€ Achieve

Application for Services

IDENTIFYING INFORMATION
Applicant’s Full Name:

(First) (Middle) (Maiden) (Last)
Current Address:
(Street) (City) (County) (State) (Zip)
Permanent Address:
(Street) (City) (County) (State) (Zip)
Telephone Number: Birth Date: Sex: [ | Female [ ] Mae
Birthplace:
(Name) (County) (State) (Zip)
Eye Color: Hair Color: Height: Weight:
Identifying Marks: Socia Security Number:
Email Address:
Father’s Name:
(First) (Middle) (Last)
Address:
(Street) (City) (State) (Zip)
Home Phone; Work Phone: Cell Phone:
Email Address:
Birth Date: SSN: Employer:
Current Marital Status: Education:
(last grade compl eted)
[ ] Deceased Date of Death: Cause of Death:
Mother’s Name:
(First) (Middle) (Last) (Maiden)
Address:
(Street) (City) (State) (Zip)
Home Phone: Work Phone: Cell Phone:
Email Address:
Birth Date: SSN: Employer:
Current Marital Status: Education:
(last grade compl eted)
[ ] Deceased Date of Desath: Cause of Death:
GUARDIANSHIP/ CONSERVATORSHIP
Applicant’s status as a protected person:
[ ]1amaminor []1 am an independent adult
[ ]1 have alegally appointed guardian [ 11 have a conservator
Guardian/Conservator Name (if other than parent):
Address:
(Street) (City) (State) (Zip)
Home Phone: Work Phone: Cell Phone:
Email Address:
Date Guardianship Established: Type: [ Full [ ] Limited

*Please attach a copy of guardianship / conservator ship papers
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@Chle\/e Application for Services

REQUESTED SERVICES (check all that apply):
_____Employment Services

Requested Start Date:

[] On-campus ] In Community [] Volunteering

____Community/Living Skills Training (i.e. social skills, community skills, financial, personal living, etc)
Requested Start Date:
____ Medical Services/ Therapies
Requested Start Date:
[ ] Nursing Services [] Physical Therapy [] Occupational Therapy [ ] Speech & Language

Residential Services

Requested Start Date:

] Supported Living ] Supervised Apartment / Home ] Home with 24 hour support
Residential Goals: [ ] Tolivewith family  [] To buy ahouse or condominium ] To rent own home or apartment

[ ] Toliveaone [] To have aroommate ] 24 hr. support needed

DEVELOPMENTAL DIAGNOSIS
Please indicate doctor’s diagnosis (check all that apply)*:
*Documentation required

[] Cognitive Delay / Learning Disability

IQ:  [] Borderline (71-85) [ ] Autism

[ Mild (52-70) [] Cerebral Palsy

[] Moderate (36-51) [ ] Mental Health

[] Severe (20-35) [] Epilepsy/Seizure Disorder

] Profound (20 or below) [] Traumatic Brain Injury

[ ] Unknown [] Down Syndrome

] No Cognitive Delay

[ ] Other
(] Head Injury [] Vision Impairment (] Hearing Impairment ] ADHD
[] Fragile X Syndrome[] Blind [ ] Deaf [ ] Emotiona Disturb
[] RubellaSyndrome [ ] Diabetes [ ] Alzheimer’ s Disease [ ] Mental Illness
[] Kidney Problems [ ] Ulcers/ Stomach Problems [ ] Multiple Sclerosis [] Stoke (Post CVA)
] SpinaBifida ] Prader Willie Syndrome [ ] Tourette’s Syndrome (] High Blood Pressure

[] Muscular Dystrophy [ ] Fetal Alcohol Syndrome [ ] Asthma/ Lung Problems [ ] Heart Defect
[ ] Seizure Disorder  [_] Other:

Were any of these conditions diagnosed after age22? [ ] Yes [ 1No
If yes, which ones?

PHYSICIANS/DOCTORS
Doctor’ s applicant currently sees:

Primary Physician: Phone:
Clinic;
Address:
(Street) (City) (State) (Zip)
Psychologist: Phone:
Clinic;
Address;
(Street) (City) (State) (Zip)
Psychiatrist: Phone:
Clinic:
Address:
(Street) (City) (State) (Zip)
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@Chle\/e Application for Services

Neurologist: Phone:
Clinic:
Address:
(Street) (City) (State) (Zip)
Other Physicians (i.e. Ophthalmologist, Dentist, Der matologist, Orthopedist, etc-use additional page if necessary):
Name: Phone:
Clinic:
Address:
(Street) (City) (State) (Zip)

