LINDLEY HABILITATION SERVICES

ADMISSION ASSESSMENT AND SCREENING TOOL

This form is to be completed by the person requesting services for themselves or another person.  A full intake assessment is required for those consumers seeking admission into services for CAP –MR/DD.  
	Date of Contact:

	LME:  
	CM and CM phone number: 


	Consumer Name: 
	Date of Birth:

	Legally Responsible Party:

	Phone:

	Address:  
	Diagnosis:



Before Lindley Habilitation Services can begin providing CAP funded services the following items are required:

· Signed Consent Packet from the consumer or LRP to be completed by LHS staff

· Authorization to Provide Service from ValueOptions

· Current Person Centered Plan including signature page

· Current Cost Summary listing LHS as a service provider for the services authorized

· Guardianship documents if the consumer is over the age of 18 and guardianship has been given to another party

· Legal custody documentation as it pertains to services being provided

· Any legal directives related to the services being provided

· Copies of all written orders for medications or special treatment procedures 

· The Comprehensive Clinical Assessment completed and required before completion of the consumer’s Person Centered Plan
· Please indicate which Assessments have been completed and will be submitted to LHS (check all that apply)
	
	Intellectual Assessment
	
	OT Evaluation

	
	Psychological Evaluation
	
	Speech Therapy Evaluation

	
	Physical Evaluation
	
	Diagnostic Assessment

	
	Educational/Vocational Assessment
	
	Developmental Testing

	
	PT Evaluation
	
	Mental Health Assessment

	
	Other:
	
	Other:


Lindley Habilitation Services retains the right to delay the service start date if any of the items listed below are not provided before the start date agreed upon.  In addition, the consumer and/or legally responsible party is responsible for informing LHS of any change in any of the above listed items.

HOURS/SERVICES/STAFFING

Service Requested (Days and Time or Session) 
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	HC:
	HC:
	HC:
	HC:
	HC:
	HC:
	HC:

	PC:
	PC:
	PC:
	PC:
	PC:
	PC:
	PC:

	Other:
	Other:
	Other:
	Other:
	Other:
	Other:
	Other:


Or

	Total Number of Hrs/Wk

	HC:

	PC:

	Respite (Hrs/Year): 

	Other:


Staff preferences (Please check all which apply)
	Male    or      Female
	Other:

	College Age      or       Older
	Other:


ABOUT THE CONSUMER

Please give a brief description as to the reason for admission and general outcomes expected:
	Reason for Admission:

	Outcomes (i.e. improve daily living, increase behavioral control,  improve communication, etc.):
 


Please give a brief overview as to the family social history (whom the consumer lives with, any abuse/neglect allegations, etc.):
	


Please describe the consumer’s strengths and preferences:
	


Communication Techniques (Please check all which apply):
· Sign Language 

· Augmentative Communication Device(s)

· Gestures

· Verbal Communication

· Pictures

· Other: ​​​​​​​_______________________________
Behavioral concerns (Please describe all which apply):
	Aggressive Behaviors- (please describe)


	Phobias-(please describe)

	Non Aggressive Behaviors-(please describe)


	Behavioral Supports needed to maintain safety:



	Is there a behavior plan already in place:       Yes          No
	Is a behavior plan needed:         Yes       No


Please describe the following:
	Emergency Health Needs:

	 Mental Status:

	Medical Concerns:

	Medications Taken by Consumer:

	Seizure Protocol: (if applicable)

	Medical Equipment to be used: (i.e. feeding tube etc) 

	Specialized Training Required to maintain health:

	Other:


Please briefly describe the following regarding the consumer’s daily living skill ability and other items listed:

	Toileting skills:
	Dressing:

	Eating/Feeding:
	Decision Making/Cognitive skills:

	Transfers/Carries/Mobility:
	Community Activities:

	Motor skills:
	Consumer Preferences:

	Bathing:
	Consumer Dislikes:


Please list any other information you feel would be useful in LHS developing personalized services and identifying appropriate staff:

	


Office Use Only

	Date Received
	Assigned to/Date:
(Intake Specialist)
	Clinical Supervisor Assigned/Date  

	
	
	

	
	
	


