M.A.R.F., Inc.

Mountain Area Residential Facilities, Inc.

                           46 St. Dunstans Circle

       PO BOX 5514
                    22 Chiles Ave

Asheville, NC 28803

Asheville, NC  28813

Asheville, NC  28803

(828) 254-1799


(828) 299-3636


(828) 254-8068

FAX:  (828) 299-3302

APPLICATION FOR ADMISSION

NAME OF APPLICANT:

NAME OF REFERRING AGENCY:

DATE OF REFERRAL:

Attached is an application packet for admission to Mountain Area Residential Facilities.  These forms represent the initial phrase of admission process and must be completed in full.

Upon receipt of this information, the application will be reviewed by the Executive Director and presented to the admissions committee for consideration.

Included in this packet:

1. Cover letter stating procedure for admission.

2. Application for admission.

(Medical Examination Form provided upon request.)


Submit completed application to:


Executive Director


c/o MARF, Inc.


PO BOX 5514


Asheville, NC 28813

DO NOT WRITE BELOW THIS LINE


              FOR M.A.R.F. USE ONLY
Items submitted:


 Completed application



Date received_______________

 Current Documentation of Disability


Date received_______________

 Current medical evaluation



Date received_______________

 Social History




Date received_______________

 Other (to be listed on back)



Date received_______________
ADMISSIONS PROCEDURE:

Before a person can be considered for admission to Mountain Area Residential Facilities, Inc., the following must be completed:

1.  The person seeking admission or the client representative will contact the Executive Director in       

           person, in writing, or by phone.

2.  The following documents must be submitted to the Executive Director:

A.  Completed application packet.
B. A general medical examination, no more than one (1) year old.
C. Official documentation of disability.  If the applicant is diagnosed as mentally retarded, a copy of a current psychological evaluation by a licensed psychologist/psychiatric examiner.  If the applicant is diagnosed with any other developmental disability, a current medical status by a qualified physician.
D. Any additional pertinent information including, but not limited to:  school records, hospital records, evaluation reports, records of residential/day placement experience, vocational training, speech evaluation, ect.
E. Evidence of age or birth certificate if under 18.
3.  If the applicant is not working with any social services agency, the Executive Director may refer him/her to the appropriate agency.

4.  When the Executive Director has all the pre-screening information, the applicant will be presented to the admissions committee.  Applicant does not have to be in attendance unless specifically requested by the Executive Director.  Recommendations for placement, program, and additional community services will be made by the committee.
5.  The Executive Director will notify, in writing, either the referring agencies or the individuals of results of the admissions committee meeting and recommendations.
6.  M.A.R.F., Inc. does not maintain a waiting list.  Applications for applicants not accepted will be maintained by M.A.R.F for future consideration.
7.  After an admission decision has been made, but prior to admission, the applicant must obtain a T.B. test, have a screen for Hepatitis B, have an appropriate day placement/activity, be able to meet H.U.D. eligibility criteria, be able to pay existing board rate, not have any medical problems that cannot reasonably be met within the regular community medical system.
Mountain Area Residential Facilities, Inc.

APPLICATION FOR ADMISSION

PLEASE CHECK APPROPRIATE PROGRAM FOR WHICH APPLICATION IS BEING MADE.

· Chiles Avenue  



· St. Dunstan
· Apartment
 1.  Personal Information

Name of Applicant:





(Last)


 
(First)

 

(Middle)




Also known as:


Date of birth:





SS#

Present address of applicant:





(Street)

     

(City)


   (State)
  

(Zip)
Telephone number:     
Permanent address of applicant:

(Street)

     

(City)


   (State)
  

(Zip)

Telephone number:

Name of natural father:






Age:


Current address:





(Street)

     

(City)


   (State)
  

(Zip)


Telephone number:

Name of natural mother:






Age:

Current address:




(Street)

     

(City)


   (State)
  

(Zip)

Telephone number:

Other parent/guardian:


Name:

Current address:





(Street)

     

(City)


   (State)
  

(Zip)


Telephone number:







(Home)




(Work)

2.  Spouse of applicant

Name:




(Last)


 
(First)

 

(Middle)



Address:




(Street)

     

(City)


   (State)
  

(Zip)


Telephone number:


Place of employment:

SS#

List all residing at home:

3.  FINANCIAL STATUS    (Amount per month)

  Self supporting:  $                       
SS:  $                    
SA:   $                          SSDI:  $

   AFDC:  $



Insurance:  $

     
 Savings account:  $




   SSI:  $



Family trust:  $

Veterans (VA):  $

   Other pensions:  $





Vocational Rehabilitation:  $

   Other (source & amount):

Have you recently applied for financial assistance:
 (  YES

(  NO
If, YES, please list where and give date application was made:


Income sources for which application was denied, reason denied, and date:

8.  INSURANCE  

Medicaid number:



State:

Hospitalization insurance:  Name:



Policy number:

Policy holder’s name:

5.  TRANSPORTATION    (check all that apply)

  Drive self   (                 
   Public transportation   (       

Depend on others  (
Directions to Applicant’s home from Mountain Area Residential Facilities:

6.  EDUCATIONAL HISTORY   
Has applicant ever attended school:    YES  (                           NO  (
Applicant enrolled in: Regular classes         (    


Special classes    (
If applicant was removed from school, by whom and reason for removal:

Literacy Level:
Highest Grade completed:

Did applicant receive diploma: YES  (                           NO  (
Did applicant receive Certificate of Completion: YES  (                           NO  (
Has applicant attended: (please list name)

a.  College:

b.  Technical/Vocational:
c.  Other:
Last school attended:
Does applicant have any special training:  (if so, please list)      YES  (                           NO  (
7.  VOCATONAL INFORMATION   

Has applicant ever been engaged in competitive employment:      YES  (                           NO  (
List last four (4) places of employment, beginning with most recent:

    EMPLOYED BY

JOB PERFORMED

FROM    TO
         REASON FOR LEAVING

1.
2.
















3.
4.
List any work precautions:

Additional notes of interest:

8.  LEGAL HISTORY
Juvenile offenses: (if 18 and under)   (Probated)   YES  (             NO  (       If yes, describe:

Applicant on probation now:  YES  (              NO  (  

Probation officer’s name and address:

City/County of court decision:

Adult offenses: YES  (              NO  (            If, YES, describe:
1. Misdemeanor offense:


 Date is was committed:



Disposition date:

2. Felony offense:


 Date it was committed:



Disposition date:


 Judgment:

Are you on parole now:  YES  (              NO  (                   Parole Officer:

Are charges pending:      YES  (              NO  (


If, YES, please list:

City/county of charges:

Does applicant have a substance abuse history: (alcohol, drug, ect.) YES  (              NO  (
If, YES, describe type, duration of substances abused:

TYPE







 DURATION
9.  PSYCHOLOGICAL INFORMATION

Has applicant ever had a psychological examination?      YES  (              NO  (    If, YES, give name and address of examiner or place of examination: 

Date of examination:                                  Results of examination:

Please list current Axis I and II Diagnosis
History of past diagnosis?

10.  RESIDENTIAL INFORMATION

Applicant has:  (check all that are appropriate)

· Lived at home all his/her life:

· Lived in a special residential placement/school(s):   (Name of home and when)
· Lived independently:  (Details, when , where)
Describe any special living arrangement(s), needs of applicant:

List any precautions regarding living arrangement:

Relationship with family: (check one)

· No contact

· Occasional contact
· Visits often
· Lives with family but problems
· Lives with family but with no problems
List the names and telephones numbers of persons who have permission to take applicant from the house:

1.

2.

3.
4.
5.

11.  BEHAVIORAL INFORMATION  
Applicant displays current behavior problem(s)     YES  (              NO  (      (If, YES, check appropriate description)

 (  hits

(  bites

(  throws
(  screams
(  curses
(  cries

· destroys property
(  eats inedible things
(  runs away
(  fights with others
(  threatens

Other: (list)

Have restraints been necessary:

If so under what circumstances:
Circle words that best describe applicant:

pleasant
stubborn
dependent
nervous

moody

polite
       depressed

sloppy

unfriendly
lazy

neat

uncooperative
gentle
        aggressive
enthusiastic
independent
helpful

cooperative
follower



Other:  (list) 


12.  EMERGENCY MEDICAL INFORMATION

Emergency contact:






Relationship:

Address:














Phone: (H)





(W)

Applicant’s physician:





Phone:

Address:















Specialist: (neurologist, orthopedist, ect.)
(LIST WITH PHONE NUMBERS)

Mental Health Counselor:

