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Application for Services
Check program(s) for which application is being submitted.  Please print clearly when completing the application.
Applicant’s General Information    (Please provide a photo of applicant)

Name_______________________________________________________________________
	Last						First				Middle
Nickname or name you like to be called:_______________________________________________
Date of Birth: _____/_____/_____    Place of Birth_______________________________________
Lives with Parents: ____                    Lives on their own:____           Lives with Guardian or Relatives____
Foster Home:____    Other___
Number of Occupants living at home: ________
Current Address: ___________________________________________________________________
Permanent Address: ________________________________________________________________
Home Phone:__________________________________ Cell Phone:___________________________
Country of Citizenship_______________________________________________
Do you live in Baltimore County______   Baltimore City ___ if other, please specify:______________
Social Security #:__________________________  Type of Income/Amount: _______________________
Medical Assistance #:___________________________ Medicare #:_____________________________
Other Health Insurance: ________________________ Prescription Coverage: ______________________
Does Applicant have a Service Coordinator? _________________________________________________
						Name				Number
Service Coordinator Email Address_________________________________________________________
Guardianship Information

Who is Legal Guardian? ___________________________          Date attained: __________

Type of Guardianship?    Full__     Property___	Limited___	Medical___ 	Person___




Parent/Guardian Information

	Name

	
	Name 

	

	Relationship
	
	Relationship
	

	Date of Birth

	
	Date of Birth

	

	Address  (if different)

	
	Address (if different)

	

	Home Phone (if different)

	
	Home Phone (if different)

	

	Cell Phone

	
	Cell Phone

	

	Occupation

	
	Occupation

	

	Work Address

	
	Work Address

	

	Work Phone

	
	Work Phone

	

	Living/Deceased , if deceased, date 
	
	Living/Deceased , if deceased, date 
	

	Place of Birth

	
	Place of Birth

	

	Marital Status

	
	Marital Status

	



May we send you information via email?_________                                                                                         Email address_______________________________________________________

Brothers and Sisters
	Name
	Birth Date
	Phone #
	Address
	Occupation or Student

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



Other Family Members living in the Home
	Name
	Birth Date
	Relationship to Applicant
	Phone #
	Occupation

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



Emergency Contacts: (Other than Parent/Guardian/Caregiver)
Name: _________________________________  Relationship to applicant: ________________________
Address: _____________________________________________________________________________
List Phone number(s):___________________________  		________________________________
Name: _________________________________  Relationship to applicant: ________________________
Address: _____________________________________________________________________________
List Phone number(s):___________________________  		________________________________


Medical Information
Primary Diagnosis: ____________________________________________________________________
Additional Diagnosis:___________________________________________________________________
Additional Diagnosis: ___________________________________________________________________
Additional Diagnosis:___________________________________________________________________
Is your young adult aware of their Autism Spectrum Disorder diagnosis and how it impacts them? _____
_____________________________________________________________________________________
Current Medications (Include of the counter medications)
	Name of Drug
	Purpose
	Prescribing Dr.
	Dose
	Schedule

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Is client able to self –administer prescribed medication?_______________________________________
Previous Medications Used:______________________________________________________________
Individual Information
Sensitivities: ________________________________________________________________________
Allergies: _____________________________________________________________________________
Special Diet:__________________________________________________________________________
Food Tolerance Issues:__________________________________________________________________
Dressing:______ Zipper______ Button______  Tie_____  Lace______    Washing_______
Toileting:   Self:_____________ Soils:______________ Wears Diapers:________________
If female: Are periods regular?__________  Cycle:_____________________________
Any unusual symptoms?____________________________________________________
[bookmark: _GoBack]Can she care for herself during menstruation?_________________________________
Does Client get car sick when travelling?____________ Does Client tire easily?_______
Does Client have problems with swallowing or chewing?__________________________
Legally competent to make health care decisions?  Yes____   No_____
If no, who is the Surrogate Decision Maker/Guardian_________________________________________
Contact information: ___________________________________________________________________
Health Care Provider(s) Information
Primary Care Physician:______________________________________ Date of last visit____________
Address: _____________________________________________________________________________
Phone: _________________________________________  
Dentist:____________________________________________ 	            Date of last visit____________
Address: _____________________________________________________________________________
Phone: _________________________________________  
Date of last dental exam:____________________________  Dentures?  Yes____    No____
Brief description of any dental problem(s):_______________________________________
Vision Care:________________________________________ ____________
Phone: _______________________________________		Date of last visit___________________
Any vision impairment?	Yes____No____   Does applicant wear glasses/contacts?  Yes____	No____

Hearing
Does applicant have a hearing problem?		Yes____	No____

Does applicant wear hearing aids?		Yes____	No____
Neurologist:________________________________________ ____________
Phone: _______________________________________		Date of last visit___________________
Psychiatrist:________________________________________ ____________
Phone: _______________________________________		Date of last visit___________________
Psychologist/Counselor/Social Worker:_____________________________________ ____________
Phone: _______________________________________		Date of last visit___________________
** PLEASE ATTACH COPIES OF MOST RECENT PHYSICAL, NEUROLOGY REPORT, PSYCHIATRIC REPORT OR PSYCHOLOGICAL REPORTS



Mobility
Walks independently____	Uses cane____		Uses crutches____ 	Uses walker____
Uses wheelchair Yes____     No____	Manual____    Electric____    Self Propelled____
Seizures
Does applicant have seizures?	Yes____   No____
Frequency: 	Daily____	Weekly____	Once a month____  Every few months____
Types of seizures:_____________________________________________________________
Are seizures controlled by medication?	Yes____	No____
Other Specialist______ __________________ Phone #____________  Date of last visit_____________
Other Specialist:________________________ Phone #____________  Date of last visit_____________
Other Specialist:________________________ Phone #____________  Date of last visit_____________
** PLEASE ATTACH MOST RECENT SPECIALIST REPORTS

General Behavioral Questions
Does applicant have a history of behavioral problems? 	Yes____	No____

Please describe:___________________________________________________________________

Does the individual have a current behavior plan?______  Please attach, if applicable. 

