Open Arms Residential Services, LLC

Facility Forms


Fundraising Permission and Release

I(parent/guardian) of _______________________________ hereby grant permission to Open Arms Residential Services, LLC for the above child to participate in fundraising activities as deemed appropriate.

Signature_____________________________________

Resident Signature____________________________

Date________________

Emergency Admission Application

Name :________________________________ Birthdate_____________________

Legal Guardian_______________________________________________________

Phone number:____________________________SS#_______________________

Date and time of request:__________________
_______________________

Gender_____________________  Race/background _____________________

Last address_________________________________________________________

Emergency contact__________________________________________________

Phone number _________________________

Health history (including illness, disease, pregnancy, medications, etc) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician________________________________ Phone _____________________

Address ______________________________________________________________

Why is emergency placement necessary? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Program director:_____________________________________

Placing Agency Signature: __________________________________________

Date:_________________

     Prompt effort shall be made to obtain any information that is not available at the time of admission.  Efforts to obtain this information shall be documented and maintained in a temporary case record.  All information required must be obtained within 48 hours of resident’s admission with the exception of major holidays when agencies may be closed.  Failure to comply with providing Open Arms with pertinent information may result in termination from the program.

Face Sheet

PHOTO

Personal Data
Full Name_________________________________________________________________

Birthdate_____________________
Sex_____________ Race____________

Social Security Number _____________________________________________

Last known address_________________________________________________

Phone_______________________________ 

Emergency contact_____________________________ Phone______________

Birthplace____________________________________________________________

Parent/Guardian______________________________________________________

Address__________________________________________ Phone_____________

Placing Agency Contact_____________________________________________

Address__________________________________________ Phone_____________

Religious Preference_________________________________________________

Date of admission___________________ Date of discharge_____________

Medical Information

Physician_____________________________________________________________________

Address __________________________________________ Phone_____________________

Allergies______________________________________________________________________

Current medications (name/dosage/time) ___________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medicaid/Health insurance # _________________________________________________

Diagnosed medical conditions  ______________________________________________

__________________________________________________________________________________________________________________________________________________________________

Discharge Information

Reason for discharge_________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who was resident discharged to? ___________________________________________

Address_______________________________________________________________________

Forwarding address of resident______________________________________________

_________________________________________________________________________________

Consent to Display Photo

I______________________________________________ give Open Arms Residential Services, LLC permission to display my photo on my face sheet to clearly identify me in case of an emergency.

Resident Signature_______________________________________ Date______________

Legal Guardian Signature____________________________________

Pre-placement Visit

Name of resident:_______________________________

Date of visit: _______________________________

Person accompanying resident at visit: ____________________________

Relationship to visitor: ______________________________________________

Topics discussed at visit:

______ Criteria for admission (population served)
______ Needs assessment 

______ Tour of facility (meet staff and current residents)
______ Rules of facility/requirements of program participation

______ Grievance procedure

______ Discharge expectations

______ Reasons for unexpected discharge

______ Resident/Staff interaction

______ Activities w/in facility

______ Overnight stay   Date___________________

______ Other pre-placement activities (i.e. outing w/residents, IL workshop, etc.)
**If neither family nor placing agency was present during pre-placement visit, document how they were provided the above information:

__________________________________________________________________________________________________________________________________________________________________

Open Arms Staff _____________________________ Date _______________

Applicant Signature___________________________ Date ________________

Legal Guardian/Placing agency representative ___________________________

Date ____________________

Consent For Participation in Human Research

I_______________________________ agree to participate in research authorized by Open Arms Residential Services, LLC and regulatory authority that does not require me to take drugs/medicine that alter mental, physical or psychological well-being.  The sole purpose of the research is for gathering statistical data.  I am also aware that I may decline participation in activities that I do not feel comfortable participating in.  I understand the risks and benefits associated with this research 
The research project is being conducted by:_____________________ for the purpose of: _________________________________________________.

I have received literature explaining the purpose of the research which includes the risks and benefits associated with the project.

