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	DOB:
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APPLICATION & SCREENING

Check service that is being requested:
 FORMCHECKBOX 
 Diagnostic Assessment     
 FORMCHECKBOX 
 Outpatient Services     
 FORMCHECKBOX 
 Psychological Testing/Evaluation   

 FORMCHECKBOX 
 Intensive In-Home 
  
 FORMCHECKBOX 
 CAP Waiver Services       
 FORMCHECKBOX 
 Developmental Therapy

 FORMCHECKBOX 
 Targeted Case Management            
 FORMCHECKBOX 
 Early Intervention 
 FORMCHECKBOX 
 Day Treatment


 FORMCHECKBOX 
 Psychiatric Services

 FORMCHECKBOX 
 Community Support Services

Date of Application:   
	Population:         FORMCHECKBOX 
Child           FORMCHECKBOX 
Adult                 County of Residence:  FORMCHECKBOX 
 Gaston           FORMCHECKBOX 
 Lincoln           FORMCHECKBOX 
Cleveland

	Referring Person:                                                    Referring Agency: 

	Contact Information: Phone Number:                                      Fax Number:      

	Address: 

	City:                                      State:              Zip: 


APPLICANT IDENTIFICATION:        Gender:    FORMCHECKBOX 
Male     FORMCHECKBOX 
Female                          SS#
	Address: 

	City:        

	Phone Number: 

	Insurance Name (if other than Medicaid):                           Policy #                                                          


FAMILY/GUARDIAN INFORMATION:  Does applicant have a court-appointed legal guardian?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Guardian Name: 

	Address:      

	City:                                                         State:                                 Zip:      

	Phone Number:      


	Presenting Problem and needs (including at least two reasons for referrals for community support and/or therapy):
 



Application and Screening












DIAGNOSIS:

	Axis I: 

	Axis II:                                                                                                       Axis III:      

	Axis IV:                                                                                                       Axis V: 

	Treating Therapist:                                                                                     Agency:      


School/Work History:

	School Last Attended:       

     
                         Phone:  FORMTEXT 

     
                           Grade: 

	Behavior concerns: 

	Employment Status:      


Psychiatric History






	KNOWN ALLERGIES: 

	Prescribing Physician:                                                    Clinic Name:                                                                 

	History of Psychiatric Hospitalizations:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No 

	Suicidal Ideation:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
  with  FORMCHECKBOX 
ideation   FORMCHECKBOX 
intent   FORMCHECKBOX 
plan   FORMCHECKBOX 
means

	Homicidal Ideation  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No with  FORMCHECKBOX 
ideation   FORMCHECKBOX 
intent   FORMCHECKBOX 
plan   FORMCHECKBOX 
means


Assessment of Support, Inc’s ability to meet consumer’s needs: 

Support, Inc has the ability to meet consumer’s needs  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

If No, referred to













If Yes, Case assigned to:





  Date Assigned:


 

Disposition:

Consumer meets application criteria:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No   

Are there any preferences regarding ethnicity or gender of care coordinator:   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
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If Yes, please describe:      
Services Recommended / Client appears appropriate for the following services:
 FORMCHECKBOX 
 Diagnostic Assessment     
 FORMCHECKBOX 
 Outpatient Services     
 FORMCHECKBOX 
 Psychological Testing/Evaluation   

 FORMCHECKBOX 
 Intensive In-Home 
  
 FORMCHECKBOX 
 CAP Waiver Services       
 FORMCHECKBOX 
 Developmental Therapy

 FORMCHECKBOX 
 Targeted Case Management            
 FORMCHECKBOX 
 Early Intervention 
 FORMCHECKBOX 
 Day Treatment


 FORMCHECKBOX 
 Psychiatric Services


 FORMCHECKBOX 
 Community Support Services
List Any Referrals for services: 


Clinician/ Intake Signature and Date:      
Intake Scheduled with Family?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Date/Time/Location Scheduled:      
Application and Screening
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