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SPECIAL NEEDS ORIENTATION

This form is to be completed by the supported developmental home provider, the independent contractor, the individual receiving services, and the responsible person prior to service delivery. The original form should be kept in the file and a copy will be maintained at the main office as verification of completion.

	Individual Receiving Support:
	[bookmark: Text1][bookmark: _GoBack]     
	Date of Birth:
	[bookmark: Text2]     


 
	Independent Contractor:
	[bookmark: Text3]     
	Date Completed:
	[bookmark: Text4]     


		     
CRITICAL INFORMATION:

	Emergency Contact Name:
	[bookmark: Text5]     
	Phone Number:
	[bookmark: Text13]     

	DCS Case Worker Name:  
	[bookmark: Text6]     
	Phone Number:
	[bookmark: Text14]     

	DDD Support Coordinator:
	[bookmark: Text7]     
	Phone Number:
	[bookmark: Text15]     

	Primary Care Physician:
	[bookmark: Text8]     
	Phone Number:
	[bookmark: Text16]     

	Health Insurance Name:
	[bookmark: Text9]     
	Insurance I.D. #
	[bookmark: Text17]     

	Other:
	[bookmark: Text10]     
	Phone Number:
	[bookmark: Text18]     

	APTCH Contact Person:
	[bookmark: Text11]     
	Phone Number:
	[bookmark: Text19]     

	After Hours:  
	[bookmark: Text12]     
	
	




SUPERVISION:

	[bookmark: _Hlk526865198]What is the level of supervision required?
	[bookmark: Text20]     



	Does the individual have a safety, crisis, or behavior plan? (If yes, please attach)
	     




	Does the individual have ISP approved alone time?
	[bookmark: Text21]     




	Does the individual have approved alone time? (If yes, please describe)
	

	     




	Does the individual have ISP approved alone time?
	[bookmark: Text22]     



	ISP supervision requirements /risk assessments:
	[bookmark: Text23]     



	What are the specific rules that should be followed:

	[bookmark: Text24]     



	What is the level of supervision during bathing required?
	[bookmark: Text25]     



	What level of supervision around bodies of water (including pools, lakes, ponds, rivers, etc.)?

	[bookmark: Text26]     



	Additional information/Precautions regarding supervision:
	[bookmark: Text27]     



SOCIAL ACTIVITY INFORMAITON:

	Describe the social activities the individual prefers to participate in:

	[bookmark: Text28]     



	
Is there additional info regarding outings (stranger awareness, running away, etc.) that should be known:

	[bookmark: Text29]     



EMOTIONAL/BEHAVIORAL NEEDS:

	List any behavioral/emotional tendencies:

	[bookmark: Text30]     



	Interventions/techniques to be used:

	[bookmark: Text31]     



	Antecedents/areas/things/actions to avoid (if any):
	[bookmark: Text32]     



HEALTH/MEDICAL:

	Allergies:
	[bookmark: Text33]     



	Special needs (i.e. adaptive equipment, sensory/physical impairments, sleeping patterns, seizures [description/ frequency]): 

	[bookmark: Text34]     



	Current medical concerns/diagnosis:
	[bookmark: Text35]     



	Additional health/medical information:
	     



CURRENT MEDICATIONS:

MEDICATION		       DOSAGE	               TIMES        ROUTE	         SIDE EFFECTS
	[bookmark: Text37]     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



FOOD AND DIET:

	Dietary needs: Are there any dietary supplements or specialized diet needs?

	[bookmark: Text38]     



	Is any special equipment used during mealtime?
	[bookmark: Text39]     



	Describe assistance needed during mealtime:
	[bookmark: Text40]     



	Food Likes:
	[bookmark: Text41]     



	Food Dislikes:
	[bookmark: Text42]     



	Any food or dietary restrictions/allergies?
	[bookmark: Text43]     



TRANSPORTATION:

Does the individual behave when riding in a vehicle?  ☐Yes    ☐No
	If not, what should be watched for? (Opening car doors, physically interrupting driver, etc.)

	[bookmark: Text44]     



	Seatbelt use is required. Describe any difficulties with this. (Unlatches seatbelt, moves around in vehicle, etc.)

	[bookmark: Text45]     



	Describe any special equipment needed for transporting (Wheel chair tie downs, harness, etc.):

	[bookmark: Text46]     



SCHEDULED VISITATIONS:

	Responsible party’s name at time of visit:
	[bookmark: Text47]     



	Contact Number:
	[bookmark: Text48]     



	Location Name:
	[bookmark: Text49]     



	Address:
	[bookmark: Text50]     



	Time of Drop Off:
	[bookmark: Text51]     
	Time of Pick Up:
	[bookmark: Text52]     



	How does the client arrive to visitations?
	☐Parent Aide      
	☐Foster Parent     
	☐Other:
	[bookmark: Text53]     



	Please indicate:      
	☐Supervised Visits       
	☐Non-Supervised Visits 



PROGRAMMAIC:

	I have received information and instructions on objectives and data collection. I understand that it is my responsibility to follow the goals and objectives as outlined in the ISP.
	☐Yes   ☐ No



	ISP Goal #1:
	[bookmark: Text54]     



	ISP Goal #2:
	[bookmark: Text55]     



	ISP Goal #3:
	[bookmark: Text56]     



	ISP Goal #4:
	[bookmark: Text57]     



	ISP Goal #5:
	[bookmark: Text58]     



	I have received information and training on specific strategies as stated in the behavior treatment plan.	

	☐Yes   ☐ No



	BTP Goal #1:
	[bookmark: Text65]     



	BTP Goal #2:
	     



	BTP Goal #3:
	     



	BTP Goal #4:
	     



	BTP Goal #5:
	     



GENERAL:

	Describe how the client communicates wants/needs and the assistance needed to understand instructions:

	[bookmark: Text59]     



	Describe assistance the individual needs with activities of daily living:

	[bookmark: Text60]     



	Individual’s likes and preferences:
	[bookmark: Text61]     



	Individual’s dislikes:
	[bookmark: Text62]     



	Other:
	[bookmark: Text63]     



	Describe in general the daily routine:

	[bookmark: Text64]     



SCHOOL/DAY PROGRAM INFORMATION:

	School/Day Program Name:
	     



	Days and Hours of Attendance:
	     



	Contact Person:
	     
	Phone Number:
	     



	Transportation Method:
	     



OTHER PERTINENT INFORMAITON

	[bookmark: Text66]     



SIGANTURES:

My signature is confirmation that I have received orientation and training to the specific needs and levels of support the named individual.

Name of individual receiving orientation:

[bookmark: Text67][bookmark: Text69]     												     		
Print Name					Signature					Date


Name of individual giving orientation:

[bookmark: Text68][bookmark: Text70]     												     		
Print Name					Signature					Date
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