_____I accept this offer to participate in research project.

_____I decline this offer to participate in research project.
____________________________  _____________

Signature



Date
Legal guardian__________________________   Date________________
INTAKE CHECKLIST
RESIDENT____________________________________________________________

PARENT/GUARDIAN has received the following forms:

_______Placement Agreement

_______Visitation Rules

_______Business Cards

_______Brochure

_______Acceptance letter

_______________________________________


_________________________

Open Arms Staff








Legal Guardian
_______________________________________________


_______________________________

Resident








Other
Date____________________________________
ADMISSION CHECKLIST ROUTINE

Date Completed________________________________________________________

Routine Admission

(All must be received prior to placement or at time of placement)
_______Psychological, if available

_______Physical Exam

_______T.B. Test/Within 30 days prior to admission

_______Immunization Record

_______Health insurance cards

_______Social History, if available

_______Probation rules, if available

_______Admission Application

_______Pre-placement Activities

_______Birth Certificate/Social Security Card or copies

MUST BE COMPLETED FOR ALL INTAKE BEFORE GUARDIAN LEAVES:

_______Face Sheet

_______Personal Property Release

_______Intake Checklist 

_______Placement Agreement

_______Medical Screening

_______Health Restrictions

_______Rules and Expectations

_______Restrictions/Consequences

_______Consent forms/contact sheet

EDUCATIONAL INFORMATION:

_______Seeking School Enrollment

_______Transfer(if changing schools)

_______Student Information/Transcripts

_______Record Request

_______Copy of IEP/504 Plan

MUST BE COMPLETED THE SAME DAY AS INTAKE:

_______Handbook given to resident

_______Personal property list

_______Grievance procedure

_______Rules and expectations

_______Bed checks explained

_______Room assignment

_______Linens given

_______Medication rooster

_______Point sheet

Open Arms Residential Services, LLC

PLACEMENT AGREEMENT

____________________________________________ hereby agrees that 

(Legal Guardian/placing agency)

____________________________________________, for whom I have legal custody, shall be placed at Open Arms Residential Services, LLC located at 4128 Roundtree Road Richmond, Virginia 23294 who shall provide care, maintenance and guidance while this agreement remains in effect.  However, legal custody of the child shall remain with the undersigned.

This agreement shall be in effect until__________________________ or until terminated as stipulated in this agreement with a minimum commitment of six months.


Both parties involved agree to the following terms of placement:

· Open Arms Residential Services, LLC shall:

1. Provide care, maintenance, protection, and guidance for this child according to her best interest.  

2. Cooperate with the placing party in seeing that the child receives routine medical/dental care, notifying the placing party as soon as possible in emergency situations and obtaining permission for planned special medical/dental care and expenses.  Open Arms will arrange and transport child should this need arise, however, will assume no financial responsibility of these expenses. 

3. Confer with a representative of the placing agency concerning the child’s development, activities and problems, and educational progress while the child is in the care of the facility, and provide written progress reports as requested.  

4. Discharge the child at the time agreed upon or give the placing the party two weeks notice, whenever possible, if the facility believes that it is in the best interest of the child or the facility for the child to be discharged prior to the agreed upon time.  If a child goes AWOL for longer than 24 hours, termination will occur immediately.

· The agency or person placing the child shall:

1. Give Open Arms permission to authorize necessary medical and dental care including immunizations and consent to such emergency medical and surgical treatment and/or hospitalization where the legal guardian cannot be contacted prior to such an emergency, medical or surgical treatment.

2. Bear the expenses of all medical and dental care, including prescriptions.

3. Give two weeks notice prior to permanent removal of child from the facility, except when the facility and placing representative agree to shorter notification.

4. Continue to carry out the placing party's legal responsibility for the child by visiting the child at least quarterly.

