JEWISH ASSOCIATION FOR RESIDENTIAL CARE

21160 95th Avenue South

Boca Raton, FL 33428

Phone: (561) 558-2550   Fax (561) 487-7840

RESIDENTIAL APPLICATION

Group Home ________________________________

Supported Living __________________________

I. IDENTIFICATION (Include copy of Birth Certificate, I.D. Card and Social Security Card)
Name of Applicant ________________________________________________________________

Sex  _________________________     Date of Birth ______________________________________    

Application completed by _____________________________________________________________

Relationship to applicant _____________________________________________________________

II. PRESENT LIVING SITUATION

Applicant’s address _________________________________________________________________

__________________________________________________________________________________

Telephone (           )  ___________________________________________

Current placement is (check one):

_____ with family

_____ in group home
_____ in own apartment

_____ private residential placement or school


_____ other (please specify) _________________________________

III. FAMILY INFORMATION

A. Parents

Mother _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________

If deceased, date of death __________________________________________________________

Cause of death  __________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Occupation _____________________________________________________________________

Father  _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________

If deceased, date of death __________________________________________________________

Cause of death  __________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Occupation _____________________________________________________________________

B. Sibling(s)
Name _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Occupation _____________________________________________________________________

Name _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Occupation _____________________________________________________________________

C. Other Involved Family Members or Friends

1.  Name _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Relationship to applicant __________________________________________________________

Occupation _____________________________________________________________________

2.  Name _________________________________________  
Date of Birth _________________

Address ________________________________________________________________________


________________________________________________________________________


Telephone (______)___________________________  SS# _______________________________


Relationship to applicant __________________________________________________________

Occupation _____________________________________________________________________

IV. Why are you applying to JARC at this time? What services, including placement, are needed?

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

A. Current Medication (use additional sheets if necessary)

Medication _________________________________________  Dosage ____________________

How often __________________________________________ Purpose ____________________

Medication _________________________________________  Dosage ____________________

How often __________________________________________ Purpose ____________________

Medication _________________________________________  Dosage ____________________

How often __________________________________________ Purpose ____________________

B. Primary Physician

Name _________________________________________________________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

C. Dentist

Name _________________________________________________________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

D. Psychiatrist/Psychologist/Therapist

Name _________________________________________________________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

E. Has applicant  ever been hospitalized for or received psychiatric treatment?  

____ Yes     ____ No

(Use additional sheets, if necessary)

Name of Hospital _______________________________________________________________
Address _______________________________________________________________________

Diagnosis/Treatment _____________________________________________________________

F. Specialists  (use additional sheets if necessary)

Name _________________________________ Mecial Specialty __________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

Name _________________________________ Mecial Specialty __________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

Name _________________________________ Mecial Specialty __________________________

Address _______________________________________________________________________


_______________________________________________________________________

Telephone  (______)__________________________________

How often seen ______________________________________ Date of last visit _____________

MEDICAL INFORMATION

To be completed by Parent, Guardian or Applicant
Primary Disability __________________________________________________________________

List any significant medical conditions of applicant (e.g., cerebral palsy, seizure disorders, diabetes):

