
	Full Name:
	     





Black Mountain Neuro-Medical Treatment Center

North Carolina

Division Of Mental Health, Developmental

Disabilities And Substance Abuse Services

DEVELOPMENTAL DISABILITIES ADMISSION APPLICATION

	Date:
	     
	County of Birth:
	     

 FORMTEXT 


	Type of Admission:
	 FORMCHECKBOX 


 FORMCHECKBOX 
 Regular
	 FORMCHECKBOX 
 Respite

	Full Name:
	     

	     
	
	     
	
	     
	
	     
	
	     

	Date of Birth
	
	Age
	
	Height
	
	Weight
	
	Race

	Religious Tradition:
	     

	Social Security Number:
	     

 FORMTEXT 

	Medicare Number:
	     

 FORMTEXT 


	Other Insurance:
	     

 FORMTEXT 

	Medicare Number:
	     

 FORMTEXT 


	Pre-Needs Burial:
	     

	Name of Responsible Party:
	     

	Relationship:
	     

	Street Address:
	     

	City, State, ZIP:
	     

	
	(   )      
	
	(   )      
	
	(   )      

	
	Home Phone Number
	
	Cell Phone Number
	
	Work Phone Number

	


PLEASE CHECK THE BOX NEXT TO THE PHRASES WICH BEST DESCRIBE THE APPLICANT

	I. DEVELOPMENTAL INFORMATION

	A. LEVEL OF RETARDATION

	 FORMCHECKBOX 
 Mild       FORMCHECKBOX 
 Moderate       FORMCHECKBOX 
 Severe       FORMCHECKBOX 
 Profound       FORMCHECKBOX 
 Unknown

	B. DELAY IN ADAPTIVE BEHAVIOR

	 FORMCHECKBOX 
 Mild       FORMCHECKBOX 
 Moderate       FORMCHECKBOX 
 Severe       FORMCHECKBOX 
 Profound       FORMCHECKBOX 
 Unknown

	C. DELAY IN ADAPTIVE BEHAVIOR

	 FORMCHECKBOX 
 Ambulatory        FORMCHECKBOX 
 Non-Ambulatory, Mobile       FORMCHECKBOX 
 Non-Ambulatory, Non-Mobile

	 FORMCHECKBOX 
 Crawls        FORMCHECKBOX 
 Walks With Assistance        FORMCHECKBOX 
 Walks Alone

	 FORMCHECKBOX 
 Goes Rom-to-Room        FORMCHECKBOX 
 Walks In Yard        FORMCHECKBOX 
 Independent Travel

	D. AMBULATION AIDS

	 FORMCHECKBOX 
 Wheelchair       FORMCHECKBOX 
 Crutches       FORMCHECKBOX 
 Walker       FORMCHECKBOX 
 Braces       FORMCHECKBOX 
 Stroller

	E. VISUAL DIFFICULTY

	 FORMCHECKBOX 
 None        FORMCHECKBOX 
 Slight       FORMCHECKBOX 
 Great       FORMCHECKBOX 
 Legally Blind        FORMCHECKBOX 
 No Vision

	 FORMCHECKBOX 
 Undetermined       FORMCHECKBOX 
 Wears Glasses

	F. HEARING

	 FORMCHECKBOX 
 Normal       FORMCHECKBOX 
 Mild Loss       FORMCHECKBOX 
 Moderate Loss       FORMCHECKBOX 
 Severe Loss 

	 FORMCHECKBOX 
 Undetermined       FORMCHECKBOX 
 Wears Hearing Aid

	G. EXPRESSIVE LANGUAGE

	Uses Verbal Language Clearly:   FORMCHECKBOX 
 Sentences  FORMCHECKBOX 
 Phrases        FORMCHECKBOX 
 Single Words

	 FORMCHECKBOX 
 Uses Formal Sign Language       FORMCHECKBOX 
 Manual       FORMCHECKBOX 
 Or Symbol Communication

	 FORMCHECKBOX 
 Uses informal communicative gestures  FORMCHECKBOX 
 Vocalizes to express needs        FORMCHECKBOX 
 Non-Verbal

	H. RECEPTIVE LANGUAGE

	 FORMCHECKBOX 
 Comprehends many words           FORMCHECKBOX 
 Comprehends some words

	 FORMCHECKBOX 
 Attends to gestures and auditory cues 

	 FORMCHECKBOX 
 Does not respond to gestural or auditory stimuli.

