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Application for Program Admission

MARSHALL COUNTY GROUP HOMES, INC.

805 Pacific Avenue, P O Box D, Argyle, MN 56713

Phone: 218-437-6695

Email:  office6695@gmail.com

MEMO TO:



FROM:


(NAME)
CONCERNING:
Admission Application 
To whom it may concern:

Attached you will find the application for admission to a program of Marshall County Group Homes Inc.  Please complete the enclosed application and return it with the following required materials:

Most recent psychological report

Current educational or vocational report

Current annual physical examination (required just prior to admission)

Hepatitis B screening results

MRSA screening results

Immunization record

Psychiatric evaluation (if applicable)

Current Day Program annuals and quarterly for the past year

Current Residential annuals and quarterly reports for the past year
This facility, the Marshall County Group Homes, Inc., is operated in accordance with U.S. Department of Agriculture policy which does not permit discrimination because of race, color, sex, age, handicap, national origin or being a HIV/Aids, HBV carrier.  Any person who believes that he or she has been discriminated against in any USDA related activity should write immediately to the Secretary of Agriculture, Washington, DC 20250.

APPLICATION FORM

Facility:                                                                                              Date:                                                       
Address:                                                                                                                                                                       

Telephone:                                                                  

Applicant’s Name: _______________________________________________________________________

Current Address:                                                                                                                                                                    

Telephone:                                                                                                                                                                   

Birth Date:                                                   Place of Birth:                                                                                 









City                      County                     State

Sex: ______ Height: _________ Weight: _________ Color of Hair: _____________ Eyes: ____________


Ambulatory: Yes_____ No_____ Identifying Marks: __________________________________________

Primary and Degree of Handicap: ________________________________________________________


Medications: ___________________________________________________________________________

                                                                                                                                                                         _

Religion: _______________________________ Social Security Number: __________________________

Marital Status: ______________   Citizenship Status: __________________________________________

Language spoken or understood: ____________________________________________________________

Previous residential placements and dates:                                                                                                      

Name of current day program:                                                                                                                         





Sheltered Workshop       DAC/ODC         School        Other

Father’s name: ______________________________________ Birthplace: ________________________

Address: ___________________________________________ Home/Cell Phone: ___________________








     Work Phone: _______________________

Mother’s name: _____________________________________ Birthplace: _________________________

Address: ___________________________________________ Home/Cell Phone: ___________________

                                                                                                      Work Phone: _______________________

If applicable, who has legal custody or guardianship? 

Mother ___________ Father ___________ Both Parents _____________ Other _____________

If other than parents, please specify: Name, Address, Phone

_____________________________________________________________________________________

Does applicant receive financial assistance:  SSI __________ M.A. _________ Cost-of-Care_______







Parents __________ Other __________

Checking Account:
Yes ______ No ______
Savings Account:       Yes ______ No ______

Health Insurance:       Yes ______ No ______ 
Life Insurance:            Yes ______ No ______

County of Financial Responsibility __________________________________

Caseworker: _________________________________________ Phone: ___________________________

Address: _______________________________________________________________________________

County of Service if different: ______________________________________

Caseworker: _________________________________________ Phone: ___________________________

Address: _______________________________________________________________________________

Applicant is capable of self-preservation:  Yes________ No________

Family contact person or (other) to notify in case of emergency (must have legal authority):

______________________________________________________ Phone: ________________________

This form was filled out by: ______________________________________________________________

SKILLS CHECK LIST

Please check items which best described applicant.

	EATING
	Consistently
	Sometimes
	Never
	Comments

	Needs to be fed
	
	
	
	

	Throws or plays with food
	
	
	
	

	Eats with fingers
	
	
	
	

	Uses cup or glass
	
	
	
	

	Eats with spoon
	
	
	
	

	Eats with fork
	
	
	
	

	Uses knife for spreading
	
	
	
	

	Uses knife for cutting
	
	
	
	

	Eats slowly
	
	
	
	

	Eats rapidly
	
	
	
	

	Fussy eater
	
	
	
	

	Enjoys eating
	
	
	
	

	Shows good table manners 
	
	
	
	

	Completely independent at mealtime
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	DRESSING:
	Consistently
	Sometimes
	Never
	Comments

	Needs to be dressed completely
	
	
	
	

	Resists dressing
	
	
	
	

	Assists in dressing
	
	
	
	

	Tries to dress self 
	
	
	
	

	Puts on most of clothing
	
	
	
	

	Buttons clothes
	
	
	
	

	Ties shoes
	
	
	
	

	Chooses own clothing
	
	
	
	

	Completely independent in dressing
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	GROOMING:
	Consistently
	Sometimes
	Never
	Comments

	Needs complete help
	
	
	
	

	Washes hands
	
	
	
	

	Washes face
	
	
	
	

	Brushes teeth
	
	
	
	

	Combs or brushes hair
	
	
	
	

	Bathes self with supervision
	
	
	
	

	Bathes self independently
	
	
	
	

	Shaves
	
	
	
	

	Shampoos hair
	
	
	
	

	Completely independent in grooming
	
	
	
	

	
	
	
	
	


SKILLS CHECK LIST (continued) Please check items which best described applicant.

