BWO APLICATION/ SCREENING FORM
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BlueWest

OPPORTUNITIES



                         Application / Screening Form
Applicant Name:










Date of Application:









Person Completing Form:








Relationship to Applicant:








Services Requested

Type of Services:


Vocational/Day


ICF/IID Residential (General)

 ICF/IID Residential (Autism specific)

 Other (Specify:







)
Location: (Check all that are acceptable)

Vocational Only:  

 Marshall


 Bakersville

Residential:

 Mars Hill

 Asheville

 Swannanoa
Referral Information

Referral Source:

 Care Coordinator

 Parent/Guardian/Family 




 Other (Specify)







Reason for Referral (attach additional sheets if needed):




















Responsible MCO (Circle):
VAYA

Partners
Sandhills







Trillium
Alliance
Eastpointe

Assigned Care Manager?

Yes

 No 

If yes, Care Manager Name: 










Phone Number: 












Applicant Demographics
Applicant Full Name:











Prefers to be called (name): 










Address:












Phone #:













Date of Birth:












Place of Birth:















         (CITY)

   
(STATE)



(COUNTY)
Sex:

 Male

 Female
Race (Optional):











Social Security #:











MCO Record #, if known:











Medicaid ID#:












Medicaid County of Origin:











Medicare #, if applicable:










Additional Insurance Company Name:









Phone #:












Policy #:












Policy Holder:












Social Security Type (SSA, SSI):









Monthly Amount:











Guardian/ Legally Responsible Person
Legally Responsible Person (LRP):









LRP Phone # (s):











LRP Address:












LRP E-mail:












If Guardianship, list date of Adjudication:








County of Adjudication:










Type of Guardianship:

 Limited Guardianship





 Guardian of the Person






 General Guardian






 Guardian of the Estate






 Legal Custodian of Minor

Family Information
FATHER:
Name:













Address:












Phone#:  Work -



Home:



Cell:




Email:













MOTHER:

Name:













Address:












Phone#:  Work -



Home:



Cell:




Email:













SIBLINGS:
	Name
	Age
	Current Residence

(City, State)

	
	
	

	
	
	

	
	
	


Diagnostic Information
Level of Intellectual Disability:


 None



 Mild



 Moderate



 Severe



 Profound

Other Developmental Disabilities (Check all that apply):


 Mental Health Diagnosis Specify: 









 Autism Spectrum Disorder



 Downs Syndrome



 Cerebral Palsy
Date of Last Psychological Evaluation:








Measured IQ:












Cause of Disability, if known:









Service History Information

Current Residential Arrangement:

Group Home     

Nursing Facility






Private Home


Hospital






Family Care Home







State Developmental Center






Other (Specify)





Former Residential / Treatment Services: (Please list all out of home placements including private providers, hospitalizations, etc.)

	Facility/ Agency
	From
	To
	Reason for Termination

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Day Placement:


School



Day Program






Other (Specify)



	Former Day Services:
	From:
	TO:
	Reason for Termination

	
	
	
	

	
	
	
	

	
	
	
	


Other Current Services/ Supports:
	Service/ Support
	Provider, if paid service
	Funding Source, if paid support

	
	
	

	
	
	


Skills and Needs Assessment
1. Ambulation and Mobility (Check all that apply)


Ambulatory (Walks without Assistance)


Partially Ambulatory (Walks with Assistance)


Non-Ambulatory – Mobile (Can maneuver own wheelchair)


Non-Ambulatory – Non-Mobile (Cannot maneuver own wheelchair)
    Ambulation Aids Needed: 

Wheelchair

Cane

Braces







Handrails

Personal Assistance







Walker


Gait Belt







Other






    Other information about ambulation and mobility needs:






2. Eating Skills (Check all that apply)





    
Uses Utensils Correctly



Eats well without Assistance



    
Feeds Self without Spilling



Eats well with 
verbal/gestural cues


    
Feeds Self with Fingers



Requires Physical Assistance
    
Feeds Self with Adaptive Equipment


Requires Total Assistance
    
Must be Fed





Tube Feedings Required
    Other information about eating skills, needs and routines:






3. Toileting Skills (Check all that apply)
    
Never Has Accidents



 
Toilets without Assistance
    
Nighttime Accidents Only



Toilets Self with Verbal Cues
    
Occasional Accidents




Requires Physical Assistance 
    
Frequent Accidents




Requires Total Assistance
    
Wears Attends

    Other information about toileting skills, needs and routines:






4. Bathing Skills (Check all that apply)

    
Bathes Self without Assistance
    
Requires some Verbal or Gestural Cues

    
Requires Physical Assistance

    
Requires Total Assistance

    Other information about bathing skills, needs and routines:






5. Dressing Skills (Check all that apply)

    
Dresses Self without Assistance


Ties Shoes
    
Requires some Verbal or Gestural Cues

Selects Appropriate Clothing
    
Requires Physical Assistance



Buttons, Snaps and Zips
    
Requires Total Assistance
    Other information about dressing skills, needs and routines:






6. Toothbrushing Skills (Check all that apply)

    
Brushes Teeth without Assistance


Tolerates Assistance
    
Requires some Verbal or Gestural Cues

Cooperative at Dentist
    
Requires Physical Assistance



Requires Sedation at Dentist
    
Requires Total Assistance

    Other information about toothbrushing skills, needs and routines:





7. Socialization Skills (Check all that apply)
    
Initiates Interactions with Familiar People

Understands Personal Boundaries
    
Initiates Interactions with all People


Does not Respect Personal Space
    
Responds to Interactions from Others

    
Avoids Interactions
    Other information about socialization skills, needs and routines:





8. Leisure Skills (Check all that apply)






    
Plans own Leisure Activities/ Entertains Self





    
Needs Direction from Others
to Occupy Free Time

    
All Activities Must be Planned by Others

    List Interests:











    Other information about leisure skills, needs and routines:






9. Level of Supervision (Check all that apply)
    
Outdoors Unsupervised for 

 minutes



    
Indoors Unsupervised for 

 minutes
    
Can be Easily Supervised within a Group Setting
    
Continuous Visual Supervision
    
Requires Continuous 1:1 Direct Support to Prevent Harm to Self or Others
    Other information about supervision needs:








10. Communication Skills (Check all that apply)
       Expressive


Uses Verbal Language Clearly (Easily understood, complete sentences)



Uses Verbal Language with some Difficulty (Unclear or limited words)



Uses Gestures to Express Desires



Uses Sign Language to Express Desires


Uses Some Vocalizations



Uses Assistive Communication Device/ System (Pictures, etc.)