· The following agreement is made concerning_______________________________

· Plans for visits with or by the parents/guardians, relatives or friends (social worker, legal guardian, etc.) :

_________________________________________________________________________________________________________________________________________________________________________________________________________

· Educational Responsibility:   (who will enroll the child in school, who will obtain educational information, where the child will attend school ,etc).:_________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The following agreement is made for payment of the child's care at the facility for $______________ per day payable to Open Arms at the end of each month of service.  Clothing allowances of $______/month shall be paid directly to the facility and given to the child for purchases. (Attach a copy of CSA contract).
______________________________________________


_____________

Authorized Representative Placing Agency/ 




Date

Legal Guardian 

______________________________________________


_____________

Open Arms Staff








Date

NEEDS ASSESSMENT

Resident Name:__________________________________________Social Security #__________________

Date application for services received:__________Date of Assessment: ______________DOB____________

Referring/Placing agency:____________________________ Contact Person:_________________________

Presenting Issue(s)/Reason for Request for services: (Chief complaint, precipitating events/stressors, relevant history)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Check all that can be identified as current child and/or family issues
CHILD ISSUES

· Sexual abuse 

· Substance abuse

· School truancy 

· Behavior problems 

· Academic problems

· Runaway 

· Anger/aggression (violent)

· Depression

· Defiant Conduct Disorder

FAMILY ISSUES

· Substance/alcohol abuse

· Physical abuse

· Sexual abuse/suspected 

· Emotional abuse

· Domestic violence

· Parenting

· Custody issues

· Unemployment

· Other

Educational/Vocational needs: (School, grade, behavior, suspension/expulsion, academic performance relating to stressors, relationship with peers and teachers).

	

	

	

	

	


Mental Health History/Agency Involvement: (MH Outpatient therapy, dates, hospitalizations)

	

	

	

	

	


Medical Needs: (medical problems, illnesses, injuries, allergies, current physical complaints, medications).

	

	

	

	

	

	


Current living situation and family history: (Daily routine, relationships and interaction affecting client and family's functioning, significant family events).

	

	

	

	

	

	

	

	

	


Siblings Names


Age



Current Address

	
	
	

	
	
	

	
	
	

	
	
	


Legal Profile: (Criminal Justice Status) 

Y/N Pending charges 

Y/N Court hearing date: 

YIN Currently on probation/parole

Y/N Current probation violation 
Y/N Past convictions



YIN Past DJJ incarceration date(s)_________________

Comments:

CLOTHING NEEDS ASSESSMENT

List necessary clothing needed based on review of personal property inventory.  Indicate who was contacted to supply clothing and results.

Person contacted______________________________ Date__________________

1.______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

4.______________________________________________________________________

5.______________________________________________________________________

6.______________________________________________________________________

7.______________________________________________________________________

8.______________________________________________________________________

Review for proper fit of clothing and shoes.  

1.______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

4.______________________________________________________________________

Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Staff Completing form ____________________________________Date______________

Resident_________________________________________________Date____________

HEALTH RESTRICTION RESIDENT
Name

Dietary restrictions (include food allergies, religious restrictions and prescribed dietary restrictions):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is restriction temporary:  _____Yes  ____No

If yes, date restrictions begins_____________________ ends____________________

Physical restrictions (include any permanent restrictions/disabilities and prescribed physical restrictions): ________________________________________________________________________

Medication Allergies:_____________________________________________________

________________________________________________________________________
Known Food Allergies:____________________________________________________

Other Restrictions: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

If dietary restrictions of food allergies are listed, a copy of this form must be posted in the kitchen.

_____________________________


________________________

Staff signature




Date

GENERAL HEALTH HISTORY
Name_________________________________________________________________

Date of Birth_____________________________ Race__________________ Sex_____

 Information from Guardian and Youth (History):

Have you ever been hospitalized?  YES__________ NO___________

Explain:________________________________________________________________________________________________________________________________________

List any past or present serious illness, injuries, or hospitalizations of parents/siblings.

Have you ever been sick for more than a week?  YES_____________ NO__________

Explain:________________________________________________________________

________________________________________________________________________

When was the last time you saw a doctor?____________________________________

Why?__________________________________________________________________

Do you have any medical appliances(i.e., glasses, contacts, retainer, hearing aid)?
Yes ______________NO_______________

If so, what?______________________________________________________________

List allergies:

List recent physical complaints and/or medical conditions:

List chronic health conditions:

Are you free from communicable (contagious) disease?_________List any current communicable diseases (TB, ringworm, etc):

Do you need any immunizations that are required by school?  YES _____ NO______

Attach a copy of immunization record.

