Acclaim Care, Inc.

2915 Hungary Road. Richmond, Virginia 23228

Screening and Referral Form
Date of contact: ______________________________
Contact Person: ______________________________   Phone Number: ____________

Title of person making referral: _______________________

Name of the referral: ________________________________

Male: _____     Female: ____   Age: ____   Race: __________

Address: _________________________________   Phone Number: _______________

                __________________________________

Needs/Situation:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Method of screening:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Screening recommendation:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Disposition of Applicant:   Accepted: ______________ Declined ______________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________    Date: ___________________
Signature                                                                                 Title

Accepted: This is to become the first (1st) sheet of an individual primary record

Not Accepted: This is to remain on file for a period of six (6) months.
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Assessment Information

Date: _______________

Referral Source Name/Agency: ____________________________________________

Name: ________________________________________________ ________________

             First                                    Middle                    Last                              (Maiden)                  (Nickname)

Current Address: _____________________________ Phone Number: ____________

                                _____________________________

Date of Birth: _________   Social Security Number: ___________________________

Male: ____         Female: ____        Age: ____    Height: ______   Weight: ______

Hair Color: _____    Eye Color: _____    Race: ____

Is he/she able to sign to give authorization on all matters relating to his/her care and medical treatment if needed?

YES ______   NO ______ if no, please provide name/address/phone number of the Legal Authorized Representative:

__________________________________________

Name

__________________________________________
Address

________________________________________________________

City/State/Zip code

________________________________________________________

Phone Number

Legal Status: Competent: __________ Incompetent: __________

Name/Address/Phone Number of Court Appointed Guardian:

____________________________________________________
Name

______________________________________________________________________
Address

_______________________________________________________________________
City/State/Zip Code

_______________________________________________________________________
Phone Number

___________________________
Name

Religious Preference: ___________________ Martial Status of Parents: __________

Father’s Name: ________________________ Mother’s Name: __________________

Address: ______________________                  Address: ________________________

______________________________                   ________________________________

Home Phone: __________________                   Home Phone: ____________________

Work Phone: __________________                    Work Phone: ____________________

Sibling’s                                 Relationship                      Age               Living with

Name                                     to Applicant                                      Applicant: Yes/No

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family involvement: Yes _____      No _____ (Please describe family relationship and degree of involvement) ________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Extended Family or Friends (Involved): Yes____ (please list below) No ____
______________________________        ______________________________________

______________________________        ______________________________________

Information Supplied by:

_______________________ Relationship to Applicant: _____________ Date: ______

_______________________ Relationship to Applicant: _____________ Date: ______

________________________________
Name

Diagnosis:

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Onset/Duration of Problem:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Education Information:

Age Begin School: ______________ Years completed: ___________

Special Education: Yes ___     No ___

Educational Program Placement: __________________________________________

Diploma: _________ Certificate: _____________ Other: ________________

Schools Attended:

Name                                         Address                                                   Dates Attended

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Vocational Information:

Agency/Business                       Address     Job Title       Dates of           Reason for

                                                                                             Employment   Leaving

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________
Name

Paid Employment:

Agency/Business                    Address             Job Title          Dates of          Reason for

Name                                                                                           Employment  Leaving
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Job Preference:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does Applicant live at home: Yes ______ (Please provide a brief description of a typical day in the home) No______ (If no please provide residential information)

Describe a typical day at home:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other Programs/Services (Previous/Current):

Agency Name                Address                Contact Person                    Dates

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information Supplied by:

____________________________Relationship to Applicant:  ____________ Date: _________

_____________________ Relationship to Applicant: ____________ Date: _________

_______________________________
Name

Behavioral Information:  Previous/ Current Behaviors

Behavior           Date         Preceding Event           Intervention/Medication

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional behavior Information: (What type of redirection has worked/what has not worked)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe level of functioning/assistance for the following:

Toileting: ____________________________ Eating: ___________________________

Dressing: ____________________________ Grooming: ________________________

Mobility: ____________________________ Communication/Speech: _____________

Reading: ____________________________   Writing: __________________________

Numbers: ___________________________    Colors: ___________________________

Time: _______________________________ Food Preparation: __________________

Money Handling: ____________________     Purchasing: ______________________

Lists any interest, hobbies and/or positive reinforces:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information Supplied by:

________________________________ Relationship to Applicant: ____________ Date: ______

________________________________ Relationship to Applicant: ____________ Date: ______
_______________________________
Name

Has applicant ever been arrested or convicted?  Yes: __ No: __ (If yes please provide details)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe applicant’s current medical conditions:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any significant communication problems that need to be communicated by staff during an emergency? Yes___ No___

Explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date of last Physical: __________________________

List all stimuli/drugs/food to which applicant has a sensitivity or allergic reaction:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Information Supplied by:

________________________________ Relationship to Applicant: ____________ Date: ______

________________________________ Relationship to Applicant: ____________ Date: ______

_______________________________
Name

Is applicant on a special diet? Yes____    No____

If yes, please provide details:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does applicant require the following?

                              Yes      No                                           Type of Assistance Required

Glasses                  ___       ___                                           _________________________

Hearing Aid          ___       ___                                           _________________________

Walker                  ___       ___                                           _________________________

Leg Brace             ___       ___                                           _________________________

Crutches               ___       ___                                           _________________________

Wheelchair           ___       ___                                           _________________________

Prosthesis             ___       ___                                           _________________________

Head Protection   ___       ___                                           _________________________

Does applicant or family members have a history of the following?

          Applicant or Specific Family Member           Comments

Varicose Veins ________________________            ____________________________

Diabetes            ________________________            ____________________________

Heart Disease   ________________________            ____________________________

Cancer               ________________________            ____________________________

Hypertension    ________________________            ____________________________

Substance Abuse ______________________             ____________________________

Asthma              ________________________            ____________________________

Seizure Disorder _______________________            ____________________________

Mental Illness    ________________________           ____________________________

Tuberculosis     ________________________           ____________________________

Hepatitis             ________________________           ____________________________

Other Communicable Diseases:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________
Name

If the applicant has seizures, complete the following:

Type of seizure: _________________________________________________________

Frequency: _____________________________________________________________

Date of last seizure: ______________________________________________________

Date of onset: ___________________________________________________________

Length of average seizure: ________________________________________________

Number of seizure within the last 6 months: __________________________________

Are the seizures considered to be under control: ______________________________

What brings the seizures on: _______________________________________________

Unusual conditions associated with the disorder: ______________________________

How are they handled: ____________________________________________________

Medical Hospitalizations:

Illness or                          Date                 Hospital                  Follow-up Treatment

Injury
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Psychiatric Hospitalizations:

Reason                                Date                Hospital                   Follow-up Treatment

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Sexual Health and Reproductive History:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________
Information Supplied by:

________________________________ Relationship to Applicant: ____________ Date: ______
________________________________ Relationship to Applicant: ____________ Date: ______

_______________________________
Name

Current Medication:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there an Advanced Directive? Yes ____          No ____
Explain ________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Insurance:

Company _______________________________________________________________

Policy Number _____________________________

Company _______________________________________________________________

Policy Number _____________________________

Company _______________________________________________________________

Policy Number _____________________________

Information Supplied by:

________________________________ Relationship to Applicant: ____________ Date: ______
________________________________ Relationship to Applicant: ____________ Date: ______

_______________________________
Name

Physician Name: _________________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

Psychiatric Doctor: ______________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

Dentist Name: ___________________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

Specialist Physician Name: ________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

Specialist Physician Name: ________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

Specialist Physician Name: ________________________________________________

Address: _______________________________________________________________

Phone: _________________________________________________________________

_______________________________
Name

Financial Information:
SSI: _______________________       Payee: __________________
SSDI: _____________________        Payee: __________________

MR Waiver: _______________

Additional Information: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information Supplied by:

________________________________ Relationship to Applicant: ____________ Date: ______
________________________________ Relationship to Applicant: ____________ Date: ______

This information in addition to the Assessment tools listed below are used to evaluate the applicant:

Psychological Evaluation

Level of Functioning Summary

ICAP

Physical Examination

Consultations with the Individual and his/her LAR, Case Manager, Day Support/School

__________________________________________             _____________________

Signature                                                  Title                       Date