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

MEDICAL HISTORY  

1.
Has there been a recent change in applicant’s health?
   _____
Yes
_____ No


If yes, please explain: ____________________________________________

2. When was last physical examination?  _______________________________

3.
Does applicant have any of the following (Please Circle Yes or No)

Artificial Limb



Yes
No



Asthma/Hay Fever/Breathing Problems
Yes
No



Psychiatric or Emotional Disorder

Yes
No



Tested HIV Positive


Yes
No



Fainting Spells



Yes
No



Seizures




Yes
No



Tuberculosis



Yes
No



Cancer




Yes
No



High/Low Blood Pressure


Yes
No



Speech/Hearing Problems


Yes
No



Appendix Removed


Yes
No



Gastrointestinal Problems


Yes
No



Diabetes




Yes
No



Hepatitis/Liver Problems


Yes
No



Arthritis or Rheumatism


Yes
No



Heart Murmur



Yes
No



Rheumatic Fever or Heart Problem

Yes
No



Urinary/Kidney Problems


Yes
No



Venereal Disease



Yes
No



Pacemaker



Yes
No



Abnormal Bleeding or Blood Disorder
Yes
No



Other __________________________________________________________________________

4. Has any member of your immediate family had any problems with the above?  

Yes
No

If Yes, please explain:  ________________________________________________

___________________________________________________________________

___________________________________________________________________

5. Is applicant allergic to any drugs or medications such as Penicillin, Codeine, Aspirin, 

        or Latex products? If yes, what? _________________________________________
Yes
No

6. Has applicant ever had a bad reaction to local or general anesthetic?


Yes
No

7. Has applicant ever had any of the following? If yes, when?




Chicken Pox

__________________________
Yes
No


Measles

__________________________
Yes
No


Mumps

__________________________
Yes
No

8.    Has applicant had a tubal ligation or vasectomy?




Yes
No

9. Does applicant have any disease, condition, or other problems not listed above that

You think we should know about?






Yes
No

If Yes, please describe: ________________________________________________

___________________________________________________________________

___________________________________________________________________

10. Has applicant ever had any surgery or hospitalizations? If Yes, please list:

Yes
No


Name of Hospital


           Reason/Treatment


     Dates

              ______________________________
_____________________________
___________

              ______________________________
_____________________________
___________

              ______________________________
_____________________________
___________

              ______________________________
_____________________________
___________

V. DAILY LIVING SKILLS

Indicate with an “I” (independently) or an “H” (with help) if applicant is able to perform the following tasks independently or with help. Leave blank if applicant cannot perform task with or without help.

_____ eating


_____ using telephone

_____ toileting

_____ cooking

_____ dressing
             
_____ shopping for clothes and personal items

_____ walking

_____ laundry

_____ grooming

_____ housekeeping

_____ speaking

_____ attending doctor’s visits

_____ bathing
          
_____ relating to peers

 _____ making friends
_____ money management and banking

_____ driving

VI. RESIDENTIAL HISTORY

List all residential placements where the applicant has lived including residential schools, institutions, foster or group homes, ICF/DD, or other facilities: (use additional sheets if necessary)

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Contact person ______________________________________________________________________

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Contact person ______________________________________________________________________

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Contact person ______________________________________________________________________

VII. EDUCATION AND WORK HISTORY

A.
List all schools applicant has attended from most recent to least recent.

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Grade Completed ____________________________   Regular Ed. or Special Ed.  ________________

Contact person ______________________________________________________________________

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Grade Completed ____________________________   Regular Ed. or Special Ed.  ________________

Contact person ______________________________________________________________________

Name _____________________________________________________________________________

Address ___________________________________________________________________________


        ___________________________________________________________________________

Telephone (_______)_________________________    Dates attended __________________________

Grade Completed ____________________________   Regular Ed. or Special Ed.  ________________

Contact person ______________________________________________________________________

B. List all jobs including workshops or day programs applicant has had from most recent to least 

recent:  (Use additional sheets if necessary.)

Employer  ___________________________________ Title _________________________________

Address _____________________________________ Telephone _____________________________

               _____________________________________ Salary ________________________________

Contact  ___________________________________________________________________________

Employer  ___________________________________ Title _________________________________

Address _____________________________________ Telephone _____________________________

               _____________________________________ Salary ________________________________

Contact  ___________________________________________________________________________

Employer  ___________________________________ Title _________________________________

Address _____________________________________ Telephone _____________________________

               _____________________________________ Salary ________________________________

Contact  ___________________________________________________________________________

