Barron County Developmental Services, Inc. 
APPLICATION FOR SERVICES
TO BE COMPLETED BY INDIVIDUAL AND/OR LEGAL GUARDIAN

NAME ________________________________ DATE OF BIRTH ______________________________
ADDRESS _______________________________________________________________________
PHONE ________________________________ EMAIL ____________________________________ 
SOCIAL SECURITY NUMBER _________________________ DATE OF ADMISSION ____________________
FUNDING SOURCE
CIRCLE ONE:   IRIS	INCLUSA
CONSULTANT/COMMUNITY RESOURCE COORDINATOR – NAME ___________________________________
PHONE _________________________________ EMAIL ___________________________________  
CURRENT SOURCES OF INCOME:			MEDICAL INSURANCE (CIRCLE THOSE THAT APPLY): 
SSI - 		$___________				MEDICARE
SSDI - 		$___________				MEDICAID
OTHER - 	$___________				PRIVATE INSURANCE

SUPPORT NETWORK
CURRENT LIVING ARRANGEMENT (CIRCLE ONE):		HOME CONTACT INFORMATION:  
INDEPENDENTLY					NAME_______________________________	
ADULT FAMILY HOME 				RELATIONSHIP __________________________	
COMMUNITY-BASED RESIDENTIAL FACILITY 		PHONE_______________________________	 
	WITH FAMILY/PARENTS				EMAIL_______________________________
7

1. NAME OF EMERGENCY CONTACT ________________________________________________________________________
ADDRESS ____________________________________________________________________
PHONE ___________________________ RELATIONSHIP ________________________________
2. GUARDIAN NAME (LIST ‘SELF’ AS APPROPRIATE) ________________________________________________________________________
ADDRESS ____________________________________________________________________
PHONE ____________________________ EMAIL _____________________________________
*IF APPLICABLE, PLEASE INCLUDE A COPY OF THE FULL GUARDIANSHIP ORDER WITH THIS APPLICATION*
3. REPRESENTATIVE PAYEE
NAME ______________________________________________________________________
ADDRESS ____________________________________________________________________
PHONE ____________________________ EMAIL _____________________________________
EDUCATION AND EXPERIENCE
HIGH SCHOOL (CIRCLE ONE):   CERTIFICATE OF COMPLETION 	   CERTIFICATE OF ATTENDANCE	DIPLOMA
NAME OF SCHOOL ________________________________________ YEAR COMPLETED ____________
LOCATION _______________________________________________________________________
PREVIOUS WORK HISTORY (NAME) _____________________________________________________
ADDRESS _______________________________________________________________________
PHONE ______________________________	SUPERVISOR _________________________________
RESPONSIBILITIES __________________________________________________________________
SKILLS OBTAINED __________________________________________________________________
PREVIOUS WORK HISTORY (NAME) _____________________________________________________
ADDRESS _______________________________________________________________________
PHONE ______________________________	SUPERVISOR _________________________________
RESPONSIBILITIES __________________________________________________________________
SKILLS OBTAINED __________________________________________________________________

SUPPORT NEEDS
BCDSI STAFF ARE COMMITTED TO PROVIDING SUPPORTS BASED ON INDIVIDUAL NEED. IT IS VERY IMPORTANT THAT WE ARE AWARE OF ANY AND ALL MEDICAL CONDITIONS SO THAT WE CAN GUIDE OUR CLIENTS THROUGHOUT THEIR TIME WITH US. PLEASE COMPLETE THE FOLLOWING CHART SO THAT WE CAN PROVIDE THE BEST SERVICE POSSIBLE. 
	CHECK ALL THAT APPLY
	CONDITION
	PLEASE INDICATE SPECIFICS ALONG WITH                                                       CURRENT TREATMENT/ SUPPORT METHODS

	
	EPILEPSY 
	


	
	DIABETES
	


	
	ASTHMA
	


	
	HEART CONDITION
	


	
	VISION LOSS
	


	
	HEARING LOSS
	


	
	PHYSICAL LIMITATION
	


	
	MENTAL HEALTH ISSUES
	


	
	SPECIAL DIET
	


	
	PHYSICAL RESTRICTIONS
	


	CHECK ALL THAT APPLY
	CONDITION
	PLEASE INDICATE SPECIFICS ALONG WITH CURRENT TREATMENT/ SUPPORT METHODS

	
	ALLERGIES 
(PLEASE LIST W/ TX)
	

	
	FEMALES – MENSTRUAL CARE NEEDS
	

	
	OTHER – PLEASE LIST

	



PLEASE LIST ALL DIAGNOSES: __________________________________________________________
____________________________________________________________________________________________________________________________________________________________

