CLIENT INDIVIDUAL ASSESSMENT FORM

The information contained in this document is intended only for the person or entity to which it is addressed and may contain confidential and/or privileged material.  Any review, retransmission, dissemination, or other use of, or taking of any action in reliance upon, this information by persons or entities other than the intended recipient is prohibited.  If you receive this in error, please contact the sender and delete the material from all computers and destroy all faxes and hard copies.

	I.  DEMOGRAPHIC INFORMATION
	Type or Print Clearly

	A. Name (Last, First, Middle Initial):      
B. Phone: (505)      
C. Address (include zip code):      
D. Gender:   FORMCHECKBOX 
 male
 FORMCHECKBOX 
 female

	D.
Marital status:


 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married


 FORMCHECKBOX 
 Widowed 
 FORMCHECKBOX 
 Divorced


 FORMCHECKBOX 
 Separated

	E.  Ethnicity:


 FORMCHECKBOX 
 Anglo
 FORMCHECKBOX 
 Hispanic


 FORMCHECKBOX 
 Black
 FORMCHECKBOX 
 American Indian


 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Other



	

	II.  CLIENT SELF DETERMINATION 
	

	A. Level of Mental Cognitive Developmental

Disabilities:


 FORMCHECKBOX 
 Mild (IQ 52-70)


 FORMCHECKBOX 
 Moderate (IQ 36-51)


 FORMCHECKBOX 
 Severe (IQ 20-35)


 FORMCHECKBOX 
 Profound (IQ Under 20)


 FORMCHECKBOX 
 Unknown


	B. Does individual receive any of the following

legal services?  (Check all that apply and list relevant party’s contact information):


 FORMCHECKBOX 
 Durable Power of Attorney


 FORMCHECKBOX 
 Conservatorship


 FORMCHECKBOX 
 Plenary Guardianship


 FORMCHECKBOX 
 Limited Guardianship


 FORMCHECKBOX 
 Treatment Guardian

Contact Information:      
	C. Does Client Have Advanced Directives for Healthcare (aka “living will”)?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	

	III.  FACTORS AFFECTING CLIENT CARE
	

	A.   List specific factors in client’s living situation that may jeopardize and/or enhance his/her health, welfare and/or emotional well being.

     
	B.  Behavioral Challenges:  describe behaviors of concern (in observable terms), including frequency, severity, intensity and date of last incident.  Attach current Positive Behavioral Support Plan if applicable.

     
	C.  Do any of the following behavioral   concerns apply to this individual? (If yes, their LOC is automatically increased to level 1.  Include information outlined in “B” at left and list last date of law enforcement and/or medical treatment resulting from such incidents):


  FORMCHECKBOX 

Sexually predatory behavior


  FORMCHECKBOX 

Frequent significant physical harm to self or others requiring law enforcement involvement or medical treatment


  FORMCHECKBOX 

Repeated fire setting


  FORMCHECKBOX 

Frequent elopement or other behavior requiring law enforcement involvement

	Client Name:_     
  Social Security Number: _      
  Date:_     

	IV.  MEDICAL HISTORY
	

	A. List all medical diagnoses (active and chronic).  Include (if known) reason for developmental disability.

     
	B. List all medication currently taken:

Drug
Dose
Route
Frequency

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

	C. 
	C.  Level of support needed for mediation:

 FORMCHECKBOX 

Self Administers

 FORMCHECKBOX 

Self Administers with physical assistance from staff
 FORMCHECKBOX 

Assistance from staff 

 FORMCHECKBOX 

Administration by licensed personnel (RN, LPN, CMA)

	D.
Client Health Status (check all that apply):

 FORMCHECKBOX 

Unsteady Gait

 FORMCHECKBOX 

Chronic Pain

 FORMCHECKBOX 

Paralysis

 FORMCHECKBOX 

Gastrointestinal Disorder

 FORMCHECKBOX 

Cardiac Condition (Type:      )


	 FORMCHECKBOX 

Congenital Anomalies (Describe Below)

 FORMCHECKBOX 

Visual Deficit

 FORMCHECKBOX 

Hearing Impairment

 FORMCHECKBOX 

Seizure Disorder (Type:      )

 FORMCHECKBOX 

At Risk for Aspiration Pneumonia


	 FORMCHECKBOX 

 Decreased Sensation In Limb(s)

 FORMCHECKBOX 

 Brain Injury

 FORMCHECKBOX 

Frequent falls (# in past 12 months:__)

 FORMCHECKBOX 

 Other (specify all:     )

	E.
Describe the impact of checked conditions above:
     

	F.  Skilled Care Needs:

 FORMCHECKBOX 

Trach Suctioning
 FORMCHECKBOX 

Pressure Ulcer (skin) care
 FORMCHECKBOX 

shunt monitoring 

 FORMCHECKBOX 

Regular injections of medication
 FORMCHECKBOX 

Chronic Pain management
 FORMCHECKBOX 

Catheterization

 FORMCHECKBOX 

Ventilator Dependency
 FORMCHECKBOX 

Oxygen
 FORMCHECKBOX 

Deep suctioning of nose or mouth 

 FORMCHECKBOX 

Diabetic requiring insulin injections
 FORMCHECKBOX 

Blood sugar monitoring with finger sticks 

 FORMCHECKBOX 

Feeding tube
 FORMCHECKBOX 

Monitoring of Specialized Diet or Assistance with Feeding

 FORMCHECKBOX 

Other:     

	G. Frequency of Medical Treatments:

· Number of Hospitalizations in the past 12 months:      
Reason for each admission:      
· Number of Emergency Room visits in the past 12 months:      
Reason(s):      
· Number of illnesses requiring appointment with physician(s) in the past 12 months:      

	
	

	V. DURABLE MEDICAL EQUIPMENT
	

	A. List type of equipment or device(s) currently used by the individual.

     
	B. List any equipment needed to ensure health & safety.

     

	Client Name:      
  Social Security Number: _      
  Date: _      


	
	

	VI. COMMUNICATION
	

	A. Can client convey needs?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Sometimes


	B. If yes or sometimes, indicate means of communication.

 FORMCHECKBOX 
 Verbal

 FORMCHECKBOX 
 Sign Language

 FORMCHECKBOX 
 Gestures

 FORMCHECKBOX 
 Communication Board

 FORMCHECKBOX 
 Written

 FORMCHECKBOX 
 Other __     
	C. Primary language spoken at home:

     
D. Language Development (check all that apply):

 FORMCHECKBOX 

Able To Write

 FORMCHECKBOX 

Able To Comprehend Communication

 FORMCHECKBOX 

Able To Read

 FORMCHECKBOX 

Able To Communicate Needs

	E.
Describe client’s ability to understand and follow directions:
     

	

	VII.
COMMUNITY LIVING SKILLS
	

	A. Participates in Supported Employment

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

B. Participates in Adult Habilitation

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	C. Participates in School:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	D. Transportation (check all that apply):

 FORMCHECKBOX 

Has driver’s license

 FORMCHECKBOX 

Knows how to take public transportation

 FORMCHECKBOX 

Family provides transportation

 FORMCHECKBOX 

Rides with a carpool

 FORMCHECKBOX 

Requires transportation services

	E.
Describe community living skills and community participation:

     

	

	VIII.
AFFECTIVE DEVELOPMENT
	

	A.
Check all that apply:

 FORMCHECKBOX 
 Expresses emotions independently

 FORMCHECKBOX 
 Limited ability to express emotions
	B.  Describe:

     

	Case Manager: Lisa Wooldridge
  Signature: 
  Date:       

	Client Name:      
  Social Security number:      
  Date:       
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