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This form is to be completed by the supported developmental home provider, the respite provider, the individual receiving services, and the responsible person prior to service delivery. The original form should be kept in the file and a copy will be maintained at the main office as verification of completion.

Individual Receiving Support: 



Date of Birth: _______Date of Orientation:

Respite Provider: 







Critical Information:

Emergency Contact Name: 





Phone Number: 




Division Support Coordinator: 




Phone Number: 




Primary Care Physician: 





Phone Number: 




Health Insurance Name: 





I.D. # 






Other: 








Phone Number: 





A Place to Call Home Contact Person: 



Phone Number: (480) 456-0549 Emerg (480)244-7800
supervision:

What is the level of supervision required: 

























Does the individual have ISP approved alone time? 









ISP supervision requirements /Risk assessments. 









What are the specific rules that should be followed: 









What is the level of supervision during bathing required:








What level of supervision around bodies of water (including pools, lakes, ponds, rivers, etc)



















Additional information/Precautions regarding supervision: 























social activity information:

Describe the social activities the individual prefers to participate in: 





















Is there additional information regarding community outings (stranger awareness, running away, etc.) that should be known: 

emotional/behavioral needs:

List any behavioral/emotional tendencies: 

























Interventions/techniques to be used: 


























Antecedents/areas/things/actions to avoid (if any): 









health/medical:

Allergies: 














Special needs (i.e. adaptive equipment, sensory/physical impairments, sleeping patterns, seizures [description and frequency]): 

Current medical concerns/diagnosis: 











Additional health/medical information: 

























current medications:

MEDICATION


DOSAGE
TIMES
ROUTE
SIDE EFFECTS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FOOD AND DIET:

Dietary needs: Are there any dietary supplements or specialized diet needs? 




















Is any special equipment used during mealtime? 









Describe assistance needed during mealtime: 
























Food Likes: 






Food Dislikes: 





Any food or dietary restrictions/allergies? 










transportation:

Does the individual behave when riding in a vehicle? 


 If not, what should be watched for? (Opening car doors, physically interrupting driver, etc.) 










Seatbelt use is required. Describe any difficulties the individual had with this. (Unlatches seatbelt, moves around in vehicle, etc.) 















Describe any special equipment needed for transporting (Wheel chair tie downs, harness, etc.): 



















programmatic:

I have received information and instructions on objectives and data collection. I understand that it is my responsibility to follow the goals and objectives as outlined in the ISP.


YES
NO

I have received information and training on specific strategies as stated in the behavior plan.


YES
NO
N/A

general:

Describe how the individual communicates his/her needs and wants and the kind of assistance needed to understand instructions: 










































Describe assistance the individual needs with activities of daily living: 




































Individual’s likes and preferences: 











Individual’s dislikes: 





























Other: 






























school/day program information:

School/Day Program Name: 












Days and Hours of Attendance: 












Contact Person: 






Phone Number: 




Transportation Method: 












other pertinent information:

signatures:

My signature is confirmation that I have received orientation and training to the specific needs and levels of support the named individual.

Name of individual receiving orientation:

Print Name




Signature




Date

Name of individual giving orientation:

Print Name




Signature




Date

1830 S. Alma School Road, Suite 122, Mesa, Arizona 85210


Telephone (480) 456-0549     Fax (480) 456-0553


1200 N. El Dorado Circle #C300, Tucson, Arizona 85715


Telephone (520) 318-9906 	Fax (520) 881-9051


E-Mail: info@tocallhome.com     Website:  www.tocallhome.com
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