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INTERCEPT’S COMMUNITY HOMES/FRESHSTART/BABYSTEPS
 ADMISSION APPLICATION

Fax or Email To:  804.474.9997  or  refer@interceptyouth.com

	     
	     
	     

	CLIENT NAME
	DOB
	SOC SEC NO

	     
	     
	

	RACE 
	SEX
	

	     
	     
	     

	GUARDIAN/RELATIONSHIP
	WORK PHONE 
	FAX

	     
	     
	

	GUARDIAN ADDRESS 
	E-MAIL
	


	FUNDING SOURCE (CSA Locality)
	     

	CSA COORDINATOR CONTACT INFO
	     

	REFERRING WORKER NAME
	     

	REFERRING WORKER PHONE NUMBER
	     

	REFERRING WORKER FAX NUMBER
	     

	REFERRING WORKER ADDRESS
	     

	TITLE IV-E APPROVED
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	VA MEDICAID RECIPIENT  
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO     NUMBER      

	MCO
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	MCO NAME/NUMBER
	     

	OTHER INSURANCE
	     

	PLACE OF BIRTH
	     

	CURRENT PLACEMENT
	     

	CONTACT PERSON TO SCHEDULE  
	NAME      

	INTERVIEW WITH CLIENT
	PHONE     

	
	EMAIL      

	ADMIT DATE:
	     
	DATE PLACEMENT IS NEEDED:
	     

	REASON CURRENT PLACEMENT IS ENDING (please be specific)

	     

	CURRENT PLACEMENT CONTACT INFO
	     

	PERMANENCY GOAL
	     

	
	

	DSM 5 DIAGNOSIS
	     

	
	     

	
	     

	CURRENT MEDICATION:
	
	

	     
	     
	     

	MEDICATION NAME
	DOSAGE
	INSTRUCTIONS

	     
	     
	     

	MEDICATION NAME
	DOSAGE
	INSTRUCTIONS

	     
	     
	     

	MEDICATION NAME
	DOSAGE
	INSTRUCTIONS

	     
	     
	     

	MEDICATION NAME
	DOSAGE
	INSTRUCTIONS


	MEDICATION ALLERGIES
	     

	ENVIRONMENTAL ALLERGIES 
	     

	SIGNIFICANT MEDICAL CONDITION 
	     

	SUBSTANCE ABUSE HX
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	SUBSTANCES USED  
	     

	SEXUAL OFFENDER
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	HAS COMPLETED SO TREATMENT 
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	CURRENT/PENDING CRIMINAL HISTORY

CURRENTLY ON PROBATION 
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	PO CONTACT INFO
	     


CURRENT EDUCATIONAL PLACEMENT:

	     
	     
	     

	SCHOOL NAME
	ADDRESS
	PHONE 

	DATES OF ATTENDANCE
	     

	GRADE 
	     

	FULL SCALE IQ
	     

	IEP
	 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

	TYPE OF SCHOOLING NEEDED
	 FORMCHECKBOX 
 PUBLIC   FORMCHECKBOX 
 ALTERNATIVE

 FORMCHECKBOX 
 GED         FORMCHECKBOX 
 PRIVATE DAY

	LAST PUBLIC SCHOOL ATTENDED

	     


REQUIRED ATTACHMENTS

	 FORMCHECKBOX 

	FAPT and Current Treatment Plans

	 FORMCHECKBOX 

	Social History 

	 FORMCHECKBOX 

	Psychological Evaluation 

	 FORMCHECKBOX 

	Medicaid/Insurance Card 

	 FORMCHECKBOX 

	Birth Certificate

	 FORMCHECKBOX 

	Social Security Card

	 FORMCHECKBOX 

	School Transcripts

	 FORMCHECKBOX 

	Current IEP    FORMCHECKBOX 
  NA

	 FORMCHECKBOX 

	Immunization Record

	 FORMCHECKBOX 

	Physical Exam Date:       

	 FORMCHECKBOX 

	Sex Offenders: Psychosexual, or Risk Assessment    FORMCHECKBOX 
  NA

	 FORMCHECKBOX 

	Therapist recommendation if stepping down from higher level of care    FORMCHECKBOX 
  NA

	 FORMCHECKBOX 

	Certificate of Need needed by DOA

	 FORMCHECKBOX 

	CANS needed by DOA

	
	


PERSON SUBMITTING APPLICATION:

	_________________________________________
	     

	SIGNATURE
	PRINTED NAME

	     
	PHONE:              

	DATE OF APPLICATION
	FAX:       

	
	EMAIL:       


COMMUNITY HOME/FRESH START/BABYSTEPS ADMISSION APPLICATION:

SIX-MONTH MEDICATION PROFILE

	     
	     

	APPLICANT NAME
	DATE OF COMPLETION OF FORM

	
	


1.  MEDICATION AND ILLICIT DRUGS TAKEN IN THE PAST SIX MONTHS:


(Prescription and nonprescription)

     
2.  HISTORY OF ADVERSE REACTIONS:

     
3.  INEFFECTIVE PHARMACOLOGY RECEIVED:

     
____________________________________

Signature of Person Completing the Form
BABYSTEPS ADMISSION APPLICATION:

CHILD OF RESIDENT (only complete if BABYSTEPS)
	Child’s Name:      

	DOB:      

	Social Security Number:      



Placement History of the Child, including where infant/child was living prior to placement:

     
Developmental Milestones of Infant and Child, please check all that apply

	☐ Walking

Date:      
	☐ Crawling

Date:      
	☐ Sitting Up

Date:      

	☐Talking

Date:      
	☐ Toilet Training

Date:      
	☐ Self Feeding

Date:      


Nutritional Needs of Infant/Child:

Special Diets:      
Types of food currently eating:      
Type or formula:      
Food Allergies:      
Medical Needs of the Infant/Child


Significant Medical Condition:      

Current Treating Physician:      


Phone:       

Current Medications:      

Medication Allergies :      
	Type of Delivery: Check

     ☐ Natural       ☐  Caesarean Sections   ☐  Vacuum Extraction    ☐   Forceps

    ☐  Induction

	Weight at Birth:      
	Length at Birth :      


	Biological Father Name:      
	Phone:      
    

	Biological Father’s Address:      
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