THE OUTREACH HOUSE FOR GIRLS 

ADMISSIONS APPLICATION

Resident’s Name:_______________________Age:______SS#: ___________________

Medicaid#: _________________________
Estimated length of stay: ______________
Date of On-Site Interview:________
Current Residence:______________________________________________________
Number of Past Residential Placements:_____________________________________


Names of Previous Programs: 
___________________________________







___________________________________







___________________________________







___________________________________







___________________________________







___________________________________

Reason for Discharge from Last Placement:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Foster Care (Number of Placements):_____________

Explain Reasons for Removal, if applicable: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reason for Seeking Placement: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of AWOL/ Frequency: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Behaviors and/or Behavioral Disorders:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of Substance Abuse: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Therapy (include the name of any counselor and frequency of visits):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication Management (include doctor’s name and frequency of visits):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental Health, Emotional and Psychological Needs of the Resident: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Health Needs: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medication (include name of medication, dosage and date of last medications review): ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Level of Functioning:____________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________

Educational Needs & Level (state whether Special Ed., in possession of an IEP or if eligible for mainstream, include grade level):

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Last School Attended (include, if any, recurring behavioral problems noted): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Immunization Needs: ________________________________________________________________________________________________________________________________________________________________________
Family Involvement: ________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Brief Description of Treatment Needed:

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Protection Needs: ________________________________________________________
________________________________________________________________________
Discharge Plan:_________________________________________________________
________________________________________________________________________
________________________________________________________________________
Suitability for Admission: ________________________________________________________________________

________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does Resident’s Admission pose any risk to himself or facility’s residents or staff? _____________

If Yes, explain:_________________________________________________________________ ________________________________________________________________________
________________________________________________________________________
Aftercare Plan:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________


___________________________________

Signature of Guardian/Responsible Party


Date: ___________
____________________________________

Name of Referring Agency

