Application for Services

Date of Application:  




Applicant:  










 
Birthdate:  



  Sex:  

  Marital Status: 



          
Applicant’s Present Address:  








    
Phone:  









Birthplace:  









County of Legal Settlement:  












Social Security No.  



  Medicaid No.: 



  Medicare No.:  



Religious Affiliation:  













        Legal Guardian
Name:  




  Address:  


  Phone:  



        Co-Guardian
Name:  




  Address:  


  Phone:  



        Trustee

Name:  




  Address:  


  Phone:  



        Conservator
Name:  




  Address:  


  Phone:  



        Payee

Name:  




  Address:  


  Phone:  



Primary Caregiver:


Name:  






  Birthplace:  







Address:  





  Home Phone:  














  Business Phone:  





Applicant’s Parents:

Marital Status:  M
S
D
W
(circle one)


Father’s Name:  





  Living?  

  Birthdate:  




Address:  






  Home Phone:  














  Business Phone:  





Birthplace:  






  Social Security No.:  





Mother’s Name:  





  Living?  

  Birthdate:  




Address:  






  Home Phone:  














  Business Phone:  





Birthplace:  






  Social Security No.:  





Rules for acceptance and participation in OHI programs are the same for everyone without regard to race,

color, national origin, sex, age, handicap, creed, religion, or political affiliation.
Application for Services

Name, address, & phone number of other nearest relative or responsible people:

(1)  Name:  






  Relationship to Individual:  




       Address:  






  Home Phone:  














  Business Phone:  






(2)  Name:  






  Relationship to Individual:  




       Address:  






  Home Phone:  














  Business Phone:  






State why application is being made:  (attach supplementary sheet, if necessary)

Race:  

  Height:  

  Weight:  

  Color of Eyes:  

  Color of Hair:  


Primary Diagnosis:  













Secondary Diagnosis:  














Diagnosed Epilepsy?  Yes  
  No  

  
Type of Seizures:  







Allergies (record in red ink):  












Medications (include dosage):

Does applicant self-administer medication?  Yes  

  No  



Please list any special attention needed for management of bowels, bladder, or any aspect of personal care:  































































Application for Services

Personality:  Describe the applicant regarding the following:  general attitude toward others, ability to get along, temper, attitude toward members of the opposite sex, knowing different between right and wrong, coping skills, anything that will help the admissions committee to know and understand the applicant:  




































































  
SPEECH AIDS USED:  













Ambulaten:  
Limited?  
Yes  
  No  

Aides Used:  








PROFESSIONAL DESIGNATIONS:  (Name, Address, & Telephone No.:)

Current Physician:  













Current Pharmacist:  













Current Dentist:  














Current Optometrist or Ophthalmologist:  










Current Audiologist:  













Current Psychiatrist/Therapist:  












Current Speech Therapist:  












Current Physical Therapist:  












Other:  































Profile
This information will support Opportunity Homes, Inc. with providing individualized services to the applicant.  Please complete each section as appropriate to include dates in applicable sections.  If the answer is not applicable, mark N/A.  Please include an additional sheet if necessary.
Applicant’s Name:  







Date:  





Completed by:  








Relationship to Applicant:  


LEGAL STATUS:

Guardian: 














Representative Payee:  













Conservator:  














Any Court Involvement:  










































LEGAL HISTORY:

Any court involvement, past and present:  








































DESCRIPTION OF PREVIOUS LIVING ARRANGEMENTS/ENVIRONMENTAL HISTORY:

All previous places lived:  










































Institutional placements:  



























Impact institution has on applicant:  









































PREVIOUS SERVICES RECEIVED:  









































SUMMARY OF ALL CURRENT SERVICE INVOLVEMENTS:  (vocational, mental health, residential, etc.):  

































PROFILE
SUMMARY OF SIGNIFICANT MEDICAL CONDITIONS AND PHYSICAL HISTORY:

Major surgeries/medical hospitalizations:  









































Seizure Protocols/History:  











































Dietary Needs due to medical conditions:  








































Medication Treatment Information (ie-does not like to take meds/difficulty swallowing, etc.):  



















































Prenatal Delivery History:  




























Past illness and injuries:  










































Chronic conditions such as upper respiratory infections, ear problems, allergies, etc.:  



































ONSET OF DISABILITY:

When was person first diagnosed with disability(s):  

























What was their reaction to their diagnosis?  

























