CHANGE HEALTH SYSTEMS, INC.
2401 Liberty Heights Ave., Suite 4670
Baltimore, MD 21215
410-233-1088 Fax: 410-233-1087

RESPITE CARE SERVICES APPLICATION/SCREENING TOOL
APPLICANT’S GENERAL INFORMATION

Name: ________________________________________________________________________

               Last                                                   First                                       Middle

Date of Birth: ___/___/___   Social Security #: ________________________________________

Address: ______________________________________________________________________

Home Telephone: ___________________ Mobile/Alternate Telephone: ___________________

Medical Assistance #: __________________ Medicare #: _______________________________

Race:  __ White __ Black/African- American   __ Asian   __American Indian/Alaskan Native
__ Native Hawaiian or other Pacific Islander
Ethnicity:         Hispanic/ Latino         Not Hispanic/ Latino
PARENT/GUARDIAN/CAREGIVER INFORMATION 
Name: ________________________________________________________________________

              Last                                                    First                                        Middle

Relationship to Applicant: ________________________________________________________

Address: ______________________________________________________________________

Home Telephone: ________________________ Mobile/Alternate Telephone: ______________

APPLICANT’S LIVING SITUATION – Please include names
Parents: _______________________________ Legal Guardian: __________________________
Foster Home: ___________________________ Relatives: ______________________________

Address: ______________________________________________________________________

Home Telephone: ______________________ Mobile/Alternate Telephone: ________________

Other Family Members Living in the Home- Please use additional paper if necessary
Name: ________________________ DOB: ___/___/___ Telephone: ______________________

Relationship to Applicant: ________________________________________________________

Name: ________________________ DOB: ___/___/___ Telephone: ______________________

Relationship to Applicant: ________________________________________________________

Name: ________________________ DOB: ___/___/___ Telephone: ______________________

Relationship to Applicant: ________________________________________________________

EMERGENCY CONTACT – Other than Parent/Guardian/Caregiver
Name: ________________________________________________________________________

Relationship to Applicant: ________________________________________________________

Address: ______________________________________________________________________

Home Telephone: _______________________ Mobile/Alternate Telephone: _______________

FAMILY INFORMATION
Father’s Name: ________________________________________________________________

                            Last                                    First                                         Middle

Date of Birth: ___/___/___   Social Security #: ________________________________________

Address: ______________________________________________________________________

Home Telephone: ___________________ Mobile/Alternate Telephone: ___________________

Living/Deceased: _______________________________________________________________

Mother’s Name: _______________________________________________________________

                            Last                                    First                                         Middle

Date of Birth: ___/___/___   Social Security #: ________________________________________

Address: ______________________________________________________________________

Home Telephone: ___________________ Mobile/Alternate Telephone: ___________________

Living/Deceased: _______________________________________________________________

Why are Respite Services being requested at this time?  (  please indicate the level of caregiver stress)(*Mandatory)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is applicant in the RTC Waiver program? Y / N. If yes, in-home Respite needs to be documented in the Plan of Care.   
OCCUPATIONAL HISTORY- Include employment, workshops and activity centers

	Employer/Address
	Phone
	Type of Work/Agency
	Dates

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


MEDICAL INFORMATION
Applicant’s Primary Healthcare Provider/Physician: ___________________________________
Address: _____________________________________________________________________

Telephone: ____________________ Date of Last Physical Exam: ________________________

Mental Health
Does Applicant Have a History of Mental Health Treatment, Alcohol or Substance Abuse? Yes/No
Is the applicant currently in treatment? Yes/No

Name of Psychiatrist/counselor: ___________________________________________________

Axis I: ______________
Axis II: ________________

Axis III: __________________

Axis IV: _____________

Axis V/GAF Score: _______________

What is the source of diagnosis? ____________________________________

Does applicant have any serious behavior problems? ___ Yes ___ No

Please check any that apply to applicant:

	Threatens physical harm to others
	
	Damages property
	
	Defies authority
	

	Does physical harm
	
	Has temper tantrums
	
	Runs away
	

	Threatens physical harm to self
	
	Displays inappropriate sexual behavior
	
	Is severely withdrawn
	

	Does physical harm to self
	
	Steals
	
	Is hyperactive
	

	Attempts or threatens suicide
	
	Attempts or commits arson
	
	Deliberately provokes others
	


Please describe checked items and any other inappropriate behaviors exhibited by the applicant giving details of how each has been a problem and what has been done to try to change these behaviors and what the results have been. Include behavior modification programs attempted.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Please check any that apply to applicant:

N/A- not applicable MI- mild MO- moderate SE- severe SU- suspected

	
	N/A
	MI
	MO
	SE
	SU
	Description

	Autism
	
	
	
	
	
	

	Behavior Dysfunction
	
	
	
	
	
	

	Cerebral Palsy
	
	
	
	
	
	

	Communication Dysfunction
	
	
	
	
	
	

	Emotional Problems
	
	
	
	
	
	

	Fine Motor Dysfunction
	
	
	
	
	
	

	Gross Motor Dysfunction
	
	
	
	
	
	

	Hearing Dysfunction
	
	
	
	
	
	

	Mental Retardation
	
	
	
	
	
	

	Seizures/Epilepsy
	
	
	
	
	
	

	Visual Dysfunction
	
	
	
	
	
	


Substance Abuse

Substance Use?  ____ Yes    ____ No    ____ Unknown.  If yes, please complete below
	Substance
	Length current use
	Amount
	Frequency
	Date last used

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Substance Abuse Treatment History:  ___ None  ___ Unknown  ___ Outpatient  ___ IOP/Partial

___ Inpatient/Residential

Medications- List any taken by applicant

Medication: __________________ Dosage: __________________ Reason: ________________

Medication: __________________ Dosage: __________________ Reason: ________________
Medication: __________________ Dosage: __________________ Reason: ________________
Medication: __________________ Dosage: __________________ Reason: ________________
Medication: __________________ Dosage: __________________ Reason: ________________
History of Hospitalizations
Date: __/__/__ Reason: _____________ Hospital: ______________ Physician: _____________

Date: __/__/__ Reason: _____________ Hospital: ______________ Physician: _____________
Date: __/__/__ Reason: _____________ Hospital: ______________ Physician: _____________
Date: __/__/__ Reason: _____________ Hospital: ______________ Physician: _____________
Applicant’s Mobility
Walks Independently ___  Uses Cane ___  Uses Crutches ___  Uses Walker ___  Uses Wheelchair Yes/No  If yes, is wheelchair Manual __ Electric__ Self propelled __
Allergies (drugs, dust, food, mold, etc.) 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other Medical Problems?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SPEECH AND LANGUAGE INFORMATION

Does applicant have a speech/language impairment?     ___ Yes    ___ No
Is applicant verbal? ___ Yes   ___ No

Means of Communication: __ Speech  __ Sign Language __ Gestures __ Communication Board

SKILLS CHECKLIST

Is applicant independent in personal self-care skills?  ___ Yes  ___ No

(e.g. bathing, dressing, feeding, toileting)

Type of assistance needed: ________________________________________________________

Can applicant self medicate?  ___ Yes   ___ No

Can applicant read? ___ Yes ___ No

Does applicant have street crossing skills? ___ Yes ___ No

Does applicant sleep through the night? ___ Yes ___ No

What time does the applicant usually go to bed? _______________________________________

What time does the applicant get up in the morning? ___________________________________

Can applicant use mass transit? ____ Independently ___ With Assistance

What does the applicant like to do in his/her free time? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please provide a description of the applicant’s daily routine: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is applicant currently receiving any type of services from Change Health Systems, Inc. or any other agency? (e.g. In-Home Support, Therapeutic Behavioral Services, etc.) ____ Yes ____ No
If yes, please list agency/agencies and explain in detail _________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SIGNATURES
___________________________________                                            _____________________

Signature of parent/guardian (if applicable)                                             Date

___________________________________                                             ____________________

Name of person/License completing form                                                  Date

___________________________________

Signature of person completing form

Please attach Psychosocial Assessment and Psychiatric Evaluation to document.
FOR OFFICE USE ONLY
Is Respite Care Needed?  _____ Yes ______ No
If yes, is Respite Care Needed:

___ At a Specific Future Date. Please provide date: ___/___/___
___ Immediately

___ Intermittently

Evaluated by: __________________________________                          ___________________

                       Name/License                                                                        Date
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