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Intake Packet


[bookmark: Check1][bookmark: Check2]Check Type:  	  |_| Full-time			|_| Part-time			|_| Saturdays Only
		                     
[bookmark: Text2][bookmark: Text3]Full Name:               	Date of Birth:      	   			SSN:           

[bookmark: Text5]Address:       															Phone #:      

[bookmark: Text227][bookmark: Text187]Admission Date:        				Start Date:     							 

[bookmark: Text188]Guardian Name:      											Phone Number:      
	
I.	IDENTIFYING INFORMATION

[bookmark: Text192][bookmark: Text219]Age:         Gender:        Race/Ethnicity:        County of Origin:        

Type of Waiver:  	Level I |_|	I.O. Waiver |_|
Medicaid #:       	Days per week approved to attend program?      

MR/DD County Agency:       	
[bookmark: Text216]	Case Manager’s Name:          	 Phone:         			Fax:      
	Business Address:       
		
Provider Agency:       	
	Contact Person’s Name:          	 Phone:         			Fax:      
	Business Address:       
	Email Address:       

Client Emergency Contact:
	 Name:     	Relationship:       
	Address:               	Phone:       


II. GENERAL INFORMATION

1. Describe the general characteristics of the individual:


2. Has the individual ever attended previous Day Hab Program(s)?      


3. What is the primary purpose and general goals for attending this program?      


4. Are there any primary concerns regarding this client successfully meeting the expectations of this program?      

III. BEHAVIORAL/COGNITIVE/EMOTIONAL FUNCTIONING
	
A. Social
a. Describe general personality and social skills:  
                    |_| Friendly, Outgoing, 			|_| Stubborn
|_| Easily frustrated				|_| Timid, Shy
                    |_| Polite, helpful				    	|_| Aggressive
                    |_|Quiet, withdrawn				|_| Happy, Pleasant to be around
                    |_|Relax, easy going				|_| other, ________________________


b. Friendship/Social Peer Supports/Relationships (check all that apply):  
                    |_| Many Friends					|_| Difficulty Sustaining Friendships
                    |_| Difficulty Making Friends    	|_| Recent Conflict with Significant Others
Comments:

		

B. Emotional – Rank  the individual’s skills in the following areas: 1(Poor) to 5 (Good)
      			Impulse Control |_|					Anger Management |_|
			Conflict Resolution |_|					Peer Pressure |_|
			Stress Management |_|					Decision Making Skills |_|
			Dealing with difficult emotions (grief, loss, frustration, anger) |_|
			Excitement, chaos, change |_|			Transitions |_|
		Comments:



C. Physical/Developmental
Level of hearing loss?  Mild		Moderate		Severe   
Physical disabilities? 
Are special accommodations needed to make accessibility possible?
Is person independent in personal care needs while in the community?

Comments:



D. Cognitive
IQ Diagnosis?		Borderline		Mild MR		Moderate MR		PDD	Autistic 
		Read and Writing skills?
Comments:




E. Communication Skills
What is the primary method of communication?
                    |_| Writing only		 	|_| Lip reading and Verbal only	
|_| Sign language only		|_| Signing and Oral

How would you describe their level of signing skills?
Home signs	Basic signs		Sign English		ASL 
			
Comments:

IV.	CLIENT ASSETS AND STRENGTHS

1. Rank their skills in the following areas of knowledge: 	1 (poor)	to 	5 (Good)
a. Living independently in own apt (paying bills, etc): |_|
b. Basic home making skills: |_|
c. Home and Community Safety: |_|
d. Food preparation and cooking: |_|
e. Personal hygiene and care: |_|
f. Cleaning and Laundry: |_|
g. Shopping (food, clothing and home supplies): |_|
h. Money management: |_|
i. Public transportation: |_|
j. Use of community services and resources: |_|

2. What kinds of activities and interests does this client enjoy?

	
XI. AT RISK OR DANGEROUS BEHAVIORS:
a. Has the individual ever been arrested, place on probation or been convicted of a crime?	Y  N
b. Are they physically aggressive towards others or destructive to property?   Y    N
c. Do they have any sexual behaviors that can place others at risk?  Y     N
	Comments:















XIII.	HEALTH STATUS/PAST & CURRENT PROBLEMS:  

          A.    Clarify any specific health concerns for client:       
	
	Allergies, drug or food sensitivities?             If yes, explain:       

		Name of Medication
	Dosage
	Time Given
	Purpose of Medication

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	
Psychiatrist’s Name:       
[bookmark: Text224][bookmark: Text225]         Address:         								Phone:      

        
Any other comments or information you feel staff should know about this individual?



























