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APPLICATION FOR SERVICE
PROCESSING INFORMATION (this section to be filled out by PCRS, LLC staff):
				DATE						INITIALS
Received:                                  ___/___/___ 				__________________
Following-Up Contact:           ___/___/___				__________________
Intake Meeting:                     ___/___/___				__________________
Date Of Admission:              ___/___/___ 				__________________

GENERAL INFORMATION:
Customer’s Name: _____________________________________________________________
Present Address: _______________________________________________________________
City: __________________ State: ____________ Zip Code: _____________________________
Home Telephone Number: _______________________________________________________
Day Telephone Number: _________________________________________________________
Date of Birth: ___/___/___				Place of Birth: _______________________
State: ____________________			Social Security Number: _______________
Citizenship Status: _________________		Marital Status: _______________________
Legal Status: ______________		
Language spoken and/or understood: __________
Religious Preference ______________________________________________________
Medical Insurance ________________________________________________________
Name of Company: _______________________________________________________
Policy number: __________________________ or Medical Assistance: ____________________

Type: ________________________________ Number: _________________________
*Provision of the information is voluntary.  Phoebe Care Residential Services, LLC does not discriminate against applicants because of race, sex, creed, religious or national origin.

IDENTIFICATION INFORMATION
Height: __________________________ Weight: __________________ Eye Color: __________
Hair Color: _____________________ Identifying Mark: _________________________________________________________________________________________________________
Recent Photograph (Please Attach):






FAMILY/GUARDIAN INFORMATION:
Family/Guardian:
Name: ________________________________________________________________________
Address: __________________________ City: ____________________ State: _____________
Zip Code: _____________________________ Telephone number: _______________________
Nature of Relationship: __________________________________________________________

EMERGENCY/ OTHER CONTACTS:

Physician’s Name: ______________________________________________________________
Address: ________________________ City: ___________________ State:_________________
Zip Code: ____________________ Telephone Number: ________________________________

PROGRAM INFORMATION
Employment Background (list present or last place of employment.)  Attach a separate page for previous employment.
A. Employer: _____________________________________________________________

Address: _________________________ City: _________________ State: _______________

Zip Code: ______________________ Telephone number: ____________________________

Supervisor: _________________________________________________________________

Dates of employment:  From ______/ _____/ _____ To _____/ _____/ _____/

Educational Background (list present or last school attended.  Attach separate page for other schooling).

A. School: ________________________________________________________________

Address: ____________________________ City: ______________________ State: _______

Zip code: ___________________ Telephone number: _______________________________

Diploma/highest grade completed: ____________________________________________

Concentration/specialized study: ______________________________________________

Dates of attendance:  From _____/ _____/ _____ To _____/ _____/ _____
Vocational/Other Training Background (list present or last training program.  Attach separate page for previous training).
A. Place: ________________________________________________________________

Address: ____________________________ City: ___________________ State: __________

Zip code: ___________________ Telephone number: _______________________________

Supervisor/Counselor: ________________________________________________________

Area(s) of Training: ___________________________________________________________

Dates of Training: From _____/ _____/ _____ To _____/ _____/ _____

Residential Program Background (if applicable, list additional information on separate page).
A. Program: ____________________________________________________________

Business Address: _______________________________ City: _______________________

State: __________ Zip code: __________________ Telephone number: ________________

Supervisor/Counselor: ________________________________________________________

Dates of Residence: From _____/ _____/ _____ To _____/ _____/ _____

HANDICAPPING CONDITIONS:

Names(s): ____________________________________________________________
_____________________________________________________________________

Nature: ______________________________________________________________

General Capabilities: ____________________________________________________
______________________________________________________________________________________________________________________________________________________

Major Limitations: ___________________________________________________________
______________________________________________________________________________________________________________________________________________________

MEDICAL STATUS/HISTORY:

Description of general health: __________________________________________________
______________________________________________________________________________________________________________________________________________________

Last Physical:

Physician: ______________________				Date:  _____/ _____/ _____

Current medication or attached a copy of the current Physician’s Order:

Medication: (note “None” if appropriate)

A. Name: ________________________________________________________________

Dosage				P= Prescription	Method of Administration
				NP= Non Prescription
        __________ per _____________________________________________________________
   
        Condition being treated: ______________________________________________________
      
B. Name: __________________________________________________________________

Dosage				P= Prescription	Method of Administration
				NP= Non Prescription
       
        _________ per ______________________________________________________________

        Condition being treated: ______________________________________________________

C. Name: __________________________________________________________________

Dosage				P= Prescription	Method of Administration
				NP= Non Prescription
     
_______per ___________________________________________________________________
Condition being treated: _________________________________________________________

D. Name: __________________________________________________________________

Dosage				P= Prescription	Method of Administration
				NP=Non Prescription
       _________per ______________________________________________________________
       Condition being treated: ______________________________________________________

Allergies (note “None” if appropriate)
A. ________________________________________________________________________
B. ________________________________________________________________________
C. ________________________________________________________________________
 Recent Physical Complaints: ___________________________________________________
______________________________________________________________________________________________________________________________________________________

Serious Illnesses and Chronic Conditions of Applicant’s Parents and Siblings, if known:
______________________________________________________________________________________________________________________________________________________



Past Serious Illness, Infectious Diseases, Serious Injuries, and Hospitalizations:
A. _____________________________________________________________________
Date: ______/ ______/ ______
B. ___________________________________________________________________
Date: ______/ ______/ ______
C. ___________________________________________________________________
Date: ______/ ______/ ______
Substance Abuse History, if Applicable:
________________________________________________________________________________________________________________________________________________
DRUG USE PROFILE:
List of prescription and non-prescription drug taken during the past 6 months:
A. _____________________________________________________________________
B. _____________________________________________________________________
C. _____________________________________________________________________

List any drug allergies, idiosyncratic or adverse drug reactions:
A. __________________________________________________________________
B. __________________________________________________________________
C. __________________________________________________________________

Social and Developmental Summary:
Siblings				Age      Sex			Address
1. _______________________________________________________________
Relationship (full/half sibling, foster, biological, adopted) ______________________________________________
2. _______________________________________________________________
Relationship (full/half sibling, foster, biological, adopted) ______________________________________________
3. _______________________________________________________________
Relationship (full/half sibling, foster, biological, adopted) ______________________________________________
4. _______________________________________________________________
Relationship (full/half sibling, foster, biological, adopted) ______________________________________________
                           
                           Independent Living Skills:
                           Self-help (grooming, dressing, bathing, feeding, toileting):
		__________________________________________________________________
		__________________________________________________________________	
		__________________________________________________________________
Household (cleaning, cooking, laundry):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Community (shopping, banking, use of public transportation):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Leisure (interests, activities, hobbies):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mobility (if you use a cane, walker, or wheelchair, please note):
____________________________________________________________________________________________________________________________________________________________
Behavioral (list strengths and needs):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FINACIAL INFORMATION:
Income/Assets
Salary: $ _____________________ per ________________
Training wages: $ _____________ per _________________
Saving (amount): $ ______________
Other assessments (please specify nature and value):
____________________________________________________________________________________________________________________________________________________________
Financial assistance (if applicable, fill in monthly amount):
SSI: ________ MEDICARE: _________ SSDI: _________ MEDICAID: ________
FOOD STAMPS: ______________ OTHER (please specify): _________________

________________________________					___/ ___/ ___
Signature of Applicant						Date:    Mo   Day   Year



_________________________________				___/ ___/ ___
Signature of Parent/ Guardian					Date:    Mo    Day   Year



_________________________________				___/ ___/ ___
Signature of Person(s) filling out application			Date:    Mo    Day   Year
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