
APPLICATION FOR RESPITE SERVICES 

Please respond to the following items in detail. This information can be important in determining eligibility 
for our services.  All information is confidential. 

Date: ___________ 

Name of Applicant:  ____________________________________________________________  

Date of Birth:      Place of Birth:  ____________________________ 

Address:______________________________________________________________________ 

Home Telephone:  _____________________________________________________________ 

Social Security #: ______________________        Medicaid #:___________________________ 

Name of Insurance Carrier:  ______________________________________________________ 

Diagnosis: (Primary):       Age at onset:  ____________ 

Diagnosis: (Secondary):      Age at onset:  ____________ 

Parent/Applicant Representative(s): _________________________________________________

Address:  _____________________________________________________________________ 

Home Tel #:  Work Tel #: _______________________________ 

Cell #:    Email:  ___________________________________ 

Parent/Applicant Representative(s)_________________________________________________ 

Address:  _____________________________________________________________________ 

Home Tel #:  _________________________ Work Tel #: ______________________________ 

Cell #:  ______________________________ Email:  __________________________________ 
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FAMILY INFORMATION 

Name of Father:  _______________________________________________________________ 

Name of Mother:  ______________________________________________________________ 

Does applicant have significant family members/siblings?                       Yes ______   No ______ 

If yes, please provide the following: 

Name: ______________________________ Relationship_______________________________ 

Name: ______________________________ Relationship_______________________________ 

Name: ______________________________ Relationship ______________________________ 

Name: ______________________________ Relationship ______________________________ 

Name: ______________________________ Relationship ______________________________ 

Has the applicant had Previous Residential Care?        (Y) ____ (N) ____ 
 (If yes, please state when and where:)  

Has the applicant ever spent time (overnight) away from home?  (Y) ____ (N) _____
(If yes, please state when and where:)  

Attends a Daily Activities Program or Sheltered Workshop?  (Y) ____ (N) ____
(If yes, please state when and where:)  

_____________________________________________________________________________________________________________________ 

PHYSICAL ASSESSMENT: 

Sex: M /F   Height:         Weight:            Eye Color:               Hair Color: 

General Health Condition:  

Date of Last Physical Examination: 

Family Physician:   
    NAME ADDRESS TEL. NO. 
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Medical Specialist(s): (i.e. Neurologist, Podiatrist, Psychologist, Psychiatrist, Cardiologist, 
Speech Pathologist, etc.) 

NAME ADDRESS SPECIALTY TEL. NO. 

NAME ADDRESS SPECIALTY TEL. NO. 

NAME ADDRESS SPECIALTY TEL. NO. 

NAME ADDRESS SPECIALTY TEL. NO. 

______ 
NAME ADDRESS SPECIALTY TEL. NO 

CURRENT MEDICATION LIST: Please list name of drug, dosage, frequency of prescription. 

DRUG DOSAGE FREQUENCY 

Code Status- Check One:    Full Code DNR

NON-FOOD ALLERGIES AND POSSIBLE REACTIONS 

SIGHT:    Good ____ Fair ____ Poor ____   
 

 

HEARING:  Good ____ Fair ____ Poor ____ 

Wears Glasses:            (Y) ____    (N) ____ 
Wears Contact Lenses: (Y) ____    (N)____ 
Wears Hearing Aid:     (Y) ____   (N) ____ 
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MEDICAL HISTORY:  Include Surgeries/Hospitalizations in past 3 years, Name of Hospital, 
      Date of Admission, Reason for Admission. Attach separate sheet if needed. 

Name of Hospital Date of 
Admission 

Reason for Admission 

DENTAL HISTORY:  Include Name, Address, Phone Number, Date of Most Recent Visit. 

Dentist:  
______________________________________________________________________________ 
NAME     ADDRESS     PHONE 

Date of Last Visit ________________________ 

Does applicant have any challenging behaviors?  (Y) ____ (N) ______
(If yes, please explain in detail below:) 

 

Is applicant at risk for elopement or have wandering issues?   (Y) ____ (N)____
(If answer is yes, please explain in detail.    
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Have you ever been under the care of a psychiatrist or psychologist?    (Y) ____ (N) ____ 

Psychiatrist: 

NAME ADDRESS TEL. NO. 

Date of Most Recent Visit:  

Psychologist: 

NAME ADDRESS TEL. NO. 