CONSENT FORM

The information obtained in this packet will assist us in designing a program that will best meet your individual needs.  Signing below indicates that you understand the services being offered and that you would like to participate in our program.  All activities provided are for the soul purpose of assisting you in the development of your social, recreational, communication and independent living skills.  

ACTIVITY CONSENT
Initiating in this area indicates that you want to participate in general art, recreational, music and educational activities, such as swimming, horseback riding and canoeing while in our program. _______

MEDICAL CONSENT
I knowingly and voluntarily authorize Respite Connections to procure such emergency medical, dental, or optical treatment upon competent medical advice, as deemed necessary and in my best interest.  I understand that except in the case of a life-threatening emergency, I will be notified in advance of any serious medical, dental or optical problems requiring treatment.  Respite Connections shall not be liable for the performance of such medical care, which will be procured only upon the advice of a licensed physician.  _________

PHOTO/VIDEO MATERIALS CONSENT
I understand that Respite Connections collects photographs of participants during activities and special events.  I give my permission for myself to be photographed and videotaped as it relates to program services.  I understand that no pertinent identifying data will be given to the media or used for any publicized activity without first getting my written permission. _________

TRANSPORTATION CONSENT
I give permission for Respite Connections to transport me in their own personal and/or agency care/van/truck as needed.  I understand that all agency and staff will have the State minimum of liability insurance.  _________

Consumer: ____________________________________		Date: ______________


Guardian:  ____________________________________			Date: ______________


Case Manager:  ________________________________		Date: ______________	


Program Coordinator:  __________________________			Date: ______________	


Agency Director:  ______________________________			Date: ______________	
Consent for Release of Information

[bookmark: Text1]Person’s Full Name:      					Date of Birth:      					SSN:      

The following agency(s)/individuals have my permission to exchange/give/receive/share/re-disclose information regarding service delivery planning for the purpose of securing, coordinating, and/or providing services for the above named person (please identify all agencies/individuals and their addresses that apply):

Respite Connections, Inc.	5250 Strawberry Farms Blvd., Columbus, OH 43230______
	

________________________________________________________________________________________________________	
		

________________________________________________________________________________________________________


________________________________________________________________________________________________________
			
I authorize the exchanging/giving/receiving/sharing/re-disclosing of the following information if needed by the receiving agency/individual to secure, coordinate, and provide services to the person named above: 
Purpose or need for disclosure of information:	Continuity of Care: YES	NO
Other (specify): ________________________________________________________________

Extent or nature of information to be released:
___ Assessments							___ Incident Reports
___ Summary of services					___ Contract – Financial matter
___ Other (specify): _____________________________________________________________


I understand that the Consent for Release of Information expires 180 days from the date it is signed unless otherwise indicated herein by the consumer. I also understand that I may cancel this Consent for Release of Information at any time by stating so in writing with the date and my signature and delivering it to a Respite Connections Service Team Member. The revocation does not include any information that has been shared between the time that I gave permission to share information and the time that it was cancelled.

I understand that my signing or refusing to sign this consent will not affect public benefits or services that I am eligible for.

[bookmark: Text8][bookmark: Text9][bookmark: Text10]This consent expires on the       day of           20      

	
	
	

	Signature of Person

	
	Date

	
	
	

	Signature of Parent/Guardian

	
	Date

	
	
	

	Witness/Agency Representative

	
	Date



5250 Strawberry Farms Blvd., Columbus, OH 43230
(614) 890-4357 Office     :     (614) 890-4412 FAX
www.respiteconnections.org
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