RELATED SERVICES
Indicate which therapy, if any, applicant currently receives:

[] Speech/Language [ ] Physica [ ] Occupational [ ] Counsdling

[] Other (please specify):

Therapist: Phone:
Clinic:
Address:

(Street) (City) (State) (Zip)
Hospital Preference:

(Name) (Street) (City) (State) (Zip)

Major Medical Insurance Co.: Policy #:
Enrolledin Medicare Part D: [ | Yes [ ] No Medicare D Card available: [ ] Yes [ | No

Applicant takes own Medications: [ ]Yes [ |No  Needs assistance when taking medications: [ ]Yes [ ]No
Allergies (Type and Severity):

Prescription M edications Applicant Currently Takes:

Name: Dosage:
Prescribing Physician: Reason:

Date Prescribed: Expiration Date:
Side Effects Experienced:

Name: Dosage:
Prescribing Physician: Reason:

Date Prescribed: Expiration Date:
Side Effects Experienced:

Name: Dosage:
Prescribing Physician: Reason:

Date Prescribed: Expiration Date:
Side Effects Experienced:

Name: Dosage:
Prescribing Physician: Reason:

Date Prescribed: Expiration Date:

Side Effects Experienced:
Use an additional sheet if necessary

ADAPTIVE EQUIPMENT
Check any of the corrective devices or adaptive equipment applicant uses:

[ ] eyeglasses [ ] correctivelenses [ ] AFO's [] orthopedic splints  [_] orthopedic shoes/braces
[ ] dental braces [ ] dentures [ ] body jacket [ ] gait belt [ ] helmet

[] catheter (] colostomy bag [] hearing aid [ ] manua wheelchair [ ] electric wheelchair

[ ] walker / cane [ ] crutches [ ]bedrails [ ] shower chair [ ] mechanical lift

[ ] pacemaker [] Other (please specify):
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DIETARY INFORMATION
Check all that apply:
[] Applicant has specia dietary needs (please describe):

] Applicant needs 1:1 assistance during meals
[ Applicant needs help setting up and preparing for meals
] Applicant needs monitoring or verbal prompting throughout meals

[ ] Applicant has a swallowing disorder (please describe):

[ Applicant requires a dysphasia diet
[ ] Chopped [] Ground [ ] Pureed

[ Applicant requires adaptive eating utensils (please describe):

[] Applicant requires tube feeding (please indicate type):
[] Other Diet Concerns (please describe):

DEVELOPMENTAL / COMMUNICATION HISTORY
At what age did applicant:

Sit up by self Walk Crawl
Stand by self Talk Independently Toilet

Primary means of expression:
[] Speaks [] Sign Language [ ] Gestures ] Communication Device / Book
[] Other (please specify):

What language does applicant speak and/or understand?

Please check theitemsthat apply, and describe the applicant, as abjectively aspossible. Thisinformation is needed
to plan for the applicant’s best inter ests while being served by South Dakota Achieve.

[] Friendly, seeks out others for social contact
[ ] Getsaong with others, but does not seek them out
[ ] Quiet, not very active, withdrawn

[] Unusual or repetitive (such as rocking, finger twirling, etc.)
Please describe:
What appears to cause this?

[ ] Intentionally hurts self
Please describe:
What appears to cause this?
How often/how long does this occur?
Isthis potentially dangerous to self?
If yes, explain:

[ ] Physically aggressive towards others
Please describe:
What appears to cause this?
How often/how long does this occur?
Isthis potentially dangerous to others?
If yes, explain:
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[ ] Disruptive (such as frequent tantrums, screaming, other emotional outbursts)
Please describe:
What appears to cause this?
How often/how do these incidents last?

[ ] Potentially dangerous to others or self
Please describe:
What appears to cause this?
How often / long does this occur?

[] Takes others possessions
Please describe:
What appears to cause this?
How often does this occur?

[ ] Any other concerns such as verbal or physical threats, difficulty relating to peers/authority, etc.
Please describe:
What appears to cause this?
How often does this occur?

EDUCATION/SERVICE/EMPLOYMENT HISTORY
[ Applicant is currently in school Name of School:
Last Grade Attended: Years.

] Applicant has a signed diploma
[] Applicant has a GED

Applicant has received treatment, evaluations or training with the following:

[] Other Training Centers [] Public and/or Private Hospitals
[ ] Vocational Rehabilitation [] Clinics/ Other facilities [ ] Mental Health Centers
Current Facility Name: Years.