	I. RECEPTIVE LANGUAGE

	 FORMCHECKBOX 
 Completely dresses self, no prompting

	 FORMCHECKBOX 
 Completely dresses self, verbal prompting only

	 FORMCHECKBOX 
 Pulls off or puts on some items with verbal prompting

	 FORMCHECKBOX 
 Dresses self with extensive physical gestural, and verbal prompting at all stages

	 FORMCHECKBOX 
 Cooperates when being dressed by extending arm or leg

	 FORMCHECKBOX 
 Must be dressed completely

	Special Clothing Needs:

	
	     

	

	J. TOILETING SKILLS

	 FORMCHECKBOX 
 Never has accidents       FORMCHECKBOX 
 Frequently has accidents during day

	 FORMCHECKBOX 
 Occasionally has accidents during the day

	Nighttime toileting issues:

	
	     

	 FORMCHECKBOX 
 Uses toilet with cues and assistance      FORMCHECKBOX 
 Uses toilet with cues daily

	 FORMCHECKBOX 
 Is not toilet trained at all      FORMCHECKBOX 
 Uses Disposables

	Frequency of urination:
	     
	Frequency of bowel movements:
	     

	How does client indicate toileting needs?

	
	     

	Describe any special problems with toilet habits:

	
	     

	What is done to resolve these?

	
	     

	

	K. MEALTIME SKILLS

	 FORMCHECKBOX 
 Uses utensils, neatly       FORMCHECKBOX 
 Uses utensils, spilling       FORMCHECKBOX 
 Uses spoon, neatly

	 FORMCHECKBOX 
 Uses spoon, spilling       FORMCHECKBOX 
 Feeds self with fingers       FORMCHECKBOX 
 Feeds self with adapted equipment

	 FORMCHECKBOX 
 Drinks from cup, unassisted       FORMCHECKBOX 
 Drinks from cup, assisted

	 FORMCHECKBOX 
 Sucking, chewing, swallowing - developed       FORMCHECKBOX 
 Sucking, chewing, swallowing - delayed

	 FORMCHECKBOX 
 Eats at table       FORMCHECKBOX 
 Eats in chair with tray 

	Other Comments:

	
	     

	DIET:  FORMCHECKBOX 
 Regular       FORMCHECKBOX 
 Chopped       FORMCHECKBOX 
 Pureed      FORMCHECKBOX 
  Liquid       FORMCHECKBOX 
 G-Tube 

	Swallowing Issues:

	
	     

	Describe any feeding or diet problems:

	
	     

	Likes:

	
	     

	Dislikes:

	
	     

	

	L. SLEEPING HABITS

	BED:   FORMCHECKBOX 
 Regular       FORMCHECKBOX 
 Side Rails
	Other:
	     

	 FORMCHECKBOX 
 Sleeps through the night        OR       FORMCHECKBOX 
 Naps during the day      OR       FORMCHECKBOX 
 Climbs out of bed

	 FORMCHECKBOX 
 Sleeps alone        OR        FORMCHECKBOX 
 Uses Pillow       FORMCHECKBOX 
 Uses Pillow

	Other:
	     

	

	M. LEISURE SKILLS

	Likes:  FORMCHECKBOX 
 Music       FORMCHECKBOX 
 TV       FORMCHECKBOX 
 Toys       FORMCHECKBOX 
 Outdoor Play      FORMCHECKBOX 
 Swimming        FORMCHECKBOX 
 Sports

	 FORMCHECKBOX 
 Dogs      FORMCHECKBOX 
  Horses      FORMCHECKBOX 
 Groups      FORMCHECKBOX 
 Privacy
	Specify:
	     

