally.  Please record the date (month and year) of basic immunization and most recent booster doses.

	Vaccines
	Year of Basic Immunization
	Year of Last Booster

	Diphtheria

Pertussis (Whooping Cough) DPT*

Tetanus

Or
	1     
2     
3     
	1     
2     

	Tetanus

Diphtheria

Or
	     
	     

	Tetanus
	     
	     

	Oral Polio (Sabin) *TOPV
	     
	     

	Injectable Polio (Salk)
	     
	     

	Measles (Hard measles, Red measles, Rubella)
	     
	     

	Mumps
	     
	     

	Rubella (German, measles, 3-day measles)
	     
	     

	Other
	     
	     

	Tuberculin test given       (most recent)
	Results:  FORMCHECKBOX 
Negative    FORMCHECKBOX 
Positive
	


The Applicant is under the care of a physician for the following conditions:      
Current Treatment (include current medications):      
Explanation of any reported loss of consciousness, convulsion, or concussion:       
Any treatment to be continued:       
Any medication to be administered:  (specific dosages     
Any medically prescribed meal plan or dietary restrictions:       
Any allergies (food, drugs, plants & insects, etc.):       
Nutritional Needs:

	     



HOUSING ARRANGEMENTS FOR INDIVIDUAL’S Needs:

	     



Any At-Risk Behavior to self and/or others:

	     



PERMISSION FOR EMERGENCY MEDICAL ATTENTION

I hereby give my permission for emergency medical attention for:      
In the event of injury or illness while in the company's care, I request the following physician be called first:

     








     
PHYSICIAN'S NAME 






PHYSICIAN'S PHONE NUMBER

     








     
PHYSICIAN'S ADDRESS





HOSPITAL NAME

In the event that the above physician is not reachable and/or the above hospital is not available my second choice of hospital is:
     
HOSPITAL NAME

I also understand that the hospital may assign the on-call physician for medical treatment.
________________________________
     __________________________
               
Signed





Relationship



                           Date
EMERGENCY CONTACTS:
I understand that if my preferred physician is not available another physician will be called, and that I will be notified as soon as possible.  If I am not immediately available, please notify:
NAME      








PHONE #      
ADDRESS      





RELATIONSHIP TO APPLICANT      
NAME      







PHONE #      
ADDRESS      





RELATIONSHIP TO APPLICANT      
I give permission to be taken to       for the purpose of receiving emergency medical treatment.  I further agree to be solely liable for all expenses incurred for such emergency treatment.

My second choice of medical facility for receiving emergency medical treatment is      .

 FORMCHECKBOX 
 This individual is unable to communicate without assistance.
This individual has an Advanced Directive:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 I agree that as the parent/legal guardian/authorized representative of the above named person, I will be solely responsible for any medical treatment given and medical expenses incurred in the event of a medical emergency and in my absence, and agree that Jerolin Management Services, LLC nor any of its agents or employees has any liability in this regard.

________________________________
     __________________________
               
 

Signed





Relationship



Date

     _________________________________
     ________________________________


Phone # (Home)




Phone # (Work)
TO THE BEST OF MY KNOWLEDGE, ALL INFORMATION CONCERNING THE ABOVE NAMED INDIVIDUAL HAS BEEN SUBMITTED TO RESIDENTIAL LIVING OPTIONS.  NO INFORMATION HAS BEEN WITHHELD REGARDING THE INDIVIDUAL'S DISABILITY, HISTORY, BEHAVIOR, SKILLS, CRIMINAL RECORD OR COMMUNICABLE DISEASES INCLUDING BUT NOT LIMITED TO AIDS AND HEPATITIS.  ALL INFORMATION SUBMITTED IN CONNECTION WITH THIS APPLICATION IS STRICTLY CONFIDENTIAL

Applicant  ________________________________________________________________
        Date      
Parent/Legal Guardian/Authorized Representative _________________________________________   Date      
(must be signed if the applicant/individual is under 18 years of age or has a court-appointed guardian)

	
	Jerolin Management Services, LLC
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