List any handicaps or restrictions:

Have you ever seen a psychologist or psychiatrist?  YES_________  NO __________

Explain:________________________________________________________________

Have you ever been to a neurologist? YES______________NO___________________

Explain:________________________________________________________________

Are you currently taking medication?  YES_____________NO___________________

If yes, list medication, dosage, frequency for each:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any past medications prescribed by a doctor:

List any communication problems:

List any sexual health or reproductive history problems:

__________________________________

_________

Legal Guardian




Date

__________________________________

__________

Resident





Date

MEDICAL AND DENTAL EMERGENCY INFORMATION
Resident name______________________
         DOB:_______________ Phone:_________________



           SS#____________________

Current Address_________________________________________________________
A) Emergency Contact/Relationship________________________________________

Phone ______________________Alt Phone___________________________________

Address________________________________________________________________
B) Emergency Contact/Relationship________________________________________

Phone ______________________Alt Phone___________________________________

Address________________________________________________________________

Physician’s name, address, and telephone number:

________________________________________________________________________

Dentist’s name, address, and telephone number:______________________________

_______________________________________________________________________ 

Medical Insurance Company name, and policy # or Medicaid number:

________________________________________________________________________

Current use of medication, dosage and frequency:

1.______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

4.______________________________________________________________________

Medication Allergies:_____________________________________________________

Food and Non-Medication Allergies:________________________________________

Substance Abuse History: (Substance, frequency, how much, last time of use).

Primary________________________________________________________________

Secondary_______________________________________________________________

Teritary________________________________________________________________

Significant Medical Problems______________________________________________

_______________________________________________________________________
Open Arms Residential Services, LLC  is hereby authorized to obtain routine (including immunizations) and emergency medical and dental treatment that may be necessary for the child, even  if guardian cannot be notified to approve of such  treatment in advance.  Open Arms will make reasonable efforts to give guardian prior notice of planned immunizations, medical and dental treatment.  Guardian agrees that any consent given by Open Arms for treatment shall have the same force and effect, as if the consent was given by the guardian. __________________________________________________






Guardian signature and date
EMPLOYMENT AUTHORIZATION

I _____________________________________________________ give my permission  for ______________________________________to obtain employment while placed at Open Arms Residential Services, LLC.  It is understood that this opportunity will be outside of Open Arms property.  Open Arms will ensure that the youth is paid at least the minimum wage required by the VDOL (Virginia Department of Labor) and that such employment complies with all application laws governing labor and employment law.

Legal Guardian________________________________________________Date___________

Witness__________________________________________________Date___________

CONTACT SHEET

The following individuals are persons who ___________________________________ is allowed to have visits from and have phone contact.

	Name
	Phone Number
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


The following individuals/ phone numbers SHOULD NOT HAVE CONTACT WITH resident.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


_______________________________

____________________

Legal Guardian




Date

Resident Orientation Checklist

The following procedures have been explained in the initial orientation for each resident.  The social worker/legal guardian and new resident are aware of Open Arm’s  procedures regarding these items.

_______Tour of facility

_______Rules and expectations

_______Personal property list

_______Grievance procedure

_______Smoking policy

_______Bed checks explained

_______Fire/Evacuation procedure explained

_______Point sheet

_______Level system explained

_______Homework/school work expectations

_______Chores

_______Hygiene expectations

_______Telephone procedure

_______Therapy

_______Groups/Life Matters Program

_______Finance management

_______Visitation

_______Hobbies/interests explored

_______Initial goals and objectives/Individual Service Plan 

_______Needs assessment

_______Room assignment

_______Linens given

_______Handbook given

The above procedures have been explained to me by an Open Arms Residential Services, LLC intake worker.  I understand the procedures and will adhere to the rules set forth by the program.