Date of Most Recent Visit: 

Has applicant been diagnosed with a Seizure Disorder? (Y) (N)

(If Yes, please note the following:) 

Type of Seizure(s):   

Frequency:   

Duration:  

Management:   

Date of Most Recent Seizure: _____________________________________________________ 

Does applicant require 24-hour one-on-one direct contact and supervision?    (Y)           (N)  

COMMUNICATION SKILLS: 

Uses Speech as the Primary means of Communication       (Y)           (N)  

Uses a Manual Communication Board with Symbols and/or Pictures     (Y)           (N) 

Uses an Augmentative Communication Device         (Y)          (N) 

Unable to Communicate Expressively at all (Y)          (N) 

Uses Sign Language  (Y)          (N) 

Uses Facial Expressions (Y)          (N)

How does applicant express yes or no?   
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DIET: 

Nothing by Mouth 

Diet Type: *(Please be specific regarding restrictions) 

Are there any texture modifications?  

Regular 

Low salt 

Diabetic 

Bland  ______ 

Low Residue  

Other  

Liquids:          Thin      Thickened  ____ 

Feeds Self?     Yes_____  No ______ 

Any adaptive equipment needed for meals?  

 Food Allergies: 

Food Dislikes:  

Food Likes  
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PERSONAL CARE SUMMARY 

Read carefully and place a check mark in the appropriate box next to the appropriate area(s).  
Also, please list any adaptive equipment used during each activity.   

ACTIVITY INDEPENDENT 
NEEDS 
ASSIST. 

DEPENDENT 
FOR CARE 

ADAPTIVE 
EQUIPMENT 

NEED 
Bed Mobility 

Toileting 

Brushing Teeth 

Wash 
Hands/Face 

Dressing 

Transfer 

UPPER/LOWER EXTREMITY SPLINTS/BRACES 

Used on which extremity: ________________________________________________________ 

Wearing Schedule ______________________________________________________________ 

 WHEELCHAIR INFORMATION 

Does applicant have a power or manual chair?  Power                         Manual

 Does applicant require assistance?  If so, please describe below:  
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Explain, if necessary, any details of care, medications, treatments, preferences that have not been 
already stated:   

HOBBIES, INTERESTS AND ACTIVITIES 
Has applicant ever been in a pool or hot tub?     YES____ NO_____ 

Does applicant like to swim and/or use the hot tub?     YES____ NO_____ 

Does applicant find group programs over stimulating?   YES_____NO_____ 

Prefers to be alone?    YES_____NO_____ 

Prefers to be in groups?  YES_____ NO_____ 

What type of experience does applicant have with swimming?  ___________________________ 

______________________________________________________________________________ 

What type of activities does applicant enjoy in water (backstroke, freestyle, floating, play?) 

______________________________________________________________________________ 

______________________________________________________________________________ 

What is applicant’s comfort level in and around the water?  _____________________________   

______________________________________________________________________________ 

What type of activities does applicant like to participate in?  (Group/Sensory/Individual- please  
circle choice) 
_____________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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Please describe what a typical day looks like for the applicant.  Please include wake time, naps, 
bed time, etc.   

 Name and address of person filling out application if not applicant 

______________________________________________________________________________ 
LAST FIRST    RELATION TO RESIDENT 

____________________________________________________________________________________________________________________ 
Street Address    City    State   Zip Code 

I hereby certify that the above information is true and correct to the best of my knowledge and I understand that any 
false or misleading information that results in inappropriate care planning and/or care planning and/or program 
activity will result in the discontinuation of services to the applicant.  The applicant understands that The Mary 
Campbell Center does not have the resources to provide one-on-one supervision of residents. 

_________________________________________________      ________________________ 
Signature of applicant or Representative Date 

__________________________________________________________________________ ____________________________________ 
Signature of Witness  Date 

** Please note that all respite participants are required to have a current physical, TB Shot and flu shot during the flu 
season, and all vaccines as specified by the MCC Medical Director. 

PLEASE CHECK ONE:  

_____  I AM INTERESTED IN THE RESPITE PROGRAM ONLY. 

_____  UPON COMPLETION OF SUCCESSFUL RESPITE STAYS, I WOULD LIKE TO     
BE CONSIDERED FOR LONG-TERM CARE ADMISSION. 
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