	TOILETING:
	Consistently
	Sometimes
	Never
	Comments

	Diapered
	
	
	
	

	Scheduled toileting
	
	
	
	

	Can indicate need
	
	
	
	

	Soils during the day
	
	
	
	

	Soils during the night
	
	
	
	

	Wets during the day
	
	
	
	

	Wets during the night
	
	
	
	

	Cares for self at toileting
	
	
	
	

	
	
	
	
	

	COMMUNICATIONS:
	Consistently
	Sometimes
	Never
	Comments

	Does not understand language
	
	
	
	

	Communicates with gestures only
	
	
	
	

	Communicates by signing
	
	
	
	

	Speaks single words
	
	
	
	

	Uses phrases
	
	
	
	

	Uses sentences
	
	
	
	

	Relates experiences
	
	
	
	

	Speech easily understood
	
	
	
	

	Speaks freely
	
	
	
	

	Speaks incessantly
	
	
	
	

	Follows simple directions
	
	
	
	

	Answers questions
	
	
	
	

	Converses spontaneously
	
	
	
	

	Talks on telephone
	
	
	
	

	Prints 
	
	
	
	

	Writes
	
	
	
	

	
	
	
	
	

	SOCIAL RELATIONS:
	Consistently
	Sometimes
	Never
	Comments

	Needs close supervision
	
	
	
	

	Accepts supervision
	
	
	
	

	Relates better to others than to peers
	
	
	
	

	Avoids interaction with peers
	
	
	
	

	Enjoys interaction with peers
	
	
	
	

	Plays near, but not with others
	
	
	
	

	Disrupts group activities
	
	
	
	

	Makes close friends
	
	
	
	

	Has interest in opposite sex
	
	
	
	

	
	
	
	
	

	CHORES & ACTIVITIES:
	
	
	
	

	Helps with minor household tasks
	
	
	
	

	Does responsible routine chores
	
	
	
	

	Goes about neighborhood w/o supervision
	
	
	
	

	Makes purchases
	
	
	
	

	Does jobs around the neighborhood
	
	
	
	

	Uses public transportation
	
	
	
	


BEHAVIOR INFORMATION

	
	Check if answer is yes
	Comments


Is hyperactive

	
	
	


Is aggressive

	
	
	


Is withdrawn

	
	
	


Is depressed

	
	
	


Has excessive habits (i.e., Smoking)

	
	
	


Uses disruptive noises

	
	
	

	Uses Self-stimulation (i.e., rocking back & forth)
	
	


(Please be specific)

	
	
	


Other: Harmful behaviors to others - Please be specific

	
	
	


	
	
	


	
	
	


APPLICANT’S EDUCATIONAL HISTORY

	Name and addresses of schools attended
	Grade or Level
	Date Attended
	Year Graduated


	
	
	
	


	
	
	
	


	
	
	
	


APPLICANTS DEVELOPMENTAL ACHIEVEMENT CENTER (DAC) OR OTHER DAY PROGRAM HISTORY
	Name and Address of Program
	Dates Attended
	Comments


	
	
	


	
	
	


	
	
	


APPLICANTS VOCATIONAL HISTORY

Have you ever been employed? _____________ Sheltered             ______________ Competitive

Please list name of vocational agency or employer:

Agency: __________________________________________________ From: _________ to __________

Address: _____________________________________________________________________________

Job Responsibilities: ___________________________________________________________________

Reason for leaving: ____________________________________________________________________

Agency: __________________________________________________ From: _________ to __________

Address: _____________________________________________________________________________

Job Responsibilities: ___________________________________________________________________

Reason for leaving: ____________________________________________________________________

Name of DVR counselor (if any): _________________________________________________________

Agency: _________________________________________________ Telephone #: _________________

Address: _____________________________________________________________________________

MEDICAL SECTION

LIST OF PHYSICIANS

Current Doctor: _________________________________________ Date of last exam: ________________

Address: ______________________________________________ Please send copy of last exam

Current Dentist: _________________________________________ Date of last exam: ________________










