
Admission Criteria

Individual’s Name: 




        DOB: ___ / ___ / ___    Gender:  M F 

Ht 


Wt. 



County/Home LME  












Legally Responsible Person: _____________________________________________________________

Address: _____________________________________________________________________________ 

Home Phone:_______________
         Work Phone:_______________        Cell Phone: ______________

Case Management Provider in Place: yes ______ no ______

If yes: Agency Name _______________________________________________

__


QP Name: ______________________________________________________
_
    ____

Agency/QP Phone: ____________________________________________
___       _____

Referral Source: 





 Contact Number:




Referral Contact Email: 












Reason for Referral (Check all that apply):

Physical Aggression 
 Verbal Aggression 
 Threats of Physical Aggression

Suicidal Behavior
 Property Destruction 
Self-Injurious Behavior


Hallucinations or Delusions 
 Antisocial behavior
 Other:_______________ 

Describe Nature of Current Behavioral Crisis: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Level of Intellectual Disability:  
 Mild    Moderate    Severe    Profound    Not Specified    

  None 

Level of Adaptive Functioning:      Mild    Moderate    Severe    Profound    No signif. delay    

Autism Spectrum Disorder:   Yes   No

Other Disabilities (Please circle all that apply):

PDD, NOS

Cerebral Palsy 

Vision Impairment

Blind 

Deaf

Hard of Hearing

Fragile X

Prader-Willi

TBI

Speech/Communication

Substance Abuse

Other: ___________

Residential Setting at Time of Referral: 
Family Home 
Community ICF/MR Alternative Family Living (AFL)  
Supervised Group Living  
Supported Living 
 Therapeutic Foster Care Home
Level III MH home

Other: ______________________________
Community Funding Source:  CAP MR-DD       ICF-MR     Innovations Waiver
 Private Pay
Diagnosis Reported at Time of Referral: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


__________________________________________________________________________________________________________________________________________________________________________

History Criminal and/or Court Involvement:  

 none    current charges pending    no current charges

	Date
	Criminal charge and County
	Outcome

	
	
	

	
	
	

	
	
	


Number of Prior Psychiatric Hospitalizations:  Past Year: _________ Past 5 years: _________

What other steps have been tried prior to pursuing TRACK admission? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Is the individual medically stable?  ( yes
( no


Any known communicable diseases?  ( yes
( no  
If yes, please list:

____________________________________________________________________________________

Current Medication (include drug name, dose and their purpose) 
	Drug name
	Dose
	Purpose
	Any recent change in dosage?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Supplements (include name, dose and their purpose) 
	Name of Supplement
	Dose
	Purpose
	Any recent change in dosage?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Does the child use any special equipment, special clothing, aids or adaptive equipment? Please list/describe the items (e.g., special spoon, plate, helmet, shirt).  Would the family be willing to provide them for use during admission? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any other serious medical issues (allergies, swallowing issues, etc)

_____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Allergies To Medications, Foods or Other Substances:

 No known allergies (NKA) 
  No known drug allergies (NKDA) 
     Latex Allergy  Yes   No

Drug/Medication Allergy & Significant Reaction History:  ( Yes 

( No (if yes, describe)

	Medication (make sure spelling is accurate)
	Allergic Reaction (describe reaction. Was it life-threatening? Was there fever or rash?)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Food and Other Allergies & Significant Reaction History: ( Yes 

( No (if yes, describe)

	Food & Other
	Allergic Reaction (describe reaction. Was it life-threatening? Was there fever or rash?)

	
	

	
	

	
	

	
	

	
	

	
	


Are immunizations up to date?  ( Yes
( No

Is the child compliant with taking medication:    ( Yes     
( No

How does the child take their medication (swallows w/ water, w/ preferred liquid, crushed, w/ food, etc)

​​​​​​​​​​​​​​​​​_____________________________________________________________________________________

_____________________________________________________________________________________
Other Medical Issues or Diagnoses (Please circle all that apply):

	Seasonal Allergies 
	Diabetes
	GERD / Reflux
	Seizure Disorder

	Asthma
	Frequent Ear Infections
	Medication Reactions
	Sleep Disorder

	Constipation
	High Cholesterol
	Obesity
	Other: __________

	Dental Problems
	Hypertension
	Pregnant
	


Does the child have any other medications that he/she can’t tolerate (though not true allergy). For example, does the child get “wired” to medications that cause drowsiness in almost everyone else?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What medicines and/or supplements (if any) was the child taking recently but not anymore? List reason for change. 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any problems with chewing or swallowing? 
( Yes

( No

Is there a history of choking? ⁭Yes
⁭No

Does the child have any special medical needs (e.g., feeding tube?) If he/she has feeding tube, what type of tube is it and what formula is he/she receiving?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Significant Medical History (surgery, head trauma, recent broken bones, serious injury or illness, etc). List year and description. 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any history of sexual activity, drug or alcohol use/abuse?  Please describe:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the child ever had a seizure? If so, how often are the seizures? When was the last seizure? What are the seizures like? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Request copies of current IEP, current evaluations, current Plan of Care, behavior support plan (if available), immunization record, birth certificate, MR-2 form, Medicad & social security cards

 and note whether referral source indicated ability to fax copies or bring with them upon admission: 







































Date: ___ / ___ / ___  Time of Referral: ____:____ AM/PM 


Report Completed by (Print) _______________________________











Admission Screening 5/3/10

Page 2 of 4

