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APPLICATION

83 Commerce Blvd, Suite 350

Bethlehem, PA  18017

484-893-5050 ext. 4983    Fax:  610-379-4755
NAME___________________________________________________
AGE _____ SEX 

 
HOME ADDRESS: __________________________________________

CITY




STATE_____ZIP


 
PHONE (_____)





FACILITY_________________________________________________
BILLING ADDRESS:  __________________________________________________

_________________________________________________Phone:______________
PARENTS/GUARDIAN NAME:  ________________________________
ADDRESS 











CITY





STATE


ZIP



RELATIONSHIP TO APPLICANT








HOME PHONE (____) 

                 CELL PHONE (___)_________________
WORK PHONE (____) 

________   E-MAIL________________________
EMERGENCY CONTACT (If PARENT/GUARDIAN is not available)

Name___________________________________________________

RELATIONSHIP TO APPLICANT







HOME PHONE (_____) 


 WORK PHONE (
) 

 
INFORMATION
APPLICANT WEARS:  

Glasses __
  Hearing Aid 
_____ Dentures 

   
Other
  



______________________

AMBULATION:  
Walks freely ______Walks w/difficulty
    Uses Aid _____
Can climb stairs unaided?    YES 
__  NO___  

Wheelchair User 
 Wheelchair only for long distances 
_
Can transfer self?      YES____    NO_____
SEIZURES:  
None 

Petit Mal 

  Grand Mal 

 
How frequent?   _______








DIABETES:  YES ___ NO ___   HEPATITIS:  YES ___ NO ___TYPE ____
ALLERGIES   (please list) 
FOOD SERVED SHOULD BE:

   Regular 
  Chopped_______ Mechanical Soft 
  Pureed 

Other Dietary Considerations 

GENERAL PHYSICAL CONDITION 

PLEASE LIST MEDICATIONS TAKEN:

	NAME
	DOSE
	PURPOSE
	6-8 AM
	NOON
	4–6 PM
	8 PM/HS

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


PLEASE CHECK ANY BEHAVIOR ISSUES THAT MAY ARISE DURING APPLICANT’S VACATION:

Aggressive toward others:

  Self Abusive: 

  Tantrums:


Hyperactive: 

  Destroys Property: 

  Runs Away: _   _________ 
Bites Others: _    ________
Withdrawn:  


Other:
________
Comments on general behavior:
IS THERE ANY PROBLEMATIC SEXUAL BEHAVIOR? 




_______
PLEASE LIST ANY ACTIVITY RESTRICTIONS: 

DOES APPLICANT HAVE ANY:


FEARS

LIKES  
DISLIKES   
PERSONAL SKILLS PROFILE
APPLICANT’S LEVEL OF FUNCTIONING:

MILD
_____
MODERATE
____      SEVERE
________   PROFOUND



COMMENTS












IS APPLICANT EMPLOYED? 
YES
 _
NO_____


TYPE OF WORK











HOW DOES APPLICANT RELATE TO OTHERS?







WHAT DOES APPLICANT DO IN FREE TIME?








PLEASE CHECK THE RESPONSE WHICH BEST DESCRIBES THE APPLICANT

	AREAS OF NEED
	NO DIFFICULTY
	SOME DIFFICULTY
	DIFFICULTIES

	TOILETING
	
	
	

	EATING
	
	
	

	DRESSING
	
	
	

	WASHING
	
	
	

	SHOWERING
	
	
	

	VISION
	
	
	

	SPEECH
	
	
	

	HEARING
	
	
	

	COMPREHENSION
	
	
	

	SLEEPING
	
	
	


OTHER COMMENTS TO HELP US TO BETTER SERVE INVIDIDUAL:

Because of Insurance requirements, NO application will be accepted without the following information:
Applicant’s Social Security Number 

Applicant’s Medical Assistance Number, PA ACCESS Number:

Insurance Co.  Name:

Policy Number 










Name of Policy Holder 









PLEASE ATTACH/ENCLOSE A COPY OF APPLICANT’S MEDICAL COVERAGE CARD

Please list applicant’s physician’s name and telephone number:

Permission is granted to FunWorks, Inc. for the following:

1. To have necessary medical emergency procedures performed if the situation arises:

2. To administer prescribed and approved over the counter medications

3. To use photographs and other visual records of activities that may include the applicant in describing the FunWorks, Inc. to prospective applicants, families, and agencies;

4. To have the applicant participate in ALL program activities except as noted on application;

5. To take the applicant off the vacation site (s) for supervised field trips.

Signature (person completing)      


Relationship to Applicant       

Date

