BLUE HERON SUPPORT SERVICES ASSOCIATION
APPLICATION/REFERRAL FOR SUPPORT

Date Completed:  ____________________




month/day/year
1. IDENTIFICATION

Name of Individual:  _____________________________________     Male  FORMCHECKBOX 

    Female  FORMCHECKBOX 

Address:  __________________________________________________ Postal Code:  _______________

Phone:
_________________   Cell: 


   Email:  





Date of Birth:  _____________________

2. PERSONAL INFORMATION
	Alberta Health Care Number:
______________________________

Treaty Number: 

______________________________


	Legal Status

Minor   FORMCHECKBOX 
        Independent Adult   FORMCHECKBOX 
         Dependent Adult  FORMCHECKBOX 

Criminal record    FORMCHECKBOX 
           Probation Order   FORMCHECKBOX 
       Other   FORMCHECKBOX 


	Marital Status

	Never Married  FORMCHECKBOX 

	Common Law   FORMCHECKBOX 

	 Married   FORMCHECKBOX 


	      Separated  FORMCHECKBOX 

	        Divorced  FORMCHECKBOX 

	Widowed  FORMCHECKBOX 


	
Spouse (if applicable): _____________________________ Phone/Contact: ______________________

Number of Dependents (if applicable): _______ Names/Ages: _______________________________

__________________________________________________________________________________

__________________________________________________________________________________

Relevant Related Information: ________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

	
Religious Background (optional):

	
Cultural Background (optional): ________________________________________________________

Cultural Advisor ______________________________________ Phone/Contact _________________

	Siblings/Other Family Members

	Name & Age
	Relationship 
	Name & Age
	Relationship 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Other Contacts

	Emergency Contact Person: _______________________________ Phone: ________________________

Address:  _______________________________________________  Email: _________________________

	Family Doctor: ______________________

Phone:  ____________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	Other Medical Professionals:

Name: __________________________Phone: _____________
Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
Name: _________________________Phone: ______________
Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	Social Worker: ______________________

Phone: ____________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	AISH Worker: _____________________________

Phone: __________________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	Children Services Worker: _____________

Phone: ____________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	
PDD Coordinator: _________________________

Phone: __________________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	Probation Officer: ___________________
Phone: ___________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	Mental Health/Counsellor: ___________________________
Phone: _________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	Addictions/Counselor: _______________

Phone: ___________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	Mental Health/Psychologist: ___________________________

Phone: __________________________
Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	Occupational Health: _______________

Phone: ___________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____
	Behavior Specialist: __________________________

Phone: ___________________________

Consent to Contact: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Initials: ____

	
	


3. CONTACTS

Father’s Name:  _______________________________ (If deceased, please indicate) _______________

Address:  ___________________________________________________ Postal Code:  _____________

Phone (HOME) _______________ (WORK) ___________________ Email:  _________________________

Specify any personal information that you consider relevant to this application:

____________________________________________________________________________________

Mother’s Name:  _______________________________ (If deceased, please indicate) _______________

Address:  ___________________________________________________ Postal Code:  _____________

Phone (HOME) _______________ (WORK) ___________________ Email:  _________________________

Specify any personal information that you consider relevant to this application:

____________________________________________________________________________________

Next of Kin (if different from above):  _____________________________________

Address:  ___________________________________________________ Postal Code:  _____________

Phone (HOME) _______________ (WORK) ___________________ Email:  _________________________

Guardian’s/Co-decision Maker Name (if appicable):  ____________________________________________

Address:  ___________________________________________________ Postal Code:  _____________

Phone (HOME) _______________ (WORK) ___________________ Email:  _________________________

Specify any personal information that you consider relevant to this application:

____________________________________________________________________________________

Trustee:  Self  FORMCHECKBOX 
 Formal  FORMCHECKBOX 
 or AISH  FORMCHECKBOX 
 Address:  ___________________________________________________ Postal Code:  _____________

Phone (HOME) _______________ (WORK) ___________________ Email:  _________________________

Specify any personal information that you consider relevant to this application:

____________________________________________________________________________________

4. RECENT/CURRENT PROGRAM INVOLVEMENT

Where has the Individual lived for the past year?

Independently  FORMCHECKBOX 

Parental Home  FORMCHECKBOX 

Facility/Group Home  FORMCHECKBOX 
          Other  FORMCHECKBOX 
 ___________

5. Functional Profile

Living Skills involvement in the past year and current (if applicable). Daily living skills/abilities? Self-help skills (level of independence in dressing, eating, personal hygiene, etc)? General functional comments, level of independence, level of comprehension?  
Educational involvement (e.g. school, college, etc.) in the past year and current (if applicable)

Work/Vocational involvement in the past year and current (if applicable) Skills, history, level of independence, pervious employers and contact information?:

Recreational/Community Access involvement in the past year and current (if applicable). Community inclusion independence level? eg. Typical supervision expectations/requirements for outings: 
Social/Emotional Development. Social interactions skills/maturity – any delays in social development/concerns.  Does he/she prefer small groups 1 or 2 friends, is he/she shy/outgoing, etc? Individuals likes, dislikes, hobbies, interests. Areas of special skill or need (e.g. behavioral or emotional)?: 

6. INDIVIDUAL NEEDS

a) Assessments Completed 
	Assessment Name
	Assessment Date
	Attached

	
	
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



b) Has applicant been assessed as developmentally disabled?

Yes  FORMCHECKBOX 
  
No  FORMCHECKBOX 

If yes, please state diagnosis or briefly described severity.

