APPLICATION FOR ADMISSION

	[image: image1.png]a2 RHA
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	APPLICATION FOR ADMISSION

(Please Fill In All Answers)


Date: 

Demographic Information:

Full Name: 

Social Security #: 

Birth Date: 

Age: 

Sex:    FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

County Of Legal Residence: 

Home Address: 

Telephone: 

Current Residency: (Group Home, Institution, etc.) Name and Address: (Include Contact Person)

Contact Person: 

Legal Guardian (include type): 

Address: 

Telephone: (home) 

(work) 

County:_______________________          E-Mail Address:___________________________________________
Referral source/Person Making Referral (fill in Name in the blank line):

___self

___ Family Member/Relationship: ________________________________________

___Other Provider/Relationship (i.e., TCM): ________________________________

___LME Contact: ____________________________________________________

___ School Contact: __________________________________________________

___Other Community Agency (i.e., DSS, DJJ, VR, etc.) ______________________

Contact Info for Referral Source:

Work # __________________   Cell #  __________________ Fax #_______________


Email address: _________________________________________________

Insurance/Funding Information:

Does the person being referred have Medicaid?  Y/N   ID#___________________

Does the person being referred have Medicare?  Y/N  ID#_____________________

Other Insurance? Type_______  ID#______________________

Is the person being referred a CAP-MR/DD recipient?  Y/N

Family/Natural Supports Information:

Natural Father’s Name: 

Address: 

Telephone: (home) 

(work) 

Education: 

Place Of Employment: 

Working Hours: 

Natural Mother’s Name:

Address: 

Telephone: (home) 

(work) 

Education: 

Place Of Employment: 

Working Hours: 

Family Involvement: 

Religious Preference: 

Current Marital Status Of Parents:

(If divorced, please give information regarding current spouse(s), if applicable.  If additional space is needed, please use back of this sheet).

Name Of Siblings, Birthdays, Telephone # And Address:

Other Significant Persons And Relationships:

Medical Information:

Present: Height: 

Weight: 

Personal Physician’s Name: 

Address: 

Telephone: 

Does Applicant Carry Any Contagious Disease(s)? 

(If So, What Type?) 

Last Dental Examination: 

Current Diet: 

Seizures:  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

Type: 

Frequency: 

Medications (Type And Dosage):

Current IQ Score: 

Functioning Level: 

Behavior Information:

Psychotherapeutic Drugs (Type And Dosage):

Behavior Problems: (Identify Any Maladaptive/Self-Injurious And/Or Inappropriate Behaviors)

Frequency (Daily, Weekly, Monthly, Etc.): 

Intensity (Mild, Moderate, Severe): 

Planned Program/Guidelines (Description):

Self Care Information:

A. Dining:
B. Bathing:


1.  FORMCHECKBOX 
 Independent
1.  FORMCHECKBOX 
 Independent


2.  FORMCHECKBOX 
 Minimal Assistance
2.  FORMCHECKBOX 
 With Assistance (Specific-Verbal,


(Basic Reminders)
Physical, Gestural)


3.  FORMCHECKBOX 
 Maximum Assistance
3.  FORMCHECKBOX 
 Full Physical


(Physical/Verbal Assistance/ Prompting)
4.  FORMCHECKBOX 
 Resists Bathing


4.  FORMCHECKBOX 
 Must Be Fed


Problems With Dining (Explain): 

C. Ambulation:
D. Dressing:


1.  FORMCHECKBOX 
 Ambulatory
1.  FORMCHECKBOX 
 Independent


2.  FORMCHECKBOX 
 Semi-Ambulatory (Explain)
2.  FORMCHECKBOX 
 Verbal Cues


3.  FORMCHECKBOX 
 Self Propels Wheelchair
3.  FORMCHECKBOX 
 Physical Prompts


4.  FORMCHECKBOX 
 Dependent Wheelchair
4.  FORMCHECKBOX 
 Must Be Dressed


5.  FORMCHECKBOX 
 Confined To Bed
Other Important Factors:

E. Toileting:


1.  FORMCHECKBOX 
 Toilets Self


2.  FORMCHECKBOX 
 Toilet Scheduled


3.  FORMCHECKBOX 
 Incontinent


4.  FORMCHECKBOX 
 Displays Potential For Training/Scheduling.  Explain:

Self Care Information (Continued):

F. Communication:
G. Sleeping Habits:


1.  FORMCHECKBOX 
 Verbal
1.  FORMCHECKBOX 
 Sleeps Through The Night


2.  FORMCHECKBOX 
 Non-Verbal
2.  FORMCHECKBOX 
 Gets Up To Go To The Bathroom


3.  FORMCHECKBOX 
 Symbol Board
3.  FORMCHECKBOX 
 Sleeping During The Day


4.  FORMCHECKBOX 
 Manual Signs
4.  FORMCHECKBOX 
 Bed Wetting


5.  FORMCHECKBOX 
 Gestures
5.  FORMCHECKBOX 
 Problems Sleeping At Night


6.  FORMCHECKBOX 
 None
(Explain)


6.  FORMCHECKBOX 
 Receives Medication For Sleep


(if so, what type/dosage)

Reason For Placement:

What are your reasons for wanting your son/daughter/dependent to be placed in an RHA Home or service?  (Use additional space if needed on back of this sheet)

If known, Service Being Requested:

RESIDENTIAL

__ ICF/MR
__ DDA

__ Other
__Unknown 

NON-RESIDENTIAL

__ADVP
__ Targeted Case Management    __ Developmental Therapy__ VR/Long Term Supports

__ Supported Employment      __ Facility Based Respite

__ Specific CAP-MR/DD funded service:

__ Respite


__ Home and Community Supports


__ Home Supports


__ Day Supports


__ Personal Care


__ Self-Directed Supports 

__ Other ______________________
Are there any programs available in your home community of which you are aware?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please list:

Has your son/daughter/dependent been residentially placed or received other services in the last three (3) years?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please explain:

Has your son/daughter/dependent ever been denied or asked to leave a community program?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please explain:

Consent For Release Of Information:

With this application I grant the staff of RHA/North Carolina Operations, Inc. permission to perform any needed professional evaluations that may be necessary to meet the admission requirements for my son/daughter/dependent.


Date
Signature of Parent/Guardian

The following evaluations should be sent to RHA/North Carolina Operations, Inc. and they should be current within one (1) year from the date of the application: (If not immediately available to you, these items can be submitted at a later date pending contact from RHA).

Psychological

Social History

Medical History (Past and Current)

Physical

Educational

Dental Records

Immunization

After completing and signing this application, please return it to your nearest RHA office by mail or in person.  Thank you.
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