PRESCRIPTION MEDICATIONS
IT IS IMPORTANT FOR BCDSI TO HAVE CURRENT MEDICATION RECORDS IN THE EVENT OF AN EMERGENCY. LISTS ARE ONLY SHARED WITH STAFF ON A NEED-TO-KNOW BASIS OR WITH MEDICAL PROFESSIONALS (EMTS) AS WARRANTED. 
INDIVIDUALS MAY MAINTAIN CONTROL OF THEIR MEDICATIONS OR GIVE THEM TO STAFF WHO WILL STORE THEM IN A LOCKED BOX. ALL CLIENTS MUST BE ABLE TO ADMINISTER THEIR OWN MEDICATIONS (PROMPTS AND DISTRIBUTION CAN BE PROVIDED). ALL MEDICATIONS NEED TO BE CLEARLY LABELED WITH THE INDIVIDUAL’S NAME, THE MEDICATION NAME, DOSE, TIME, AND ROUTE. 
WE ALSO ASK THAT YOU COMPLETE THE FOLLOWING FOR MEDICATIONS TAKEN WHILE AT BCDSI. 
1. NAME OF MEDICATION ________________________________________________________ 
DOSE ___________________ ROUTE _______________ TIME TO BE ADMINISTERED _______________  
2. NAME OF MEDICATION ________________________________________________________ 
DOSE ___________________ ROUTE _______________ TIME TO BE ADMINISTERED _______________  
3. NAME OF MEDICATION ________________________________________________________ 
DOSE ___________________ ROUTE _______________ TIME TO BE ADMINISTERED _______________  


OVER-THE-COUNTER MEDICATIONS
THERE MAY BE TIMES THAT INDIVIDUALS ARE IN NEED OF OVER-THE-COUNTER MEDICATIONS. BCDSI STAFF WANT TO BE MINDFUL OF ANY ALLERGIES OR CONTRAINDICATIONS THOUGH, SO PLEASE INDICATE, BY INITIALING, WHETHER THE FOLLOWING SHOULD BE ADMINISTERED UPON REQUEST; STAFF MAY ALSO ADMINISTER BASED ON THEIR OBSERVATIONS AND BEST JUDGEMENT. 
PLEASE INITIAL AS APPROPRIATE.
_____	ACETAMINOPHEN AS NEEDED FOR PAIN.							
_____	IBUPROFEN AS NEEDED FOR PAIN. 									
_____	TUMS FOR ACID INDIGESTION. 								
_____	THROAT LOZENGES FOR SORE THROAT. 							
_____ 	NEOSPORIN OINTMENT FOR SKIN ABRASIONS. 							
_____	LATEX BANDAGES FOR MINOR CUTS AND SCRAPES. 							
_____	SPRAY-ON SUN SCREEN, SPF 50. 	
_____   SPRAY-ON INSECT REPELLENT, DEET FREE. 
								
ACKNOWLEDGEMENTS AND AGREEMENTS
PHOTO PUBLISHING
BCDSI ENJOYS SHARING THE SUCCESSES AND ACCOMPLISHMENTS OF OUR CLIENTS. WE TAKE PICTURES ON OCCASION AND POST THEM TO FACEBOOK, OUR WEBSITE, OR HAVE THEM PUBLISHED IN AREA NEWSPAPERS. 

PLEASE INITIAL IF YOU AGREE
_____ DO YOU CONSENT TO HAVE YOUR PICTURE PUBLISHED?	
_____ DO YOU CONSENT TO HAVE YOUR NAME PUBLISHED? 	

TRANSPORTATION SERVICES AGREEMENT
WILL YOU NEED TRANSPORTATION TO BCDSI? _____________ FROM BCDSI? ______________________
RIDING A BCDSI VEHICLE IS A PRIVILEGE. THE DRIVER IS THE SUPERVISOR OF THE VEHICLE AND HAS FULL AUTHORITY WHILE DRIVING! HE/SHE IS RESPONSIBLE FOR THE COMFORT, SECURITY AND MOST IMPORTANT, THE SAFETY OF EVERYONE. YOUR BEHAVIOR MUST BE APPROPRIATE AT ALL TIMES. ANY DISTRACTION FOR THE DRIVER COULD RESULT IN AN ACCIDENT CAUSING INJURY OR DEATH.