PROFILE
SUBSTANCE USE/ABUSE HISTORY:

Current Substance use/abuse:  












Past substance use/abuse:  












Any known family substance use/abuse:  


























SIGNIFICANT SOCIAL, CULTURAL, OR HISTORYICAL EVENTS WHICH AFFECT INDIVIDUAL’S CURRENT LEVEL OF FUNCTIONING:

Past relationship issues with family/guardian/friends:  







































Specific family traditions, religious or otherwise:  







































ENVIRONMENTAL HISTORY:

How does individual respond to environmental factors (ie-do they require no stairs in home, anxiety response to loud noises, anxiety in group settings, tend to isolate self, etc.):  






















































COMMUNICATION SUPPORTS: 

Supports individual uses to further better communication:  






































DOMESTIC VIOLENCE/PHYSICAL, EMOTIONAL AND SEXUAL ABUSE:

Current and History:  











































Individual’s response to the abuse/how the abuse has impacted their life:  





















































PROFILE
BEHAVIORAL HISTORY:

Past psychiatric hospitalizations:  









































Known antecedents to behaviors:  
























































VOCATIONAL TRANING/EMPLOYMENT HISTORY:

Place of employment/vocational training:  


























Type of work applicant does:  



























Past places of employment/vocational training to include years of service:  




































EDUCATIONAL HISTORY:

Grade School:  















High School:  














Formal Education:  













Attitude towards education:  

























































FAMILY HISTORY:

Family involvement (siblings, relationship with family):  























































Location of family:  


























































PROFILE
Specific relationship information that impacts individual:  






















































Family medical history:  


























































PSYCHOSOCIAL HISTORY:  

How does their diagnosis affect their social needs?:  





































































MENTAL ILLNESS:

Diagnosis:  















Symptoms:  















Impact symptoms have on independent living skills:  





































































LEISURE/RECREATIONAL ACTIVITIES:  

Interests/Motivations/Hobbies:  
























































MARITAL/DATING:  

Girlfriend/boyfriend (include past and present):  


























Married?  Desire for marriage?:  




























PROFILE
SPIRITUALITY:

Faith:  
















Do they practice?  If no, reason:  











How do they practice?:  





























FINANCIAL:  

What is individual’s financial status?:  












How has this impacted their lives?:  










































Does individual have burial account?  If so, location and amount:  









STRENGTHS:  

What are individual’s strengths?:  



























How do they present these strengths?:  









































How does the individual acknowledge if they like or dislike something?:  





































CHOICES:  

What is the most effective approach to present options?:  






















































FUTURE DESIRES:  
What does the individual wish to accomplish?:  








































RESPITE DAILY SCHEDULE
Applicant’s Name:  






  
Date:  






Completed by:  








Relationship to Applicant:  



On a typical day, this person’s daily schedule is as follows:  (Write N/A if the scheduled item is not applicable)


Wake time:  









Breakfast time:  








Morning meds time:  







Morning snack time:  







Lunch time:  








Mid-day meds time:  







Afternoon snack time:  







Supper time:  








Evening meds time:  







Bed time:  








Other daily scheduled items:  








































































Food Preferences:


Breakfast:  















Lunch/Supper:  














Snacks:  














Other special scheduled items:  (ie-gymnastics on Tuesdays at 3:00pm, soccer on Thursdays at 4:00pm)
































































ATTACH PHOTO HERE (OPTIONAL)

















DRESSING:


    No Assistance:  		


    Some Assistance:  		


    Full Assistance:  		


EATING:


    No Assistance:  		


    Some Assistance:  		


    Full Assistance:  		


BATHING:			


    No Assistance:  		


    Some Assistance:  		


    Full Assistance:  		


TOILETING:


    No Assistance:  		


    Some Assistance:  		


    Full Assistance:  		


SLEEP HABITS:


    Normal? 	Yes  	  No  	


    Dreams?  	Yes  	  No  	 


    Nightmares?  	Yes  	  No  	


    Sleep Walk?  	Yes  	  No  	


BRUSHING & CARING OF TEETH:


    Assistance?  	Yes  	  No  	


    Dentures?  	Yes  	  No  	


SIGHT:


    Limited?    	Yes  	  No  	


    Glasses?    	Yes  	  No  	


    Contacts?    	Yes  	  No  	


HEARING:


    Limited?    	Yes  	  No  	


    Aides Used?  			














		YES	NO		


Diabetes		  	


Operations		  	


Fractures		  	


Head Injury		  	


Back Injury		  	


Other Injuries		  	


Chronic Back Pains		  	


Tuberculosis		  	


		YES	NO


Heart Trouble		  	


Stomach Trouble		  	


Hepatitis		  	


       Type ___	__ Carrier or Active


High Blood Pressure	  	


Fainting Spells		  	


Epilepsy		  	


Mental Disease		  	


		YES	NO


Jaundice		  	


Rheumatism		  	


Asthma			  	


Sinus Trouble		  	


Skin Disease		  	


Hernia			  	


Eating Disorder		  	


Date of last Tetanus Shot:


				























OPPORTUNITY HOMES, INC.


                                606 Iowa Avenue  ≈  PO Box 166  ≈  Decorah, IA  52101


9
Phone:  563-382-8140  ≈  Fax:  563-382-5049

