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APPLICATION FOR 

DEVELOPMENTAL DISABILITIES MINISTRY SERVICE
CONFIDENTIAL

I. Identification
Applicant’s Name _____________, ________________,  ___________ Nickname _________




Last


First


Middle

Address 















Street or Rt Box #

City

County

State

Zip

Gender______(M or F) 
Race _____
Weight _____
Height _____

Date of Birth:  ________/ ________/ _______    Age _____ SS # 






Marital Status:

Single _____  Married _____ Divorced _____ Separated _____

Religious Affiliation: 








Referral Agent: 




 Phone: 






Agency 












Address 











Contact Person:  




 Relationship 






Address 












Home Phone # 



Work Phone # 




Second Contact Person: 



 Relationship 







Address 












Home Phone # 



Work Phone # 



BCH IS ACCREDITED BY THE COUNCIL ON ACCREDITATION OF SERVICES FOR FAMILIES AND CHILDREN, INC.

II.
Medical and Dental

All Current Diagnoses: 










Developmental Disability Level______________________________________________


Medical Doctor




__ Phone # 






Address 












Date of Last Physical Exam 









Neurologist (if applicable) _________________________
Phone # _________________



Address 












Date of last exam
 










Psychiatrist (if applicable) ________________________    Phone # _________________



Address 












Date of last exam 










Psychologist (if applicable) ________________________  Phone # __________________



Address 












Date of last exam 










Ophthalmologist (if applicable) _____________________ Phone # _________________



Address 












Date of Last  Exam 











Dentist:  





 Phone # 






Date of Last Dental Exam 





Condition of Teeth: ( ) Excellent
( ) Good
( ) Fair

( ) Poor


Current Medications: 



Medication


Dosage
Prescribed by
Reason







___


    











___


    










___


    










___


    



Allergies or special medical condition: 







Diet:
( ) Regular
( ) Modified 
( ) Special 






Physical Impairments:
  (Check all that apply)

a. ( ) Blind

b. ( ) Deaf

c. ( ) Non Verbal – does applicant know sign language?  ( ) Yes
( ) No

d. ( ) Cerebral Palsy

e. ( ) Ambulatory

( ) Semi-ambulatory
     ( ) Non-ambulatory

f. ( ) Other     Describe 









Seizures:
( ) No
 
( ) Yes – if yes, how often? 






a. ( ) Petite Mal?

b. ( ) Grand Mal?

c. Date of last seizure 





Special Adaptive Devices:  (Check all that apply)

a. ( ) Wheelchair

b. ( ) Crutches

c. ( ) Orthopedic or Special Shoes

d. ( ) Adaptive eating utensils.  Describe 






e. ( ) Hearing Aid

f. ( ) Other – Describe 









III.
Assessment of Skills.  Check appropriate column.


How does applicant:

Totally Dependent
Independent
Assistance Required

Walk








____




Dress self







____




Toileting







____




Feed self







____




Bathe self







____




Wash hair







____




Brush teeth







____




Tell time







____




Make bed







____




Shave (male)







____




Menses care (female)





____




Understand numbers





____





(count, add, subtract)

Handle money






____




Use leisure time






____




Cook meals







____



IV. Type Service Needed  (Use additional sheets if necessary)

1. Identify the type of service for which you are applying.  

(Example:  Group Home, Respite Care Services, Semi-independent Living Arrangement, etc)

2. Expected length of service needed. 







3. Explain why the applicant needs services at this time, or if applicant anticipates need for services at a future date.

4. Behavioral problems or concerns.  Describe fully and list frequency, to include aggressive tendencies.

V.
Previous Services Received
List all mental retardation services received by the applicant.  Include both institutional and community services with addresses. (Ex: state hospital, day training center, etc.  Attach additional sheet if necessary).

VI.
Vocational/Training History
List all vocational training and job experience, if any, that the applicant has received, with name and address of agencies or companies.

VII.
Financial

1.
Does applicant have a legal count appointed guardian?
( ) No
   ( ) Yes – If Yes:



Date of Court Order* 



State of Court Order






*Send a copy of the Court Order with Application


Guardian of Person 










Address 













Guardian of Financial Affairs/Estate 







Address 











2. How are the applicant’s day-to-day financial needs presently being met?

a.
SSI (Supplemental Security Income)

$ 



b.
SSDI (Social Security Disability Benefits)
$ 



c.
Social Security



$ 



d.
VA benefits




$ 



e.
Other 





$ 



3. If applicant receives Social Security benefits, from whose Social Security payments does he/she draw?


a.  (  ) His/her own
b. ( ) Parent – name 











         SS # 





4.
Person responsible for medical expenses: 









a.  ( ) Parent/Guardian

b.  ( ) Representative
    c. ( ) Other? Explain


5.
Is applicant eligible to receive:  Medicaid:  ( ) Yes  ( ) No   Medicaid #










       Medicare:  ( ) Yes  ( ) No   Medicare # 




6.
Is applicant covered by personal health insurance?    ( ) Yes

( ) No



If yes:   Name of insurance Company 










 Address 













 Policy ID # 





 Group # 






 Subscriber of Policy 









7. Does applicant have any other insurance policies (Ex: Life, Champus, Railroad Retirement, Etc)?

(  ) Yes   ( ) No
If yes:  Purchaser of Policy 


  Policy ID # 


Type of insurance – health, life, etc 









Name of Company 





 Phone # 




Address 











If life insurance, is policy for burial of applicant?  ( ) Yes   ( ) No

Is policy paid up?  ( ) Yes   ( ) No

Beneficiary 






Face Value





8.
Are there other provisions for burial?   ( ) Yes
( ) No

Signature of person filling out application: 









Relationship to Applicant: 





 Date: 





SEND COMPLETED APPLICATION TO:


Martha Surratt, Director, Special Ministries

Developmental Disabilities Ministry


Baptist Children's Homes of NC, Inc.


PO Box 338

Thomasville, NC  27361
Rev. 01/02

Rev.07/03

Rev. 09/04

Rev. 06/05

Rev. 06/07

Rev. 03/08

Rev. 03/09

Baptist Children’s Homes of NC, Inc.


PO Box 338


Thomasville, NC  27361


(336) 474-1272


www.bchfamily.org
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