C. Does applicant have any leisure or recreational interests?

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

VIII. FINANCIAL RESOURCES

A. Indicate any of the following received by the applicant and specify the amount. Please provide proof of income.

SSI
$________________
Payee _________________________________________

SSDI
$________________
Payee _________________________________________

Wages
$________________

Other income (VA Benefits)  $______________  Payee ______________________________

Payee’s address ______________________________________________________________

Telephone (______)________________________       (______)________________________

Relationship to applicant _______________________________________________________

B. Indicate applicant’s health insurance.   *PLEASE INCLUDE COPY OF EACH CARD.
_____ Medicaid

# _________________________________________

_____ Medicare

# _________________________________________

_____ Blue Cross

# _________________________________________

_____ Other Health Insurance (please specify):

                                         __________________________________________________________

IX. LEGAL INFORMATION

A. Guardianship

Does applicant have a court-appointed guardian? 
_____ Yes
_____ No

*PLEASE INCLUDE COPY OF APPLICABLE LEGAL DOCUMENTS.

County of Appointment _____________________________________________________________

Type of Guardianship     _____________________________________________________________




    Plenary (full) __________________    (Partial) _______________________

If Partial, list powers
    _____________________________________________________________

Is there a stand-by or co-guardian?

Name ____________________________________________________________________________

Address ___________________________________________________________________________


       ___________________________________________________________________________

Telephone (______)___________________________       (______)____________________________

Relationship to applicant ______________________________________________________________

B. Wills and Trusts

Have provisions been made for applicant in a will?

_____ Yes
_____ No

Have provisions been made for applicant in a trust?

_____ Yes
_____ No

Name of trustee or executor ___________________________________________________________

If yes, name and address of lawyer/trust holder ____________________________________________

__________________________________________________________________________________

C. Is applicant a client of Florida’s Dept. of Children & Families/DS or Vocational Rehabilitation?

_____ Yes
    _____ No.  
If yes, which ______________________________________________

X. CONTACT PEOPLE

List individuals from agencies, schools, or clinics who have worked with the applicant. For example, teachers, counselors, or therapists.

Name _____________________________________  Title or relationship _______________________

Agency ____________________________________  Telephone (______) ______________________

Address ___________________________________________________________________________


       ___________________________________________________________________________

Date of last contact ____________________________________________

Name _____________________________________  Title or relationship _______________________

Agency ____________________________________  Telephone (______) ______________________

Address ___________________________________________________________________________


       ___________________________________________________________________________

Date of last contact ____________________________________________

Name _____________________________________  Title or relationship _______________________

Agency ____________________________________  Telephone (______) ______________________

Address ___________________________________________________________________________


       ___________________________________________________________________________

Date of last contact ____________________________________________

Name _____________________________________  Title or relationship _______________________

Agency ____________________________________  Telephone (______) ______________________

Address ___________________________________________________________________________


       ___________________________________________________________________________

Date of last contact ____________________________________________

Referral Source:
Please indicate where or from whom you learned about JARC.



______________________________________________________________________________

RELEASE OF INFORMATION
I grant permission for all named agencies and private industries to release information to JARC, to be held in confidence by JARC.

___________________________________________________
____________________________________

Signature of Applicant





Date

___________________________________________________
____________________________________

Signature of  Parent/Guardian




Date

(if applicable)
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JEWISH ASSOCIATION FOR RESIDENTIAL CARE

LIST OF ADDITIONAL INFORMATION REQUIRED

WITH APPLICATION FOR ADMISSION

1. COPY OF SOCIAL SECURITY CARD

2. COPY OF BIRTH CERTIFICATE

3. RECENT PHYSICAL EXAMINATION REPORT (WITHIN ONE YEAR OF APPLICATION)

4. GUARDIANSHIP PAPERS (IF APPLICABLE)

5. CURRENT SUPPORT PLAN

6. CURRENT PSYCHOLOGICAL/PSYCHOSOCIAL EVALUATION (WITHIN ONE YEAR OF APPLICATION

7. $50.00 APPLICATION FEE, MADE PAYABLE TO JARC
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