Preliminary Information

PRELIMINARY INFORMATION
Rainbow Omega, Inc.
P.O. Box 740, Eastaboga, AL 36260-0740
(256) 831-0919

Name of Applicant:
___________________________________


Date: ____________
Address: ___________________________________________________________________________


(Street Address)
______________________________________     __________________   
__________________
(City)






(State)



(Zip Code)
Date of Birth: ____/____/_______

Sex: ____ Male  ____ Female
Type of Service Requested:
_____ Residential Care




_____ Vocational (Day) Training

_____ Respite
This section is a summary of the definition of developmental disabilities. Rainbow Omega will apply this definition to determine, in part, the applicant’s need for the services offered by Rainbow Omega.

This applicant’s disability meets the following conditions:

1. Is attributable to a mental or physical impairment or combination of mental and physical impairments






YES
NO
2. Is (was) manifested before the age of 22


YES
NO
3. Is likely to continue indefinitely



YES
NO
4. Results in substantial limitation in three or more of the following major life activities:

SELF CARE






YES
NO


RECEPTIVE/EXPRESSIVE LANGUAGE


YES
NO

LEARNING






YES
NO

MOBILITY






YES
NO

SELF DIRECTION





YES
NO

CAPACITY FOR INDEPENDENT LIVING

YES
NO

ECONOMIC SELF-SUFFICIENCY



YES 
NO

5. Reflects the person’s need for combination and sequence of special, interdisciplinary, or generic care.







YES
NO
Please describe the disability:
____________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Does the applicant use any assistive devices (i.e., hearing aids, walker, cane, wheelchair, communication device, etc.)?
YES
NO
If yes, please describe: _________________________________________

____________________________________________________________________________________

Does the applicant require any kind of skilled nursing care on a daily basis (i.e., feeding tube, catheter, insulin shots, etc.)?
YES
NO
If yes, please describe: ___________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Does the applicant have any medical conditions, other than the developmental disorder (i.e., high blood pressure, diabetes, seizures, etc.)?
YES
NO
If yes, please describe: _______________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What medications does the applicant take?

Medication:

Dosage
:

Reason for taking:

_______________
_______________
________________________________________________

_______________
_______________
________________________________________________

_______________
_______________
________________________________________________

_______________
_______________
________________________________________________

_______________
_______________
________________________________________________

_______________
_______________
________________________________________________

Does the applicant receive care from a therapist, psychologist, or psychiatrist?
YES
NO

If yes, please describe why: _____________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Does the applicant have any psychiatric diagnosis (i.e., depression, anxiety, schizophrenia, insomnia, etc.)?
YES
NO
If yes, please state: __________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Does the applicant have any behaviors they need assistance dealing with (i.e., aggression, stealing, yelling, etc.)?
YES
NO
If yes, please describe: _________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Has the applicant ever lived in a group home setting before?   YES
   NO
If yes, where and when?

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

Has the applicant ever worked in a sheltered workshop, pre-vocational training program, or held a job before?   YES    NO
If yes, where and when?
___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

Additional Comments:

To my knowledge, I have accurately filled out all the information requested on this Preliminary Information form.  I understand that every candidate for admission to Rainbow Omega must come for a pre-placement evaluation visit (minimum of 3 days/2 nights).  Costs for respite may vary depending on individual needs and must be discussed with the CEO.

Person completing this document: ____________________________________ Date: _____________ 

Relationship to Applicant: ______________________________________________________ 




    Address: ______________________________________________________ 

                                                       ______________________________________________________ 

                                                       ______________________________________________________ 




                Phone:  (____) ______________________________________
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