Raise Them High, inc.


Intake Information

   Please complete the following information age appropriately and in as much detail as possible, this information is very important in the process of completing your Deeming Waiver.

	Today’s Date:


Child’s Information

	Name:                                                  

	Date of Birth:

	Address 1:

	Address 2:

	County of Residence:

	Social Security Number:

	Medicaid Number (If applicable.)


Primary Caregiver Information
	Name:
	Home Number:

	Mobile Number:
	Email Address:

	Education Level:
	Does caregiver work?                                     

	How many hours per week?
	Employer:

	Social Security Number:
	


Secondary Caregiver Information
	Name:
	Home Number:

	Mobile Number:
	Email Address:

	Education Level:
	Does caregiver work?                                     

	How many hours per week?
	Employer:

	Social Security Number:
	


Siblings
	Name
	Age

	
	

	
	

	
	


Referral
	How did you hear about us?


Is This Your First Waiver?  A Renewal? An Appeal?
	If this is a renewal or appeal, what date is your paperwork due?


Pediatrician/Family Doctor

	Name:                                                      
	Name of Group:                 

	Address:
	Phone:


Diagnoses
	

	

	

	


Diet/Feeding/Eating
Is/does your child:
	What %tile is your child in for height and weight?
	A picky eater?

	Have problems eating independently?
	Drink from a bottle?

	Have a Feeding Problem/Disorder?
	Hold a sippy cup independently?

	On a Special Diet? (Please list the kind of diet.)
	Overstuff mouth with food?

	Problems holding a spoon or fork properly?
	Eat poorly or have a low weight?

	Food Texture Aversions?
	Have food allergies?

	Only eats a specific repertoire of foods?
	Special Formula/Type/ How much/How often?


Mobility 
Can/does your child:
	Crawl on all fours?
	Use AFO’s or braces? (one leg or both?)

	Walk independently?
	Use a Wheelchair/Walker?

	Negotiate stairs, curbs, or uneven surfaces w/o help?
	Require the use of any other assistive device?


Speech/Language/Communication
Can/does/Is your child:
	Verbalize his/her wants or needs?
	Utilize sign language?

	Speak in complete sentences?
	Understand instructions or prompts?

	Have Limited speech?  Explain
	Follow simple 1 and 2 step directions?

	Non-Verbal (does not talk at all)?
	Frustration due to the inability to communicate? 


Self-Care/Hygiene
Without prompting, is/can/does your child:
	Potty Trained? 
	Bathe independently? 

	Does Child still have accidents?
	Run bath and dry self?

	Need help taking pants up/down?
	Brush his/her own teeth?

	Getting on toilet?
	Have skin breakdowns or rashes?

	Help with hygiene?
	Eczema?

	Dress/undress independently? 
	Button, snap, zip, tie, buckle?


Behavior/Development
Does/Will/Is child:
	Socialize well with peers?
	Interact with eye contact?

	Prefer to play with younger children?
	Exhibit any tic or repetitive behavior?

	Enjoy being with other children or alone?
	Transition poorly?

	Prefer playing with adults?
	Become agitated at times? Why?


Safety

Does/Will/Is child:
	Injure self or others? (explain)
	Wander if unattended?

	Afraid of strangers?
	React adversely in crowds?

	Afraid of loud noises?
	Understand right from wrong?

	Mouth inedible objects?
	Exhibit Meltdowns/Temper Tantrums?


School/Pre-School

Does/Is child?
	Attend a public or private school?
	Teacher’s aide in the classroom?

	Number of children in classroom?
	Receive 1on1 assistant?

	Regular or special needs classroom?
	Have a current IEP? 

	Hours of regular classes per day?
	Interacting appropriately with peers?

	Hours of special needs classes per day?
	Have problems focusing or paying attention?

	Total hours child attends school per day?
	Able to complete his/her work without prompting?

	Days per week attends school?
	Exhibit negative behaviors in the classroom?


Please list any therapies or special amenities child receives.  Please note the provider and therapist.

	Therapy Type 
	Days/Week
	Hrs per session
	Provider (BCW, Private, School, etc) 
	Name of Therapist

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medical History
	Problem
	Yes
	Specialists (full name)
	Date Last Seen/Why?

	ADD/ADHD
	
	
	

	Allergies
	
	
	

	Asthma
	
	
	

	Autism/PDD,NOS, Asperger’s
	
	
	

	Cerebral Palsy
	
	
	

	Chronic Constipation
	
	
	

	Chronic Ear Infections
	
	
	

	Down Syndrome/Trisomy 21
	
	
	

	Epilepsy/Seizures
	
	
	

	Feeding/Eating Problems
	
	
	

	Genetic Disorder
	
	
	

	GERD/Stomach Problems
	
	
	

	Hearing problems
	
	
	

	Heart Problems
	
	
	

	Hypotonia
	
	
	

	Mitochondrial Disease
	
	
	

	Neurological Disorder
	
	
	

	Pneumonia
	
	
	

	Prader-Willi Syndrome
	
	
	

	Prematurity
	
	
	

	Psychological Problems
	
	
	

	Reflux
	
	
	

	Spina Bifida
	
	
	

	Vision problems
	
	
	

	Williams Syndrome
	
	
	


Insurance
	Do you currently have insurance that covers your child’s services?


Savings
	Does your child have >$2,000 in his/her name?


Hospitalizations
	Date Hospitalized
	Date Released
	Reason Hospitalized
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	


Medications
Please list ALL medications and supplements that your child is taking. Add extra sheet if needed.
	Medicine
	Strength
	Route                               
	How Often         

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Equipment
List any medical equipment your child has, ie: Nebulizer, Wheelchair, Braces, Splints, AED, etc.
	


Lab work/X-rays/Scans
Please list any lab work, X-rays or Scans your child has had.  Please note date.

	

	


Problems
List any problems or limitations that have not already been listed above.

	

	

	


Please bring the following for our consult meeting:

· Current Psychological Evaluation (within the last year).

· Developmental Pediatrician’s evaluation if you have one (within the last year).

· Most recent copies of any therapy evaluations for each therapy your child participates in.

· Copies of any specialist letters or assessments.

· Hospital records or discharge summaries, if your child has had any hospitalizations.

· Most recent IEP or IFSP if relevant.

· Private School paperwork if applicable.

· A copy of your child’s birth certificate.  Does not have to be certified.

· A copy of your child’s SS card.

· A copy of your insurance card, both sides (if you have insurance).

· A photo of your child for our files.

If your child does not have ALL of these, it is not a problem, bring what you have.

**PLEASE BRING COPIES THAT I CAN KEEP FOR MY RECORDS.**

Also, in order to qualify for the Deeming Waiver, you will have to submit a Letter of Denial from the Social Security Department with your packet.  You can schedule a phone interview with them by calling 1-800-772-1213.  After the interview, they will mail you a Letter of Denial, which you must submit with your packet.

For our consult meeting, please bring as much information as possible regarding your child and his/her care.  It will help us get a clearer picture of your child’s problems and needs. 

Our fee is $100 for the initial consultation and $900 for completing the paperwork and our exit meeting. If you decide to contract Raise Them High, inc.  We ask for the consult fee ($100) and half our fee ($450) at the time of the initial consult and will collect the remainder ($450) when the paperwork is delivered.  Please be prepared to pay the initial fee ($550) at the time of consult.  Also, if you need to make other arrangements, please let us know in advance.  We strive to help you and your family in any way that we can.  We also offer a sliding scale fee for low-income families.

Thank you so much for choosing us!  We look forward to helping you, help your child!
Ann Elliott, Director
Raise Them High, inc.[image: image1.png]
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