
Intake Form and Support Needs Assessment

Individual’s Name:_________________________________________ Pronouns:__________________________________________

Individual’s date of birth: _____________________Parent/Guardian Name(s): __________________________________________

Primary Diagnosis:______________________________________________________ Date of completion: ____________________

Ethnicity (list all that apply from below):__________________________________________________________________________

White Black/African
American

Hispanic/
Latino

Asian/Pacific
Islander

American
Indian/ Alaska
Native

Two or More Other

Best phone number(s):_____________________________________ Preferred contact method: ☐email ☐text ☐ phone

E-mail address(es):_____________________________________, ______________________________________________________ 

Mailing Address:______________________________________________________________________________________________

Physical Address:_____________________________________________________________________________________________

Secondary Diagnosis/es if any:__________________________________________________________________________________

Please indicate whether the child/adult needs assistance in any of the following areas:
If more than one component or more than one eligible child, most severe need within each question. One issue may be scored in multiple questions
(example: difficulty eating due to sensory issues may be scored in #1, #2 and #7).

SECTION I. CHILD’S DISABILITY AND OVERALL CARE NEEDS OF THE CHILD

Skill Section Assistance Needed Describe Type and Amount of Assistance Needed
Independent

Limited

Extensive

Pervasive

0 1 2 3

SCORING GUIDELINES
0 Independent/ Child/adult is physically able to safely perform all essential components of the

No function with or without physical assistance appropriate for age level.
1 Limited Child/adult is able to perform all essential components of the function for age but some

impairment of function exists. The person requires some supervision or physical
assistance in some components of the activity beyond that of a typical peer.

2 Extensive Child/adult is unable to perform most of the essential components of the function for age
even with an assistive device, and requires a great deal of assistance or supervision to
accomplish the activity or takes much more time/assistance than a typical peer.

3 Pervasive Child/adult is totally unable to perform the function for age and requires someone to
perform the task, or person requires constant supervision or extensive time/care beyond a
typical peer.

1. Eating ☐ ☐ ☐ ☐ (consider time, safety concerns, choking, muscle tone, assistance, assistive devices…)

2. Special Dietary Needs ☐ ☐ ☐ ☐ Describe: (consider texture, allergies, sensitivities, special formula, choking…)     

3. Vision/Hearing Deficits ☐ ☐ ☐ ☐ Describe:      

4. Receptive/Expressive

Communication
☐ ☐ ☐ ☐ (expressing self and understanding others)      

5. Motor Skills: fine/gross ☐ ☐ ☐ ☐ (consider oral, walking/crawling, strength/coordination, grasping/holding items and other muscle tone issue)

     

6. Ability to walk/crawl ☐ ☐ ☐ ☐ (walk/crawl for age level)     

7. Sensory Integration ☐ ☐ ☐ ☐ (Adverse reactions or sensitivity to textures, foods, sound, stimulation or clothing)      

8. Dressing ☐ ☐ ☐ ☐ (consider time, texture, number of changes, laundry…)     



9. Bathing ☐ ☐ ☐ ☐ (consider time, enjoyability, assistive devices, tolerance…)     

10. Hygiene ☐ ☐ ☐ ☐ (consider time, ability, frequency for things like combing hair, brushing teeth, washing hands)     

11. Bladder/Bowel Care ☐ ☐ ☐ ☐ (consider diapers over age 4, colostomy, assistance with hygiene, time, frequency, constipation…)     

12. Physical Positioning ☐ ☐ ☐ ☐ (Atypical for a child of similar age needed due to physical limitations – such as to prevent bed sores, keep

upright or wheelchair seating)      

13. Medical Treatments ☐ ☐ ☐ ☐ (Suctioning, dialysis, prescription medication…)      

14. Chronic Medical
Issues/Medically Fragile

☐ ☐ ☐ ☐ (consider probability of recurrence, preventions in place, immune system…) Describe:      

15. Other Medical Concerns ☐ ☐ ☐ ☐ (consider necessity, severity, frequency, proximity of care…)      

16. Dental Needs ☐ ☐ ☐ ☐ (anesthesia, medication side effect)      

Section I.