 FORMTEXT 


	List preferred objects, etc:

	
	     

	

	N. SOCIALIZATION SKILLS

	 FORMCHECKBOX 
 Participates in groups       FORMCHECKBOX 
 Initiates interactions with children

	 FORMCHECKBOX 
 Initiates interactions with Adults       FORMCHECKBOX 
 Responds to children      FORMCHECKBOX 
 Responds to adults

	Other:

	
	     

	Describe relationship with siblings:

	
	     

	Describe relationship with parents:

	
	     

	

	O. EDUCATION

	Highest Grade Completed:
	     
	 FORMCHECKBOX 
 Special Ed 

	 FORMCHECKBOX 
 Attends Workshop:
	     

	 FORMCHECKBOX 
 Prevocational Activities:
	     

	

	P. BEHAVIORAL CONCERNS    (Please Specify)

	 FORMCHECKBOX 
 Verbal Aggression:
	     

	 FORMCHECKBOX 
 Physical Aggression:
	     

	 FORMCHECKBOX 
 Sexual Issues
	     

	 FORMCHECKBOX 
 Self-Injury:
	     

	 FORMCHECKBOX 
 Property Damage
	     

	 FORMCHECKBOX 
 Tantrums:  When?
	     

	 FORMCHECKBOX 
 Non-Compliance:
	     

	 FORMCHECKBOX 
 Wandering        FORMCHECKBOX 
 Crying, Whining        FORMCHECKBOX 
 Mouthing objects        FORMCHECKBOX 
 PICA

	List situations that trigger aggression or other tantrum:  

	
	     

	 FORMCHECKBOX 
 Behavior Plan
	Psychotropic Meds:
	     

 FORMTEXT 


	Symptoms Treated:
	     

	

	Q. MOST RECENT EVALUATIONS

	Discipline
	Date
	Most Significant Findings

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	

	II. MEDICAL INFORMATION

	A. EXISTING CONDITIONS/DISABILITIES

	 FORMCHECKBOX 
 Epilepsy       FORMCHECKBOX 
 Other Seizure Disorder       FORMCHECKBOX 
 Downs Syndrome       FORMCHECKBOX 
 Profound

	 FORMCHECKBOX 
 Cerebral Palsy       FORMCHECKBOX 
 Brain Injury      FORMCHECKBOX 
 Autism       FORMCHECKBOX 
 Allergies

	 FORMCHECKBOX 
 Skin Concerns
	Other:
	     

 FORMTEXT 


	

	B. SEIZURE FREQUENCY

	 FORMCHECKBOX 
 None       FORMCHECKBOX 
 Unknown       FORMCHECKBOX 
 Less Than 1 per year        FORMCHECKBOX 
 3-6 seizures per year

	 FORMCHECKBOX 
 Monthly seizures     FORMCHECKBOX 
 Weekly seizures     FORMCHECKBOX 
 Daily Seizures     FORMCHECKBOX 
 More than 1 seizure per day

	Seizure Type:
	     

 FORMTEXT 


	

	C. CURRENT MEDICATION PROFILE:  (Attach list of medication and dosage)

	How Taken:   FORMCHECKBOX 
 Pill     FORMCHECKBOX 
 Liquid     FORMCHECKBOX 
 Crushed
	Other:
	 FORMCHECKBOX 


 FORMTEXT 


	List situations that trigger aggression or other tantrum:  

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	

	D. MENSTRUAL PATTERNS

	 FORMCHECKBOX 
 Menstruates       FORMCHECKBOX 
 Regular      
	How Often?
	     

 FORMTEXT 


	 FORMCHECKBOX 
 Pain
	Flow:
	     
	Any other problems?
	     

