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)Patrick ‘Pat’ Tate	 									         21 North Taft * P.O. Box 587
Chief Executive Officer								       	       	         Humboldt, IA 50548
 Ph:   (515) 332-2841
patrickt@westforkservices.org	  		  	                                                                                  Fax: (515) 332-1915




APPLICATION FOR ADMISSION
West Fork Services, Inc.

Application for (circle one or both):  Residential   or   Vocational          Date of Application:_______________

1.    APPLICANT:
             Name (Last, first, middle) ______________________________ Age _____ DOB ______________
   
             Present Address and Phone Number: ______________________________________________

             Permanent Address and Phone Number: ___________________________________________

             County of Legal Settlement: ______________________________

             Social Security Number: _________________________   Medicaid Number: ______________

             Medicare Number: __________________________	

             Sex: ___________  Height: ____________  Weight: _______________

             Racial, Ethnic Make-up (circle one):  Indian     White     Hispanic     Black     Asian      other

             Guardianship (circle one)    Yes    or   No   

             if yes: Name _____________________________ Address: _____________________________

             Case Manager/social worker (name): ________________________________________________
       
                        (address, phone #): _________________________________________________________

              Referred by (name, relationship): ____________________________________________________

                   (Agency Name, address and phone number): ___________________________________________

       2.     FAMILY COMPOSITION:

               Parents Name: ________________________________________________________________

                   (address, phone #): ____________________________________________________________

                Primary Language: ____________________________

                





Brothers/Sister (list name and address)

                ____________________________________________________________________________

                ____________________________________________________________________________

                ____________________________________________________________________________

3.     APPLICANT’S PERSONAL SOURCES OF INCOME: (enter monthly amounts in appropriate area)
        SSI_______________               County Mental Health              Family Trusts _____________
        Block grant ____________        Institution Funds _________    SSA _____________
        HUD (housing assistance)_______   DPI-rehabilitation _________  Disability Benefits __________
        Veteran’s benefits _________    Railroad Benefits _________    other ____________

4.     APPLICANT’S WORK HISTORY (include work activity centers, sheltered workshop, and etc.)(list most current) 
	Mo/Yr to Mo/Yr
	Facility/address
	Job duties
	Income
	Reason for leaving

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 
5.     EDUCATIONAL INFORMATION:
        Has applicant attended school, either regular or special education?     Yes    or     No
        If yes, list most recent school first.
	Mo/Y to Mo/Yr
	School/ address
	Type of education
	graduated

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



6.     INSTITUTIONAL AND/OR RESIDENTIAL INFORMATION
        Has applicant ever been institutionalized?           Yes     or     No
	Name/address institution or facility
	Date
	Discharge date

	
	
	

	
	
	

	      
	
	

	
	
	



7.    MEDICAL INFORMATION:
       Physicians name: ___________________________ phone #: ____________________
      Physicians address: ______________________________________________________
      Primary Diagnosis ___________________________ 
      Secondary Diagnosis __________________
      Date of last medical Physical: ________________________________
      TB test: __________________________  result: ________________________
      Allergies: ______________________________________________________________
      Prosthetic devices? ______________________________________________________
      Special medical limitations: ________________________________________________
      Hospitalizations/ dates: ___________________________________________________
       ______________________________________________________________________
     

      Seizure disorder:    Yes    or    No         Type: _________________________________
      Seizure frequency: ____________________________
       
       EMERGENCY CONTACT PERSON:
       Name __________________________________________ relationship ___________________
       Address: ______________________________________ phone #: _______________________

       HOSPITAL PREFERRED: (name, address, phone number)
       _____________________________________________________________________________

       DENTIST:
       Name:_________________________________________
       Address: ______________________________________ phone #: _______________________
       Date seen last: _________________________________

       OPTOMETRIST/OPTHAMOLOGIST:
       Name: _________________________________________
       Address: ______________________________________ phone #: _______________________
       Date seen last: _________________________________

       PSYCHOLOGIST/PSYCHITRIST:
       Name: _________________________________________
       Address: ______________________________________ phone #: _______________________
       Therapist: _____________________________________
       Frequency of visits: __________________________________

8.    PERSONAL INFORMATION:
       Is the applicant a member to a church?     Yes   or    No
       Name/address: ________________________________________________________________
       INTERACTION:
       Hobbies: _____________________________________________________________________
       Does the applicant interact well with peers?    Yes   or   No    
       if no, describe behavior: _________________________________________________________
       Does applicant initiate leisure time activities?   Yes   or   No
       EATING:
       Does applicant have difficulty eating?    Yes   or    No
       If yes, describe: ________________________________________________________________
       Favorite foods: _________________________________________________________________
       Least favorite foods: ____________________________________________________________
       SLEEPING:
       Does the applicant sleep well?      Yes       or       No
       If No, describe: ________________________________________________________________
       Does applicant require sleeping medications?     Yes      or     No
       Is applicant use to sharing a room with others?      Yes     or     No
       Does applicant need to take naps?       Yes     or    No
       TOILETING:
       Is applicant independent in toileting during the day?     Yes     or     No
       Is applicant independent in toileting during the night?     Yes     or     No
      




       DRESSING:
       Does applicant dress self?   Yes     or    No
       Comment on the following abilities.
       Buttons: ________________________________ Zippers: _____________________________
       Belts: __________________________________ Tying shoes: __________________________
       Hooking bra: ____________________________ other: _______________________________
       COMMUNICATION:
       Speech?     None          single words only         phrases         complete sentences
       If none, explain means of communication (sign language, gestures, write, device) ________________
       Can applicant be understood by strangers?       Yes    or    No

        MOBILITY:
        Circle appropriate items:    walks with assistance          walks without help       
                  Able to climb         up/down stairs
        Describe type of assistance required: _____________________________________________
         FEARS:       Yes     or    No       describe: __________________________________________
        EMOTIONAL STATE:
        Possible areas where applicant is vulnerable for exploitation.  Circle all that apply.
        Financial        employment       housing        sexual       drugs        physical abuse
               Education             peer group        others: _____________________________________

9.      REASON FOR SEEKING PLACEMENT AT RESIDENTIAL AND/OR WORKSHOP:   
  
															

															

															



10.     CURRENT MEDICATIONS (Please Include As Needed and Over-The-Counter Medications).  
	
	Medication
	Dose
	Frequency
	Associated Diagnosis
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11.	PLEASE LIST ANY BEHAVIOR PROBLEMS AND/OR PROGRAMS:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12.     ADDITIONAL COMMENTS:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I AFFIRM THAT THE ABOVE STATEMENTS ARE TRUE:
    

Signature                                                            relationship to applicant                                          date

Please return to:          West Fork Services, Inc.
                                  21 N. Taft, PO Box 587
                                  Humboldt, IA 50548
                                  Attn: Admissions Team
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