PLEASE TAKE THE TIME TO ENSURE THAT EACH INDIVIDUAL ENTERING THE BCDSI PROGRAM UNDERSTANDS THE FOLLOWING AND HAS THE OPPORTUNITY TO INITIAL EACH STATEMENT.   
_____	RESPECT – I WILL BE KIND AND COURTEOUS TOWARD THE DRIVER AND OTHER PASSENGERS.
· NO BULLYING, TEASING, INTIMIDATING, OR DESTRUCTION OF PROPERTY 
_____	COMMUNICATION – I WILL KEEP MY VOICE TO AN APPROPRIATE LEVEL AND ENGAGE IN MATURE CONVERSATIONS
· NO YELLING, CURSING, OR ARGUING WITH OTHERS
_____	SPACE – I WILL KEEP MY HANDS AND LEGS TO MYSELF AND NOT INVADE THE PERSONAL SPACE OF OTHERS. 
· NO HITTING, PUSHING, TRIPPING, TICKLING OR OTHER UNWANTED PHYSICAL CONTACT 
IF YOUR DRIVER OBSERVES ANY SUCH INAPPROPRIATE BEHAVIOR, HE/SHE WILL ISSUE YOU A VERBAL WARNING THAT THE BEHAVIOR MUST NOT CONTINUE. IF THE ISSUE PERSISTS, THE DRIVER WILL NOTIFY THE BCDSI PROGRAM MANAGER AND FURTHER ACTION MAY BE TAKEN. 
CONSEQUENCES MAY INCLUDE: ASSIGNED SEATING; CONTACTING PARENTS, GUARDIANS, OR HOME PROVIDERS; SUSPENSION; AND/OR LOSS OF VEHICLE PRIVILEGES (MEANING YOU WOULD BE RESPONSIBLE FOR FINDING TRANSPORTATION TO/FROM THE PROGRAM).   

COMMUNITY-BASED ACTIVITY AGREEMENT
BCDSI STRIVES TO DEVELOP OPPORTUNITIES BASED ON THE INTERESTS OF THE CLIENTS WE SERVE. WE WORK WITH EACH INDIVIDUAL TO DETERMINE THEIR PERSONAL GOALS AND ASPIRATIONS WHETHER IT BE VOLUNTEERING, INVOLVEMENT IN CIVIC AND/OR SOCIAL GROUPS, PARTICIPATING IN FITNESS ACTIVITIES OR EXPLORING COMMUNITY EMPLOYMENT THROUGH BUSINESS TOURS AND JOB SHADOWING. AS THE INHERENT NATURE OF THESE ACTIVITIES OCCUR WITHIN THE COMMUNITY, WE ASK THAT INDIVIDUALS OR GUARDIANS (AS APPROPRIATE) PLEASE ACKNOWLEDGE THE FOLLOWING AND INITIAL EACH STATEMENT.  
_____	I HEREBY RELEASE BCDSI, THE STAFF, ITS PARENT COMPANY, THE BOARD OF DIRECTORS, AND ANY SITE THAT THE ABOVE NAMED INDIVIDUAL MAY BE VISITING, FROM ANY AND ALL LIABILITY RESULTING FROM EVENTS BEYOND CONTROL.
_____	IN THE EVENT OF AN ACCIDENT, INJURY, OR ILLNESS, THE ABOVE STATED AND ITS AGENTS DO NOT ASSUME ANY RESPONSIBILITY OR OBLIGATION TO PROVIDE FINANCIAL ASSISTANCE OR OTHER ASSISTANCE, INCLUDING BUT NOT LIMITED TO, MEDICAL, HEALTH, OR DISABILITY INSURANCE, IN THE EVENT OF AN ACCIDENT, INJURY, ILLNESS, DEATH OR PROPERTY DAMAGE. 
_____	FURTHERMORE, I RELEASE BCDSI, ITS PARENT COMPANY, THE BOARD OF DIRECTORS, THEIR OFFICERS, EMPLOYEES, AGENTS, VOLUNTEERS, AND ANY SITE THAT THE ABOVE NAMED INDIVIDUAL MAY BE VISITING, FOR ANY LOSS, PERSONAL INJURY, ACCIDENT, MISFORTUNE, OR DAMAGE, WITH THE UNDERSTANDING THAT REASONABLE PRECAUTIONS SHALL BE TAKEN TO ENSURE THE HEALTH AND SAFETY OF THE CLIENT NAMED IN THIS DOCUMENT. 
THIS CONSENT FORM WILL REMAIN IN EFFECT INDEFINITELY. PLEASE NOTE THAT CLIENTS WITHOUT THIS CONSENT ON FILE WILL NOT BE ABLE TO PARTICIPATE IN COMMUNITY-BASED ACTIVITIES. 

ON BEHALF OF THE STAFF AND CLIENTS AT BCDSI, WE LOOK FORWARD TO WORKING WITH YOU!

IF YOU HAVE ANY QUESTIONS OR WOULD LIKE ADDITIONAL INFORMATION REGARDING                                                                       THE CONTENTS OF THIS APPLICATION, PLEASE CONNECT WITH EITHER:

JOE WACEK, DIRECTOR	OR                                                LEANNE ERICKSON, CASE MANAGER
(715) 537-5341 EXT. 4	(715) 537-5341 EXT. 8
[bookmark: _GoBack]JWACEK@CCBSUPERIOR.ORG	TMNT.BCDSI@CHIBARDUN.NET 