What behavior management techniques have been effective / ineffective in the past?
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Does the individual engage in / display any of the following:

Yes / No		Describe (including triggers)

Self-injurious behaviors ________________________________________________________________________

________________________________________________________________________

Aggressive behaviors ________________________________________________________________________

________________________________________________________________________

Taking others possessions (including food)
________________________________________________________________________

________________________________________________________________________

Destructive of property (i.e.breaking windows…) _________________________________________________________________________

_________________________________________________________________________

What items or strategies MOTIVATE the individual?
Visual (watching a movie, playing a computer game, reading…)_________________________
____________________________________________________________________________
Auditory (listening to music…)____________________________________________________
____________________________________________________________________________
Tactile (holding a favorite object…)________________________________________________
____________________________________________________________________________
Kinesthetic (swinging…)________________________________________________________
____________________________________________________________________________
Other (money, food, telling a joke, praise, praise, favorite smells, special outings:___________

___________________________________________________________________________

History of Hospitalizations: Please attach discharge summary of hospitalizations
	Date
	Reason
	Hospital
	Physician

	

	
	
	

	

	
	
	

	

	
	
	



Allergies: (bee stings, drugs, dust, mold, pollen, food, etc.)____________________________________
___________________________________________________________________________________
Does applicant have medical concerns not listed?    Yes___   No___ (f yes please list)
Diet (chopped food, tube food, finger food, etc.)__________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Speech and Language Information

Does applicant have a speech/language impairment?	Yes___	No____
Is applicant verbal?	Yes____	No____
Has applicant had a speech/language assessment? 	Yes____	No____
Assessment done by:_______________________________________________
Means of communication :	Speech____	Sign Language____	Gestures____	
Assistive Technology: _______(if yes, please list)__________________________________________
_________________________________________________________________________________
Communication board____	Other____
Has applicant ever been convicted of a crime?		Yes____	No____
If yes, provide details:__________________________________________________________________
Is applicant currently on probation?_______________________________________________________
(If yes, provide copy of terms of probation)
Is any other family member diagnosed as having a disability?	Yes____	No____

Describe___________________________________________________________________________






Background Information

	Name of Schools Attended
	Complete Address
	Date
	Cert/Diploma

	

	
	
	

	

	
	
	

	

	
	
	



Contact person:_______________________________________________________________________

	Adult Programs Attended
	Complete Address
	Date

	

	
	

	

	
	

	

	
	



Contact person:_______________________________________________________________________

	Vocational Training or Evaluations
	Complete Address
	Date

	

	
	

	

	
	

	

	
	



Contact person:_______________________________________________________________________

Has applicant received or is receiving any type of services of financial assistance from Itineris or any  agency? (i.e.: Respite Services, In-Home Support, Foster Care, LISS)	Yes____	No______

If yes, please list agency/agencies and explain_______________________________________________

TRANSPORTATION

Please check all that apply:
____Has drivers license  ____ Can use public transportation ____ Approved for mobility  ___Has Taxi Access
 Mobility ID Number  _____________________________


Signatures


_____________________________________________________	_________________________
Signature of parent/guardian (if applicable)					Date



_____________________________________________________	_________________________
Signature of applicant  (if at least 18 years old)					Date



_____________________________________________________	_________________________
Signature of person completing this application					Date























Religious Practices:

Itineris, Inc provides services and operates without discrimination on the basis of race, color, national origin, religion, political affiliation, marital status, age, sex or disability.  The following information is useful for statistical purposes only; completion of this portion of the application is voluntary.

Religion_______________________________________________________________________

Ethnic Identification
____African American	____Caucasian		____ Hispanic    	____Native American          ____Asian
Other______________________________________________________________________________

U.S. Citizen? 	_____Yes	____No
Sex:	_____Male	_____Female
Height:________________	Weight________________
Eye Color________________________		Hair color_____________________________

Language(s) spoken or understood:    _____English  	____Other, specify________________________
Language(s) used in Applicant’s home environment:
____English	____Other, specify:_______________________________________________________














Authorization to Obtain Information

Date authorization becomes effective:_________________________ and expires on _______________.

I, ___________________________________________________ hereby authorize

___________________________________________________________________________________
Clinician/Doctor/Evaluator name

Address, city, state and zip

Phone number:_______________________________   Fax:____________________________________


To release the following:	____Social History	____Psychological Reports  

____ Medical Information	____Counseling Reports	____Vocational Evaluations

____Other, specify_____________________________________________________________

To: 	Itineris, Inc., 	
2050-A Rockrose Ave
Baltimore, MD 21211


I understand that the information being requested will be used by Itineris, Inc., to assist in determining the agency’s capacity to support me now and/or  assist planning with me for the future.

I understand that all information shared with Itineris, Inc., will be treated in a strictly confidential manner, and any further sharing of my information will require my additional authorization. I understand that authorization is extended for this request only and at this time only.

I understand that I have the right to revoke this authorization in writing at any time except to the extend that action on this authorization has already occurred.

____________________________________________		____________________________
Individual’s Signature						Date

____________________________________________		____________________________
Parent/Guardian (must sign if person is under 18)			Date

____________________________________________		____________________________
Witness								Date

____________________________________________		
Relationship to Witness			

____________________________________________		____________________________
Agency Representative						Date

____________________________________________		
Title of Agency Representative						
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Charting the journey alongside adults with autism