__________________________________________________________________________________________________________________________________________________________________________

c) Does the applicant have physical/sensory disability?

Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 

If yes, please state diagnosis or briefly described severity.

__________________________________________________________________________________________________________________________________________________________________________

d) Does applicant have emotional/behavioral needs that have been assessed to require professional intervention?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please state diagnosis or briefly described severity.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. HEALTH 

a) Describe any health or medical needs, limitations or precautions: ____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________
b) Describe any current or relevant history of contagious and infectious disease such as HIV, hepatitis, tuberculoses, measles, etc?

__________________________________________________________________________________________________________________________________________________________________________

c) Other health issues: (check all that apply)

    FORMCHECKBOX 
  Diabetes
 FORMCHECKBOX 
 Migraine Headaches FORMCHECKBOX 
 Respiratory Ailments FORMCHECKBOX 
 Heart Ailments  FORMCHECKBOX 
 Tuberculosis

    FORMCHECKBOX 
 Epilepsy
 FORMCHECKBOX 
 High(Low Blood Pressure FORMCHECKBOX 
 Urinary Disorders
 FORMCHECKBOX 
 Back Ailments

    FORMCHECKBOX 
 Arm/Hand Ailments   FORMCHECKBOX 
 Leg/Foot Ailments    FORMCHECKBOX 
 Poor Vision
 FORMCHECKBOX 
 Poor Hearing

Allergies (if applicable): _______________________________________________________________

    
    __________________________________________________________________________________

      e) Current Medications:

	Medication
	Dosage
	Delivery Schedule

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


f) Over the counter medications: __________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

8. MOBILITY

a) General comments on the Individuals mobility level (able to travel alone, need support to get from place to place, uses public transportation, drives, etc):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
b) Does the Individual have any physical disabilities or limitations?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. FINANCIAL STATUS

Check all that apply. 
	AISH  FORMCHECKBOX 

	Employment  FORMCHECKBOX 

	Insurance  FORMCHECKBOX 

	Other  FORMCHECKBOX 



10. SUPPORT NEEDS/REQUESTED

Check all that apply – Program Area(s) and approximate number of hours of support required (if known).

	Community Living/Residential

	Full Time 

 FORMCHECKBOX 

	Part Time 

 FORMCHECKBOX 

	Independent Living Supports  FORMCHECKBOX 

	Support Home 
 FORMCHECKBOX 

	Respite 

 FORMCHECKBOX 

	Other 

 FORMCHECKBOX 


	Total Hours Requested:  ____________

Additional Comments:  _________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________



	Vocational/Employment

	Full Time 

 FORMCHECKBOX 


	Part Time 

 FORMCHECKBOX 


	Other 

 FORMCHECKBOX 


	Total Hours Requested:  ____________

Additional Comments:  _________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________



	Community Access/Involvement 

	Full Time 

 FORMCHECKBOX 


	Part Time 

 FORMCHECKBOX 


	Other 

 FORMCHECKBOX 


	Respite

	In Home  FORMCHECKBOX 

	Out of Home  FORMCHECKBOX 

	Both   FORMCHECKBOX 


	Individual Councilor 

	Counseling   FORMCHECKBOX 

	To Be Determined  FORMCHECKBOX 



11. FUNDING SOURCE AND TYPE
	Services for Children with Disabilities (FSCD)   FORMCHECKBOX 

	Child Protection  FORMCHECKBOX 

	Post Adoption Care  FORMCHECKBOX 


	Health and Wellness  FORMCHECKBOX 

	Independent   FORMCHECKBOX 

	WCB   FORMCHECKBOX 

	Private Insurance    FORMCHECKBOX 


	Disability Services (PDD)   FORMCHECKBOX 

	Other  FORMCHECKBOX 
  (Specify)


12. REFERRING AGENT

Name:  ______________________________________________
Phone:  __________________

Relationship to Individual:  ______________________________________________________________

Facility/Agency/Service:  ________________________________________________________________

Address:  ____________________________________________________________________________

Phone:  ____________________ Fax:  ___________________ Email:  ___________________________

Agent Signature:  _______________________________________

Date of Referral:  _______________________________________

13. ADDITIONALCOMMENTS_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. RELEASE OF INFORMATION CLAUSE

I, ______________________________ give permission for Blue Heron Supports Services to speak to the following agencies/people for exchange of information regarding _______________________ for the purpose of establishing support services.

_____________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature _______________________________________________
Date ____________________

FOR OFFICE USE ONLY:

Application Interview/Follow-up Completed By: ___________________________________
Date: _________________________

Outcomes/Recommendations: __________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Program Director Review: __________________________           Date: _________________________

Assigned Coordinator: ___________________________  Date Assigned: ________________________
Applicant Notification Date: ________________________ 
                                              month/day/year
Phone Call  FORMCHECKBOX 
    Letter Sent  FORMCHECKBOX 
    Scan to E-File  FORMCHECKBOX 
       Master File  FORMCHECKBOX 
  

OBTAINMENT OF FULL DISCLOSURE

Date:






Name of Client:








ID #:






I hereby acknowledge that I have provided Blue Heron Support Services Association with complete and full disclosure regarding the support needs, including behavioural and medical concerns, of individual named above. This information is required to meet the intake criteria and to assist in developing a proper support model should the individual be accepted into service. 

Signature:

___________________________

Name (please print) 




Organization

____________________________ 


__________________________

Date:

____________________________
*This form is in compliance with “Creating Excellence Together” accreditation, Standard 25, regarding the

agency’s obligation to obtain full disclosure.
Date Received Stamp:














	





        month/day/year
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