SECTION II. CHILD’S BEHAVIOR

For questions 17-26, please rate the behavior based on following scale and describe behavior if needed in the blank provided:
0 Behavior does not occur appropriate for the age of individual.
1 Behavior occurs infrequently, or only once a month
2 Behavior occurs frequently, or on a weekly basis
3 Behavior occurs constantly, or on a daily basis

0 1 2 3
17. Childcare/Supervision

needed
☐ ☐ ☐ ☐ (consider is child 12+ years of age, specially trained provider, amount of unsupervised time…)     

18. Safety skills/Risk:
Home

☐ ☐ ☐ ☐      

19. Safety skills/Risk:
Community

☐ ☐ ☐ ☐ (specially trained provider…)     

20. Socialization ☐ ☐ ☐ ☐ (Score up to 3 if no socialization opportunities due to disability)     

21. Aggression towards self
or others

☐ ☐ ☐ ☐      

22. Aggression towards
property

☐ ☐ ☐ ☐      

23. Run-away/Wandering ☐ ☐ ☐ ☐      

24. Crying/Screaming
(chronic)

☐ ☐ ☐ ☐      

25. Sleeping Disorder ☐ ☐ ☐ ☐ Atypical for a child of similar age? Does the person sleep all the time or not sleep at all?      

26. Other Severe/Atypical
Behaviors

☐ ☐ ☐ ☐ Describe: (pica, vocalizations, masturbation)      

Section II.

SECTION III. FAMILY COMPOSITION AND STABILITY

CONSIDER THE SERVICES NEEDED WHEN ANSWERING THE FOLLOWING QUESTIONS
1 = n/a 1 = mild 2 = moderate 3 = high

1. Relationships are strained within the family and/or siblings show signs of stress due to the 0 1 2 3
needs of the family member with intellectual/developmental disabilities? ☐ ☐ ☐ ☐

2. There are other children or adults with disabilities/delays or illnesses within the home? ☐ ☐ ☐ ☐

3. Siblings show signs of stress due to a family member with a developmental disability living in the home? ☐ ☐ ☐ ☐

4. Our family has responsibilities for other extended family members? ☐ ☐ ☐ ☐



5. Within the last year, there has been a divorce, separation, death, loss of job or addition to the family? ☐ ☐ ☐ ☐

6. Our family’s activities center on the needs of the family member with an intellectual/developmental disability? ☐ ☐ ☐ ☐

7. Caregiver has had to quit their job or spends excessive time away from job to meet the needs of the family
member with an intellectual/developmental disability? ☐ ☐ ☐ ☐

8. The needs of the family member with intellectual/developmental disabilities make it difficult for caregiver to
perform routine tasks? ☐ ☐ ☐ ☐

9. There are additional difficulties due to the aging/health of the caregiver? (mental or physical health) ☐ ☐ ☐ ☐

10. Caregiver experiences additional difficulties due to family member with intellectual/developmental
disabilities being home all day (no school/respite) ? ☐ ☐ ☐ ☐

Section III. Sub-total

SECTION IV. AND V. ACCESS TO SUPPORT NETWORKS RESOURCES (FAMILY INCOME, INSURANCE COVERAGE,
PUBLIC BENEFITS, ETC)

In the past year, check if you have received any of these.

☐ CHP+ ☐ Leap ☐ Medicaid ☐ SSI – Social Security Income
☐ Commodities ☐ HCBS or any waiver program ☐ Quest Card/Food Stamps ☐ TANF – Temp Asst for Needy Children
☐ Early Intervention ☐ Faith-based Community Supports ☐ Dual Income Household ☐ Service Organizations (Rotary, Lions Club)
☐ HCA – Health Care Allowance ☐ Scholarships ☐ Section 8 Housing ☐ Monetary Support from Family
☐ Employer Paid Health Insurance ☐ Deductible under $2,000 ☐WIC – Woman, Infant and

Children
☐ IEP – Individualized Education Plan

Section V. Sub-total Points:      

SECTION VI. OTHER PERTINENT INFORMATION (Possible 0-3 points)
(consider upcoming surgery, multiple doctor appointments, infant…)      

Section VI. Sub-total Points:      

X______________________________________________________ Date: ____________________
signature of person completing the form

If filling out electronically, please type your name below which will be used as proof of your signature on file.

Application must include copies of Identification Card, and Medical Insurance Front and Back

Printed Name: ________________________________________________________Date:__________________________________
     
Medical Insurance Provider:_____________________________________________________________________________________

Insured’s Name: ___________________________________________________ Mailing address:_______________________



Insured DOB:_____________________________________________________ _______________________

Policy Number____________________________________________________ _______________________

Group Number____________________________________________________ _______________________

Medical Provider Phone:__________________________________