(Street) (City) (State) (Zip) (Phone)
Prior Facility Name: Y ears:

(Street) (City) (State) (Zip) (Phone)
Prior Facility Name: Y ears:

(Street) (City) (State) (Zip) (Phone)
[] Applicant currently works [ ] Applicant is happy with current job
Current Employer: Type of Work:
Address: Supervisor:
Reason for Leaving: Dates:
Past Employer: Type of Work:
Address: Supervisor:
Reason for Leaving: Dates:
Past Employer: Type of Work:
Address: Supervisor:
Reason for Leaving: Dates:
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Were any of the work experiences provided through the Division of Rehabilitation Services? []Yes [ 1No
If yes, who was the VR Counselor?

[ ] Applicant does not currently work [ ] Applicant would likeajob [ ] Applicant has work restrictions

Work Restrictions:

(examples: lifting, standing, bending, dust, humidity, heat, noise, etc.)

Type of job applicant would like:
What does applicant need to learn to do this type of work?

SOCIAL / FAMILY INFORMATION
[ ] Brothers/ Sisters

Name: Phone #;
Address; Birth Date:
Name: Phone #:
Address; Birth Date:
Name: Phone #:
Address: Birth Date:
Name: Phone #:;
Address: Birth Date:

Applicant’sMarital Status: [_] Single [ ] Married  [] Divorced [ ] Separated [ | Widowed

Spouse’ s Name:

Marriage Date: Divorce Date:
[] Spouseis Deceased Date of Death:
Children: [ ]Yes [ ]No Number of Children:

Name: Phone #:

Address: Birth Date:

Name: Phone #:

Address: Birth Date:
[ ] Applicant has adriver’slicense

State of Issue: License # Expiration Date:
Citizenship Status: Church Affiliation:
Tribal Affiliation: Registration Number:

What kinds of things does applicant like to do for fun?
What are applicant’s hobbies/interests?

In what groups or organizations does the applicant participate?
(ex: church, scouts, 4H, clubs, Special Olympics, etc.)

Any changes in applicant due to recent events such as death, birth, marriage, divorce, accident or trauma?

If natural parents are divorced or separated, are there any restrictions or special feelings on home visits or relationships
due to this situation?
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Please describe frequency and circumstances of applicant’s contacts with the family in the past year (such as letters, visits,
phone cals):

What have the applicant’s prior living arrangements been (last 5 years)?
(agency, foster home, family, relatives, independently, etc.)

Please describe what day-to-day responsibilities the applicant has in his/her present living situation (cleaning, cooking,
other domestic chores, etc.):

[ Applicant can expect to receive visits from family, relatives and friends at ACHIEVE
] Applicant will make visits home
How often? How long should visits be?

Specify any specia arrangements that may need to be made:

] Applicant has applied for a Sioux Falls Housing voucher Date Applied:
[ ] Applicant currently has a Sioux Falls Housing voucher Date Received:

RISK ASSESSMENT
Consider any risk factorsthat are relevant to you in completing this assessment. Risk factorsto consider include, but are
not limited to the following:

Do you know what to do in emergency situations such asfire, severe weather and when approached by strangers?
[]Yes If yes, identify any concernsthat are present:
[ 1No If no, what supports are in place to address this.

Can you handle household safety situations that may arise when left unsupervised (i.e. toilet flooding, regulating water
temperature, operating a kitchen stove/oven, electrical safety, etc.)?

[]Yes If yes, identify any concernsthat are present:

[ 1No If no, what supports are in place to address this.

Do you possess consumer safety skills (protecting finances, know how to handle salesmen/solicitors, etc.)?
[]Yes If yes, identify any concernsthat are present:

[ 1No If no, what supports are in place to address this.

Do you have any medical conditions that would make it unsafe for you to be without supervision? Can adaptations be
made?

[]Yes If yes, please list and provide supports to ensure your health/safety:

[ ]No

Can you identify and effectively deal with your own health concerns?

[]Yes If no, please list and provide supports to ensure your health/safety:

[ ] No

Are there actions of others that you live, work or spend time with that causes a safety concern?
[]Yes If yes, please list and provide supports to ensure your safety:

[ ]No

Areyou vulnerable to others, placing yourself at risk of others? (Can you defend yourself, will you say no to othersin
self-advocacy, will you seek help if needed?)
[]Yes If yes, please list and provide supports to ensure your safety:

[ ]No
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Do you have any behaviors that may make it unsafe for you, or othersthat live, work or spend time with you, to be
without supervision?
[]Yes If yes, what are the issues of concern?

[ ] No

What supports are in place to address the issues of concern?

What safety hazards do these issues present to you and/or others?