  Please send copy of last exam

Address: ______________________________________________   Does applicant have dentures? _____

Current Ear Doctor: ______________________________________ Date of last exam: ________________










  Does applicant wear hearing aids? ___

Address: ______________________________________________   Hearing screening done? ___________










  Please send copy of last exam
Current Eye Doctor: _____________________________________ Date of last exam: _________________










 Does applicant wear eyeglasses? ____

Address: ______________________________________________ Please send copy of last exam

Neurologist: ____________________________________________ Date of last exam:

Address: ______________________________________________ Please send copy of last exam

Other Specialist: ________________________________________ Date of last exam:

Address: _____________________________________________   Please send copy of last exam

CURRENT MEDICATIONS
	Name
	Dose
	Frequency
	Reason for medication


	
	
	
	


	
	
	
	


	
	
	
	


	
	
	
	


	
	
	
	


If on behavior meds send copy of last psychological and psychiatric consult or any related information.

ALLERGIES

Is applicant allergic to:  Medications? Yes ______ No ______ 

Please list: ________________________________ Type of Reaction: ______________________________


     ________________________________                               ______________________________

                 ________________________________                               ______________________________

Is applicant allergic to Food? Yes ______ No ______

Please list: ________________________________ Type of Reaction: ______________________________

                 ________________________________                               ______________________________

                 ________________________________                               ______________________________

Other: __________________________________

Please list: _______________________________ Type of Reaction: ______________________________

                 _______________________________                                ______________________________

DIET
Is applicant on special diet as ordered by medical doctor?  Yes ______ No ______

Date Started: ________________________ Type of Diet: ________________________________________ 

Reason for diet: _________________________________________________________________________

ACTIVITY

List all activities or limitations applicant is restricted from as ordered by a medical doctor: _____________

______________________________________________________________________________________

Does applicant have any physical disabilities that require the use of special devices? (Wheelchair, braces, walker, orthopedic shoes, splints, canes, etc.): _________________________________________________

______________________________________________________________________________________

MEDICAL HISTORY

 List all operations/injuries/illnesses consumer suffered which required hospitalization.

Date

Nature of Hospitalization
             
Name & Address of Hospital                             

Illness: List Month and Year

Hepatitis B__________________

	


Is applicant prone to any of the following? (Please check if yes)

Constipation_________   Nose Bleeds_________   Strep Throat_________ Weight Gain_________

Asthma_________   Diarrhea_________   Colds_________   Vagina Infections_________

Urinary Tract Infections (Bladder)_________

Does applicant have seizures?  Yes_____ No_____   Age of seizure onset: _________

Date of lst seizure__________________   Type of Seizure_______________________________________

Average number of seizures per month: ____________________

Immunizations:

	Type of vaccine
	1st dose

Mo.-Yr.
	2nd dose

Mo.-Yr.
	3rd dose

Mo.-Yr.
	4th dose Mo.-Yr.
	5th dose Mo.-Yr.
	Booster Mo.-Yr.
	Booster Mo.-Yr.


	
	
	
	
	


	
	
	
	
	

	Measles

(Rubeola)
	
	
	Date of last Mantoux: _____________________

Has applicant ever had a positive Mantoux? Yes___ No___

Date of last chest X-ray: ____________________

	German Measles

(Rubella)
	
	
	
	
	
	
	

	Mumps
	
	
	
	
	
	
	


OTHER:

Age menstruation began _______________________ Date of last period ______________________

Does applicant have regular monthly menstrual cycles?  Yes ______ No _______

If no, please comment____________________________________________________________________

Has applicant ever used birth control?  Yes ______   No ______   Method __________________________

Has applicant ever been sterilized?  Yes ______ No ______ Method _____________________________









   Date _______________________________

Has applicant been screened for Hepatitis B? Yes ______ No ______ Please send copy of results.

DATA COLLECTION NOTIFICATION

The Minnesota Data Privacy Act (Minnesota Laws 1975, Chapter 401) requires that we inform you that the information we are or have asked you to provide is necessary for the effective administration of the services for which you are applying.  The collection of this information is required by federal regulations, state law and/or Department of Public Welfare rules and regulations.  Failure to provide this information could make you ineligible for the services which you have requested.  The information collected will only be used by authorized agency personnel.  Use of this information for purposes other than explained herein will not be made without your prior written approval, unless such other use is specifically authorized by law.  You also have a right to review any information which is maintained by this agency about you, as provided for in Chapter 401.

Applicant Signature: _________________________________________ Date: _______________________
Parent/Guardian Signature: ____________________________________   Date: ______________________
Witness Signature: ___________________________________________ Date: ______________________
2