	

	E. CLIENT’S PHYSICIAN(S) AND DENTIST(S)

	Name
	Telephone
	Address

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	F. MOST RECENT PHYSICAL EXAMINATION

	Date:
	     
	Examiner:
	     

 FORMTEXT 


	Notable Findings:

	
	     

	

	III. LEGAL STATUS

	Is client legally competent   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	State:
	     

 FORMTEXT 


	Date of adjudication:
	     
	Date Guardian Qualified:
	     

 FORMTEXT 


	Guardian type:
	     

 FORMTEXT 


	Name of Guardian:
	     

 FORMTEXT 

	Telephone:
	(   )      

	Address:
	     

 FORMTEXT 


	

	IV. OTHER INFORMATION

	Present Day Services:
	     

	Status:
	     

	Residential Placement:
	     

	Status:
	     

 FORMTEXT 


	Previous Residential Placements:
	     

	

	V. FAMILY INFORMATION

	Father’s Name:
	     

	Date of Birth:
	     

 FORMTEXT 

	Occupation:
	     

 FORMTEXT 


	Address:
	     

	
	(   )      
	
	(   )      
	
	(   )      

	
	Home Phone Number
	
	Cell Phone Number
	
	Work Phone Number

	

	Mother’s Maiden Name:
	     

	Date of Birth:
	     

 FORMTEXT 

	Occupation:
	     

 FORMTEXT 


	Address:
	     

	
	(   )      
	
	(   )      
	
	(   )      

	
	Home Phone Number
	
	Cell Phone Number
	
	Work Phone Number

	

	Parent’s Marital Status:     FORMCHECKBOX 
 Married       FORMCHECKBOX 
 Unmarried       FORMCHECKBOX 
 Separated       FORMCHECKBOX 
 Divorced       FORMCHECKBOX 
 Widowed

	Who has legal custody?
	     

	Siblings:

	Name
	Sex
	Age
	Health Problems

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Others in home:
	     

	What caused you to seek residential services

	
	     

	What needs of your family or the applicant do you hope to see met through Black Mountain Neuro-Medical Treatment Center services?

	
	     

	


I hereby request residential services at Black Mountain Neuro-Medical Treatment Center for the applicant described:

	     
	
	     

	Name of Person Making Application and Relationship
	
	Phone Number

	
	
	

	Signature
	
	Date


REGULAR ADMISSION:  The following documents accompany this application - Please Check

	 FORMCHECKBOX 

	FL-2, PASARR Level 1 & 2  

	 FORMCHECKBOX 

	Social History Information

	 FORMCHECKBOX 

	Psychological Reports

	 FORMCHECKBOX 

	Medical reports: immunization record (include Hepatitis B Vaccine), past medical history, current conditions & treatment including medications

	 FORMCHECKBOX 

	Any previous diagnostic or evaluation summaries

	 FORMCHECKBOX 

	Birth Certificate

	 FORMCHECKBOX 

	Copy of guardianship or legal custody

	 FORMCHECKBOX 

	Recent photograph


RESPITE ADMISSION:  The following documents accompany this application - Please Check

	 FORMCHECKBOX 

	Immunization Record  (include Hepatitis B Vaccine)

	 FORMCHECKBOX 

	Medical Examination (Past Medical History, Present Conditions, Treatments & Medications)

	 FORMCHECKBOX 

	Photograph

	 FORMCHECKBOX 

	Social History; Physical History


Please fax to Black Mountain Neuro-Medical Treatment Center’s Admission Office at 828-669-3346

OR mail to:
Admissions Office
Black Mountain Neuro-Medical Treatment Center
932 Old US 70 Highway
Black Mountain, NC 28711

OR email to:
kirsten.mitchell@ncmail.net

Should you have any questions regarding the admission process please call our Admissions Department at 
828-669-3379.

PLEASE USE THE APPLICATION FORM AS A GUIDELINE TO PROVIDE TELEPHONE INFORMATION

Print and fill out by hand OR


To fill out on Computer:


Type information into the shaded areas.


Tab to next field.


Click on box to mark it or tab to it and press the space bar.








Black Mountain Neuro-Medical Treatment Center
Updated: March 17, 2008
DD Admission Application 03172008.doc
Updated: December 18, 2007

Black Mountain Neuro-Medical Treatment Center
Page 5 of 6