How are the safety concerns being addressed?

Have you ever been avictim of abuse / neglect / exploitation?

[]Yes If yes, what actions have been taken to ensure your safety?
[ ] No

Areyou currently seeing a counselor or getting support for the abuse / neglect / exploitation?
[]Yes If yes, please list and provide supports to ensure your safety:
[ ] No

Do you present arisk for running away or wandering off?

[]Yes If yes, please list and provide supports to ensure your safety:
[ ] No

Do you practice pedestrian safety skills?

[1Yes [1No

Do your pedestrian safety skills need to be reassessed?

[]Yes [ 1 No

Do you ride a bike?

[]Yes If yes, does a bike safety assessment need to be completed?
[ ] No

Whét is the maximum amount of time you should/can be |eft alone or without staff supervision?
[ ] Never leavealone [ ]30minutes [ |1-2hours [ ]2-4hours [ ]4-6hours [ ]6-8hours [ ]8-10hours
[ ] 10-12 hours [ ] 12-16 hours [_] 16-20 hours [_] 20-24 hours [_] OTHER:

FINANCIAL INFORMATION
To assist in determining applicant’s eligibility for services, please list sources and amounts of income
(check all that apply):

[ ] Socia Security Amount: Medicare Number:
[] Supplemental Security Income (SSI) Amount: Medicaid Number:
[ ] Veteran’s Administration Amount;

Any other sources of Income and Amounts: (e.g.: joint bank accounts, Indian Land Lease, trusts, stocks, bonds, CDs, Child Support, AFDC, wages,
interest, property owned, BIA, etc.):

Who is Representative Payee?

(Name) (Street) (City) (State) (Zip) (Phone)

] Applicant does not currently receive benefits, but has applied
Date applied: Benefit Type: Result:
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List al Life Insurance policies that applicant owns or may make payment to applicant as a beneficiary:

(Company) (Address) (Policy Number) (Annual Premium)
List all Health Insurance policies (except Medicare or Medicaid) which include coverage and may make payments for
physicians services, hospitalization, nursing home care or drugs and policies that may make cash payments during any
spell of illness:

(Company) (Address) (Policy Number) (Annual Premium)
[ ] Applicant currently has funding available
[ ]JHCBSA [ ]JHCBSC []CTS [ ]Voc Rehab [ ] Specia Education [_] Private Pay
[] Other (specify):
[] Applicant has a Savings account Amount in Savings: Account #:
[] Applicant has a Checking account ~ Amount in Checking: Account #:

Financia Institution / Bank:

(Street) (City) (State) Zip)

] Applicant has money in an account / on deposit with a funeral home/ for the purpose of paying for a funeral
Where: What Amount:

[] Interest is paid to applicant on this account
] Applicant has specific burial instructions (explain):

PLANNING INFORMATION

By answering the following questions, applicant will not jeopardize his/her acceptance to ACHIEVE. Thisinformation is
used to assist ACHIEVE staff in planning for the best environmental supports and services which may be required to meet
an applicant’ s needs.

Does applicant use tobacco products?

[]Yes [ 1No Specifically:
Does applicant use acohol ?
[]Yes [ 1No Frequency:
Has applicant ever been arrested?
[]Yes [ ]No Why:
Jurisdiction: [_] City: [ ]State: [ ] Federal:

Disposition of the Charge:

Has applicant had any other involvement with the police / court / judicial system?
[]Yes [ 1No If yes, please explain:

Print Applicant’s Full Name DATE

SIGNATURE
Please continue on next page ...
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Documentation to enclose with this application:

] Current IEP/ Past Provider Records [_| Diagnosis Documentation [] Guardianship Document
[] Copy of certified birth certificate [ Copy of Social Security Card [] Copy of state-issued photo 1D
[] Copy of Medicaid / Medicare Cards [_] Current ICAP and Summary Pages [ ] Adult Psychological Evaluation

Referral Source:

(Name) (Agency)

(Address) (City) (State) (Zip)

(Phone)

EMERGENCY CONTACT (if parent or guardian cannot be reached):

(Name) (Relationship to Applicant)
(Address) (City) (State) (Zip)
(Home Phone) (Work Phone) (Céll Phone)
(Employer / Occupation)
OTHERSWHO ASSISTED WITH COMPLETION OF THISAPPLICATION:
Name: Relationship to Applicant:

APPLICANT SIGNATURE:
PARENT/GUARDIAN SIGNATURE:
DATE:

DO NOT WRITE IN THIS SPACE
Date Application Received:

Admissions Director Signature:
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