Name: DOB:

Record #:

CLIENT SPECIFIC COMPETENCIES-

Medicaid #:

Home Information

Services & Typical
Schedule

Guardian Name &
Contact Information

Care Coordinator &
Contact Information

Roommates and/or
Live-In Staff

Physician & Hospital
Preference

Diagnoses and Medical

Information

Medications &
Side Effects

Allergies

Communication
Preference(s)

Mobility Supports or
Needs/Transfers

Hobbies & Interests

Triggers & Dislikes

Behaviors

Risk of Elopement

Crisis Prevention
Strategies

Supports Needed in
Home Setting

Supports Needed in
Community Setting

Supports Needed in

Volunteer/Employment

Setting

Other Information