Unable to Communicate Wants and Needs

       Receptive


Comprehends most Spoken Communication



Comprehends Limited Spoken Communication



Responds to Gestures/ Auditory Cues



Responds to Sign Language



Does not Respond to most Communication by Others

    Other information about communication skills and needs:






11. Sleep Habits (Check all that apply)

    
Sleeps Through the Night

Typical hours of sleep





    
Does not Sleep Through the Night
    Other information about sleep habits and bedtime routines:






12. Self-Administration of Medication

    
Able to Take Medication in Right Doses at Right Time

    
Can Prepare and Take Medication with Reminders

    
Can Take Medications Once Prepared

    
Unable to Take Medication Without Assistance

    Other information about medication administration needs and routines:




13. General Academic Abilities (Check all that apply)
    
Reads (Specify Level:






)

    
Writes

    
Basic Math Skills

    
None of the Above
    Other information about academic skills and needs:







14. Household Management (Check all that apply)

    
Can Participate in Grocery Shopping

    
Can Follow a Simple Recipe

    
Can keep room/home clean without Assistance

    
Can Prepare and Follow a Budget
    
None of the Above
    Other information about household management skills and needs:





15. Self-Advocacy (Check all that apply)

    
Has a Basic Understanding of Their Own Rights

    
Advocates for Self in Relation to Rights

    
Requires Assistance in Advocating for Self
    Other information about needs for self advocacy:







16. Behavior Concerns 
      Does the applicant display any of the behavior concerns listed below?  If so, please 

      Rate according to severity: 1 – Severe    2 – Moderate     3 – Mild


NONE



            
Steals





Assaultive




Low Tolerance for Being Touched


Exhibits Self-Stimulation


Frequently Non-Compliant



Verbal Threats




Loses Temper Easily



Runs Away Purposefully


Wanders Away Aimlessly



Damages Property



Cries/Screams Excessively



Lies





Self Injurious



Inappropriate Sexual Behavior

Other:






    Please provide a description of any inappropriate behavior checked above.  Attach 

    additional pages if needed. 










    List specific known triggers or actions which may lead to inappropriate behaviors:

    What preventative strategies have been effective in avoiding inappropriate behaviors?

    What calming strategies have been successful in de-escalating applicant during 

    inappropriate behaviors?











    How does the applicant respond to the following?

    Noise: 












    Crowded and/or Active Environments:







    Riding in Vehicles: 










    Meeting New People:










    Others Displaying Inappropriate Behaviors:







Medical
1. Vision




Normal Vision




Legally Blind


Wears Corrective Lenses


Unable to Determine
2. Hearing


Normal Hearing



Deaf


Hearing Aid




Unable to Determine


Some Hearing Loss

3. Allergies 



















































4. Height


    Weight


5. Date of last Physical Examination







    Physician Name, Phone Number







    

    Date of last Dental Examination









    Dentist Name, Phone Number








6. Special Medical Concerns
















































7. Seizures 

Yes

No
    If yes, please provide a description of a typical seizure:













































8. Immunizations
    Up to Date?







    Immunization Records Available?




9. Supportive or Protective Devices Used (i.e., bed rails, helmets, adaptive clothing, walker, etc.) 







































9. Medication
	Medication
	Dosage/
Frequency
	Route
	Special Instructions/
Compliance Problems
	Purpose of Medication

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Desired Outcomes
What led you to seek placement at this time?




























































What needs of the applicant do you hope to have met through placement?
























































What future goals does the applicant have?




























































Signature of Legally Responsible Person

Date

REQUIRED ATTACHMENTS
1. Most recent Psychological Evaluation

2. Most recent Service Plan from current services, if applicable

3. Discharge summary from any hospitalization within the past 3 years, if applicable

4. Copy of Medicaid Card

5. Current Behavior Support Plan, if applicable

6. Current Crisis Plan, if applicable

7. IEP, if applicable

8. Medication history

If accepted for admission, the following additional documents will be required:

1. Copy of Birth Certificate

2. Guardianship Court Documents, if applicable

3. Custody agreements, if applicable

4. Immunization Records

APPLICATION SUBMISSION
The completed application and all required attachments may be submitted by:

1. Fax:
Attention Admissions, 828-274-1424

2. Mail:   Attention Admissions

BlueWest Opportunities

PO Box 1250

Asheville, NC 28802

3. Email:  pturbyfill@bluewestopportunities.org
4. Hand Delivered:   

43 College Place

    
Doppler Bldg., Suite 306


Asheville, NC 28801

Applications will be maintained and reviewed for available placements for 1 year from date of receipt unless deemed ineligible for services.

To be completed by BWO Representative


Declined

Date applicant notified of declination:







Reason for declination:














































Referrals Made:















































Wait List

Date applicant notified of Wait List Status:







Referrals Made:















































Accepted

Date applicant to begin service:








Attach any additional Admission Information, if needed.
   �








2

