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COMMUNITY LIVING SUPPORT SERVICES APPLICATION 
P.O. Box 1105, Medford OR 97501



Services Requested:  

□Community Living Assessment     □Community Living Support       □Brokerage Services 
PERSONAL INFORMATION
    


Date 

Last Name




First Name


Middle

Present Address


Street




City/State


Zip

Phone Number(s)    





Email Address
Driver’s License/ID Number
   State
   



Age
Gender 






Legal Status/Guardianship 

EDUCATION

____________________________________________________________________________________
Highest Level of Education Completed




Diploma Yes / No
PRIMARY RESIDENTIAL CONTACT/ SUPPORT PERSON 
Name





Relationship 



Phone Number
Weekly Schedule or Routine (reoccurring plans, activities or appointments):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________
PERSONAL INTERESTS: Please explain from person’s perspective 
What activities have you participated in the past that you enjoyed?

________________________________________________________________________________________________________________________________________________________________________________________________________

What was it about the experience that you enjoyed? Was it the activity, place, people, weather, noise, music?

________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any special interests or hobbies?
________________________________________________________________________________________________________________________________________________________________________________________________________

What is of value/important to you? ________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any recreational interests?

Is any modified equipment required? In what areas is support needed?

________________________________________________________________________________________________________________________________________________________________________________________________________

What environments do you prefer? (outdoors, indoors, weather, noise level, odors, etc…)

________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have goals that you would like to accomplish in the future? 
________________________________________________________________________________________________________________________________________________________________________________________________________

Community Connections (frequented businesses, family connections with businesses, etc): 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

SUPPORT & TRAINING NEEDS:

Do you have any physical limitations? (Mobility, stamina, movement etc..)

________________________________________________________________________________________________________________________________________________________________________________________________________

Transportation Experiences (Bus riding, valley lift, street crossing)? Level of support (train and fade, independent, full support):
________________________________________________________________________________________________________________________________________________________________________________________________________

Toileting Independence Level/Support needed: ________________________________________________________________________________________________________________________________________________________________________________________________________

Social or Behavior Issues?  Define any challenging behaviors: ________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________
Environmental Supports (quiet environments, space, social opportunities, visual barriers etc…): ________________________________________________________________________________________________________________________________________________________________________________________________________

Reinforces (things you reward yourself with): ________________________________________________________________________________________________________________________________________________________________________________________________________

Personal Care Supports (grooming, showering, putting on clean clothing, etc…): ________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Cooking & Cleaning Supports (preparing food, using the stove or oven, eating, dietary etc…): 
________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Support (attending doctor appointments, ordering medications, taking medications, etc…): 
________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Financial Management (representative payee, who helps to pay your bills, balances your bank statement, etc…): ________________________________________________________________________________________________________________________________________________________________________________________________________

Communication 

Receptive Language (primary way individual receives information i.e.: verbal, visual, sign etc..): ____________________________________________________________________________________________________

Expressive Language (primary way individual communicates information i.e.: verbal, sign, gestures, adaptive equipment etc..): ____________________________________________________________________________________________________
Other Support Needs (ISP, safety, physical, treatment team, etc… ): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EMPLOYMENT/VOLUNTEER EXPERIENCES: Please start with your present or most recent job.  Include accurate and complete information for your last two employers or volunteer placements.

Employer Name and Address 

Telephone Number






Supervisor

Employed (Give Dates):  
                    From


                                          To

Work Performed:

Support/Supervision needed to perform work (Job Coach, employer natural support etc.)

_______________________________________________________________

What did you like about the job?

_______________________________________________________________

What did you NOT like about the job?

_______________________________________________________________

Informal Work Experience:
Chores at Home? ____________________________________________________________________________

Jobs performed for family, friends or neighbors? ___________________________________________________ ___________________________________________________________________________________________
	
	
	Summary Data Information
	
	

	DDS Case Manager:
	 
	 
	 
	 
	
	VRD Counselor:
	 
	 

	Address:
	 
	 
	 
	 
	
	Phone:
	 
	 

	City:
	 
	 
	 
	 
	
	 
	 
	 

	Phone:
	 
	 
	 
	 
	
	Psychiatrist:
	 
	 

	
	
	
	
	
	
	Address:
	 
	 

	C.S.I. Brokerage Agent:
	 
	 
	 
	 
	
	City:
	 
	 

	Phone:
	 
	 
	 
	 
	
	Phone:
	 
	 

	 
	 
	 
	
	 
	 
	
	 
	 

	Primary Physician:
	 
	 
	 
	 
	
	Missing Person Plan:
	
	 

	Address:
	 
	 
	 
	 
	
	
	 
	 

	City:
	 
	 
	 
	 
	
	 
	 
	 

	Phone:
	 
	 
	 
	 
	
	Allergies:
	 
	 
	 

	Dentist:
	 
	 
	 
	 
	
	Current Physician Medication Orders:
	
	

	Address:
	 
	 
	 
	 
	
	
	
	

	City:
	 
	 
	 
	 
	
	

	Phone:
	 
	 
	 
	 
	
	
	
	

	
	 
	 
	 
	 
	
	
	
	

	
	
	
	
	
	
	
	
	


	RISKS

	(Please check all that apply)

	

	Health 

	□Seizures □Diabetes □Aspiration □Choking □Dehydration □Constipation 

	□Other Serious Medical Issue_____________________

	

	Safety

	□Adjust Water Temp □Fire Evacuation □Financial □Street/Vehicle Safety 

	

	Mental Health

	□Suicide □Other Mental Health Issues/Diagnosis_____________

	

	Behavior

	□Physical Aggression □Self Injury □Property Destruction □Leaving Supervised Settings 

	□Ingesting Non-Edible Objects □Extreme Food or Liquid Seeking □Illegal or High Risk Sexual Behavior □Harmful to Animals □Other Behavior Issues Not Listed______________________
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*Please fill out application completely 
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