ANEWLEAT INC.

Adut DT APPIication for Services

Date:

Client’s Fersonal |nformation:

Name:

Aclclress:

Mai]ing (]F Digeren’c):

Email Ac{clress

Major intersections near home:

Date of Birth:

Social Securitg #:

Targetecl SCr\/ice Coorclinator:

Fa rents:

Fhone:

Guar&ian:

FI‘IOI’}C:

A&dress (Jf different.):

Emerge ncy Co ntact:

Fhome:

Current Living Situation:

Schooiz

Please | ist Current Developmen’cal Agencies/TheraPies:

Grade: Teaclﬂerz

F]easc | ist Ang Fast Developmental Agencies/TheraPies:
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Fro?essionals:

thsician: FPhone:

Specia]ist: FPhone:

Counselor: Fhone:

Therapist:: Fhone:

Dentist: Fhone:

OPtometrist: FPhone:

Audiologist: FPhone:

O’cher: Fl’lone:

O’cher: Fhone:

Medical lmcormation:

Frimarg Diagnosis: SCcondarg Diagnosis:
(Current Medications:

Seizure Disorder: YES/NO THPC: Frequency: _
Known A”ergics/ﬁpecial Diet:

Assistive Devices:

Communicable Disease: YE_S/NO f Yes, What?

Flease list any other medical concerns:

Behavioral |nformation:

Flease check any current behaviors:

Verbally Assaultive Stealing Screaming

Physically Assaultive FICA Obsessive Compulsive
5e1¥~]njurious Property Destruction Defiance

[ ying Sexual Misconduct Other:
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F]ease check any past behaviors:

\/erba”g Assaultive Stealing

Scrcaming

thsica”g Assaultive FICA

Obsessive ComPulsive

Se]ﬁ]njurious

FroPertg Destruction

De]ciance

Lying

Sexual Misconduct

Other:

Requested Services:

]nclividual Developmental Therapg
.,_,_.w_,CC nter
”W”W”Group Developmental Therapy
_____Cen’cer

Kequestecl Days and f’iours for SCrvices:

Communitg

_Commum’t\tj

Monday:

Thursday:

Tuesdag:

I:riclag:

Weclnesc!ag:

Saturdag:

Total Number of Hours Requestecl Fer Week (50 maximum):

Keq uested Star‘l: Date:

F]ease give a short description oFyour major areas of concern, goals, and Potential

outcomes you would lii<e to see through cleveloPmental services:

Farticipant Signature:

(suardian Signature:
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