______________________________
____________

Resident’s signature



Date

______________________________
____________

Legal guardian’s signature


Date

______________________________
____________

Open Arms staff



Date

Open Arms Residential Services, LLC
Behavior Management Survey
Resident__________________________________________

WHAT CAN OPEN ARMS STAFF DO TO HELP CALM YOU DOWN WHEN YOU ARE ANGRY OR UPSET?

WHAT ARE THINGS THAT YOU DON’T WANT STAFF TO DO TO YOU WHILE YOU ARE ANGRY OR UPSET?

HOW DO YOU BEST DEAL WITH YOUR ANGER?

WHAT CAN OPEN ARMS STAFF PROVIDE YOU WITH THAT WOULD ASSIST YOU IN CALMING DOWN?

Resident Signature ________________________________________

Open Arms Residential Services, LLC

Application for Admission

Date_____________

Name ________________________________ Birthdate_____________________

Phone number:____________________________SS#_______________________

Gender_____________________ Race/background _____________________

Address______________________________________________________________

Legal Guardian________________________________ Phone_______________

Emergency contact__________________________________________________

Phone number _________________________ Alt number_________________

Health history (including illness, disease, pregnancy, medications, etc.) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician________________________________ Phone _____________________

Address ______________________________________________________________

Are you currently enrolled in an educational or vocational program? ______________________________

Do you have a job?__________________ How many hours do you work each week?___________________________

Do you have a bank account?__________  If not, are you interested in opening one?___________

Do you know how to take the bus to get to work and/or school? ________________

Describe your personality___________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe what independent living means to you ___________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Where do you see yourself in the next 5 years? ____________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever lived in a group home? Explain yes or no. _______________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Needs: ______________________________________________________________________________________________________________________________________________

Educational Needs: ______________________________________________________________________________________________________________________________________________

Mental Health/Emotional/Psychological Needs: ______________________________________________________________________________________________________________________________________________

Physical Health Needs (including physical exam/immunizations): ______________________________________________________________________________________________________________________________________________

Protection Needs: ______________________________________________________________________________________________________________________________________________

Suitability of Resident’s Admission: ______________________________________________________________________________________________________________________________________________

Would admission pose any significant risk to resident, other residents in the facility or staff? ______________________________________________________________________________________________________________________________________________

Is there enough relevant information provided at intake to develop initial objectives and a service plan? ______________________________________________________________________________________________________________________________________________

_____________________________


_____________________________

Participant Signature




Legal Guardian 

**************************Do not write below this line**********************

Admit (y/n)_______




Date of admission_________

Room Assignment_______

Administrator’s signature____________________________

Release of Information Consent Form

Name of resident:_____________________________  SS#__________________

Address:______________________________________________________________

Legal Guardian:______________________________________________________





(print)

I authorize____________________________________________________________

                            
(name of agency/address)

To use and/or disclose the following information regarding: ________________________________________________________________________

                             
(resident full name)

To: ___________________________________________________________________

                              
(name of requesting agency/address)

This information is used for the specific purpose of coordinating the care, protection and guidance of the resident stated above.  The following information is to be released (please check all that apply):

__Medical/dental

__Psychiatric/psychological

__Discharge

__Educational


__Criminal



__Vocational

__Progress notes

__Employment


__Contact

__ISP



__Background/demographic

__Admissions

__Quarterly reports

__Social service provision

__Other (describe)

__Incident reports

__Physical restraint/Confinement

This information shall be in force or effect until_________________.  This authorization is good for one year and shall be renewed upon expiration.  I understand that I have the right to revoke this authorization at any time in writing by submitting this request to the management of Open Arms Residential Services, Inc.  I understand that the information used or disclosed by this authorization will not be acquired, accessed, duplicated, or disseminated without the consent of the legal guardian and that only information authored by Open Arms will be disseminated or discussed within the parameters of this authorization.  I understand that information about the specified resident may be disclosed if the resident, herself, discloses this information to third party sources and cannot be protected by Open Arms Residential Services, Inc.
________________________________
_____________

Legal Guardian Signature



Date

