                                                        
Honoring Opportunities for Personal Empowerment

515.277.HOPE (4673)  Fax:  515.255.3368
P. O. Box 13374, Des Moines, IA   50310
Name of Participant:                                            Medicaid #:                                         DOB: 

PARTICIPANT APPLICATION AND SOCIAL ASSESSMENT

After completing this application, submit to the address above for H.O.P.E. to begin the Intake Process for services with H.O.P.E.

	Date Application Completed:
	

	Person completing the application/referral source:
	

	Relationship to the person applying for services:
	


*Please attach a copy of documentation of diagnosis from a health professional.
	Hours/Units applying for:
	Type of Service Applying for:
	Indicate Monthly Units Authorized, if known:

	
	Supported Community Living (SCL)
	

	
	Supported Employment (SE)
	

	
	Consumer Directed Attendant Care (CDAC)
	

	
	Respite
	


Please indicate your desired days and hours you would like service(s) provided.  If unknown, mark unk.
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday    
	 Friday 
	Saturday

	
	
	
	
	
	
	


GENERAL INFORMATION

	Name of Applicant:                                                                          BirthDate:

	Address:                                                          City/State/Zip:

	Email Address of Applicant:

	Phone:                                                              Social Security # 

	Sex:  (Male   (Female        Medicaid#                                  Medicare#

	Funding Source (i.e. Waiver, County, State, etc.):                                

	County of Legal Settlement:

	Other Health Insurance Name (if applicable):

	Legal Guardian Name?  (If so, please provide a copy of guardianship papers):

	Email 

	(Home phone):                              (Work phone):                                  (Cell):

	Payee? If so, name and address:                                                                    Phone number:

	Legal Issues (If any, please explain):


CASE MANAGEMENT INFORMATION

	Case Worker Name & Phone #: 

	Case Worker Agency & Email Address: 

	Case Workers’s Annual Date (to coordinate meetings):


FAMILY INFORMATION

If information is the same, you may indicate by “s/a/a = same as above”
	Father’s/Spouse name:                                    Email address:

	     Address:                                                       City/State/Zip:

	     Telephone #(Home)                                    (Work)                                     (Cell)

	Mother’s/Spouse name:                                   Email address:

	     Address:                                                       City/State/Zip:

	     Telephone # (Home)                                   (Work)                                     (Cell)

	Sibling’s name/Address (if different): 

	Sibling’s name/Address (if different):


RELATIONSHIPS

	Please describe relationships with family: 

	

	

	Does the applicant have natural supports/friends/community?   If so, please describe:

	

	

	Spirituality:


EDUCATION HISTORY
	Current or latest school attended:

	Address:                                                     City/State/Zip: 

	Dates attended from:                                to:

	

	Other schools: 

	Address:                                                     City/State/Zip: 

	Dates attended from:                                to:


EMPLOYMENT HISTORY
List past employers of applicant, starting with present (if any):
	Place of employment:                                                  Starting Date:                 End Date:

	Duties:

	Reason for Departure:                                       Starting Wage:               Ending Wage:

	Place of employment:                                                  Starting Date:                 End Date:

	Duties:

	Reason for Departure:                                       Starting Wage:               Ending Wage:

	Place of employment:                                                  Starting Date:                 End Date: 

	Duties:

	Reason for Departure:                                       Starting Wage:               Ending Wage:


BEHAVIOR CONCERNS

	Indicators/Triggers: 

	

	

	Usual Coping Strategies: 

	

	

	What To Do: 

	

	

	Natural Supports: 

	

	


	Date of last physical: 

	Primary Diagnosis (list up to six): 

	

	Secondary Diagnosis: 

	

	Significant Medical Conditions: 

	

	Medications:
	Dosage:
	Frequency:
	Route:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Hospital Preference: 

	Physician: 

	     Address:

	     Phone:

	Dentist:

	     Address: 

	     Phone: 

	Psychiatrist:

	     Address:

	     Phone: 

	Other medical professionals: 

	

	Hospitalizations:

	When?                                      What for? 

	 

	When?                                      What for? 

	


MEDICAL
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