Location:






Phone:

Any other notes of interest concerning Behavioral Information:

13.  MEDICAL INFORMATION

Allergies: (list)

Medication Allergies:
Current medications:

NAME


DOSAGE 
TIMES

PRESCRIBING PHYSICAN
EFFICACY OF MEDICATIONS

Previous Medications (please list all discontinued medications for the past year):

NAME


DOSAGE 
TIMES

PRESCRIBING PHYSICAN
EFFICACY OF MEDICATIONS
Applicant takes no  prescription medications
     This statement is: 
CORRECT      INCORRECT












  (circle one)

Does applicant self administer medication:           (  YES
(  NO        If, YES, explain:

Does applicant have recurring medical problems: (  YES
(  NO
      If, YES, explain:

Has applicant ever had a convulsion/seizure:        (  YES
(  NO
      If, YES, give age at which occurred and describe briefly:

Has applicant continued to have convulsions/seizures:  (  YES     (  NO    If, YES, how frequent have these been:

Has applicant received treatment/medication for the seizure:   (  YES    (  NO    

If, YES, what kind of treatment:

Where provided:




Who provided:






When:

Does treatment continue today: 
(  YES    (  NO

Has applicant ever been hospitalized, at what age, the name and address of the hospital/attending physician:

Check the appropriate box

Level of Ambulation:  

· Does not walk

· Walks with a walker

(    Walks with assistance

(    Walks with difficulty

      (    Walks well

Developmental skills:

      Dresses self :  (  YES    (  NO      (  Partial (explain)

      Toilet trained: (  YES    (  NO      (  Partial (explain)

      Eating - Needs Assistance:  (  YES    (  NO      (  Partial (explain)

Does applicant use any of the following:

Dentures: (  YES    (  NO    Prescribed by whom/when:

Glasses:    (  YES    (  NO    Prescribed by whom/when:

Hearing Aid: (  YES    (  NO    Prescribed by whom/when:

Wheelchair: (  YES    (  NO    Prescribed by whom/when:

Walker: (  YES    (  NO    Prescribed by whom/when:

Braces: (  YES    (  NO    Prescribed by whom/when:

Crutches: (  YES    (  NO    Prescribed by whom/when:

Adaptive Equipment/Technology: (  YES    (  NO    Prescribed by whom/when:
Other: (  YES    (  NO    Prescribed by whom/when:

Has physician ever told that applicant is disabled:  (cerebral palsy, mental retardation, epilepsy, autism, etc.)     (  YES    (  NO   If, YES, who and when:

14.  INSTITUTIONAL INFORMATION
Has applicant ever been institutionalized:    (  YES    (  NO

(Psychiatric, chemical dependency unit, mental retardation facility, etc.)

Name and address of the last institution:

List if more than one institution:

Nature of problem(s):

If psychiatric-what does the onset of symptoms look like:

15.  TO BE COMPLETED BY/FOR ALL APPLICANTS:
Statement of applicant/referring counselor as to why applicant is requesting the services of Mountain Area Residential Facilities, Inc.  Be specific, please!   Please include specifically what skills the applicant needs to learn and why.

I (We) certify that all the information contained in this application is correct and complete to the best of my knowledge.

I (We) further understand that acceptance to Mountain Area Residential Facilities is probationary (60 calendar days) depending upon on his/her ability to adjust satisfactorily to Mountain Area Residential Facilities.

I (We) understand that it may be necessary for Mountain Area Residential Facilities to obtain medical, psychological, financial, or other information in order to assist with my application, and will cooperate with staff in this endeavor. 

I (We) understand that in case of emergency, I will be transported to Mission Hospital or the next closet emergency treatment center for treatment.  I (We) understand that this procedure will remain in effect throughout my residency at Mountain Area Residential Facilities, Inc.

(Signature of Applicant if competent)





(Date)

(Signature of Informant, if different from above)


            (Date)

Relationship of Informant to Applicant;

Address of Informant:

Informant Phone:   Home:

    


Work:

(Signature of Referring Counselor, if appropriate)



(Date)

Witness if Applicant is incompetent:   




(Date)

All services provided by Mountain Area Residential Facilities, Inc. will be administered in such a manner that no person shall be excluded from participation in, or denied the benefits of, or be otherwise subject to discrimination on the grounds of sex, race, religion, age or national origin.








12
2

