	State Funded Residential  Referral Profile


	1. Client Data

	Name:
	     

	Date of Assessment:
	     

	Home County:
	     

	Current Placement:
	     

	Client wishes to reside in which county?:
	     

	Date client first made application for this level of care:
	     


	2. Referral Source

	Name:
	     

	Agency:
	     

	Relationship to Client:
	     

	Guardianship Information:
	

	Phone Number:
	     

	E-mail address:
	     


3. Funding Source         (yes/no)

	Medicare:
	
	

	Medicaid:
	
	

	SSI:
	
	

	Other (describe)
	
	


                                             4. Client Needs Assessment
Describe client needs in each area listed below. 

Communication:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      
If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Social Interaction:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Behavioral Issues:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Needs:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medication Needs:

Please describe any/all medications client is prescribed:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Supervision:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Personal Care Needs: (eating, drinking, bathing, dressing, toileting, etc).
Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Independent Living Skills: 
Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Mobility:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Adaptive Equipment:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Day Placement/Employment:

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Mental Health Needs: (current services, past traumas, etc.).

Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Other Comments/Needs:
Please describe client’s needs:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does client require additional accommodations and/or additional staff support in this area? Yes      No      

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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