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HABILITATION CLIENT INFORMATION FORM

(PLEASE PRINT)

Client’s Name _______________________________________________     Male ______  Female________ 

ISP date___________________________ Support Coordinator Name _______________________________

Client’s Date of Birth ______ / ______ / ______   
Language Spoken in Home__________________________

Does the Client have a behavior plan in ISP?
____ Yes  ____ No

Client’s Diagnosis_________________________  Allergies________________________________________ 

Dietary Needs __________________________________________________________________________

Medication

Dosage


Times/Per Day

Route


Purpose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Responsible Party Name _____________________________ Relationship to Client ______________________

E-Mail address ____________________________________Home# ________________________________

Cell Number___________________________________ Work number ______________________________

Address: ______________________________________________________________________________________


(Street) 



(City)



(State)
(Zip Code)
Emergency Contact 1.____________________ 2.____________________3._______________________
Emergency Number 1.___________________  2._______________________3._______________________

Relationship to the Client 1.____________________ 2.____________________ 3.____________________



SIGNATURES:

Parent, Guardian, or Client: _________________________________________Date____________________

OFFICE USE ONLY

Services being provided:

□
Habilitation

__ yearly hours
___ monthly hours






□
Respite


__ yearly hours
___ monthly hours




Habilitation Providers


1. ____________________________					2. _________________________





3.____________________________					4. _________________________














Protective Devises:





Instructions for use:				





Purpose:


	








Seizures? ___ YES     ___NO	 	Frequency: _____	Approximate Duration: ______





Describe:				





Recommended Response to Seizure activity:


	





Assistive Devises


Vision:	


		


Hearing:


		


Augmentative Communication:	




















