IDF Offline Form for
Delaware Users

Data Collection for Therap Individual Data Form

Identification Data

FIirst NAIME * = ceececerererrcrecacacacacasssesenecnsacacasaes TIMNE ZONE 1 eeeececeretenerrarececacasssesescnesacacasaes
Last Name  coeeeeeeessessssnminieaes ID NUMbEr *  seeeeeeessesessessmiseineteteeeteneeeaen
Middle NAME = cereeeeereereertertirtirtietietiresternernannns Additional ID Type s-seeessreessseessntensnitinniiiniianne
GOES BY et rnernsrasensennnes Additional ID NUMDBETr....cciuciiiiiiiiirinrierencreaerennnns
ID Type *  ceeeeemiii e AdMISSION DAtE = cecevecrrrcrcrrereneierrraracasacasesenenennes
Birth Date FC ||| eeeescssccsccsccsccsccsccsccsccsccsccscssssssocns

Photo
Photol [] Attached Photol Date ..o,
Photo2 [ ] Attached PROLO2 DALE  reeeeerrreecreeecerveeesseesssseesssseennns

Program & Site [More Programs & Sites can be added in the Therap System]

Program Name Site Name Enrollment Date

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

Residence Address
Residential Program / Site

.................................................

STre@t 1™ e STreet 2 e
CITY ™ s County s
State ™ e Zip Code ™ e
Phone *

.................................................

Birth Place

CItY e State e

Country  [Jusa  [Clcanada  [JOter ...

Specifications

Social Security NUMDEr  erererererererectiiiiiiiiiiiiiiiiiee FOrmMat: XxXX-XX-XXXX OF XXXXXNXXXK

Citizenship =[] USA LIother e

SIGNATURE.....c.cooiiiitiitinienienisiesiieiinns NAME ..ottt s DATE. ..., TIME....cooiiiinn, am pm

Note:- Required fields are marked with an asterisk (*)
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IDF Offline Form for
Delaware Users

Gender * O male O Female
Hispanic ? Oves ONo

Marital Status O Divorced O Married O Separated O Single O widowed O Unknown

Race O white O American Indian/Alaskan Native O Native Hawaiian/Other Pacific Islander
O Asian O Black/African American O Other e
Hair Color OBlack OBlonde OBrown OcGray O Red O white O Brown-light
O Brunette O Brown-dark O Other ...,

Weight Range From Ibs To Ibs

Height oo, FEEt e, Inch

Eye Color OBlack OBlue O Brown O Gray O Green O Hazel

O OtNEr e

CharaCteriStiCS .......................................................................................................................................

Communication O verbal O Partially Verbal O Non-verbal O sign O Communication Device

Modality * O 0ther e

COMMUNICALION ettt ettt ettt et e et et et et e s b e s ae st et et et e s b e e st e st et et esseesee st et ebessessesneens

Comments

Language = O English O Bengali O Arabic O creole O Sspanish O Polish O Portuguese
O French O German O Japanese O Korean O Chinese(Mandarin) O vietnamese
O Russian O Other ceeeveevveeeeereeeeereeeereeeeeereeeveenenns

Religion O Buddhist O Hindu O Jewish O Muslim O protestant O Greek Orthodox
O catholic O Baptist O Lutheran O Methodist O Episcopal O Presbyterian
O Nazarene O Mormon O Church of Latter Day Saints O seventh Day Adventist
O Other et

SIGNATURE..........co oo, NAME.......c. o DATE........ooiiin. TIME................... am pm

Note:- Required fields are marked with an asterisk (*)
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Religion O Buddhist O Hindu O Jewish O Muslim O protestant O Greek Orthodox
O catholic O Baptist O Lutheran O Methodist O Episcopal O Presbyterian
O Nazarene O Mormon O Church of Latter Day Saints O seventh Day Adventist

OOther

Mealtime Status O Eats Independently (with or without adaptive equipment) O Requires Positioning Equipment
O Requires Support to Eat O Requires Physical Assistance/Equipment

Dietary Guidelines

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

Food Texture O Food eaten at normal consistency O Food consistency altered-Chopped
O Food consistency altered-Ground O Food consistency altered-Puree

O Food consistency altered-Uses Thickener

Feeding Guidelines

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

Mobility * O walks on own O walks with assistance O uses a cane O uses walker
O other

R R R  F T TR PR PP PR PP PP PP

Mobility Comments

00 000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sssssssscsesssosssssssssscscses
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

Supervision * O No supervision O Supervision for personal care O Line of Sight O Arm's Length
O Assistance for everything O Assistance for personal care O Never unattended

O Other

Supervision Comments

R R R  F T TR PR PP PR PP PP PP
00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

SIGNATURE.......cco i, NAME. ... DATE.......c.cooiiiiiiinns TIME..........cccooe am pm
Note:- Required fields are marked with an asterisk (*)
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IDF Offline Form for
Delaware Users

Refe rral Sou FCEQ  ccvvccssccrrccrtccrrccroccrcccrsccrcccrcscroscrcscrcscrcscrcserccarcns

Developmental Disability: [ ] Autism [ ] Cerebral Palsy [ ] Epilepsy [ | Neurological Impairment
[ ] other

Mental Retardation O Mild O Moderate O Profound O severe O unspecified

Toileting Status O Toilets Independently @) Requires Physical Assistance/Equipment

O scheduled Bladder Program O scheduled Bowel Program

O Requires Prompts/Monitoring @) Incontinent/Requires Disposable Briefs
Bathing Status O Independent O Requires Support to Bath/Shower O Independent with Devices
Contacts

[ ] Guardian of Self [More Contacts and details can be added in the Therap System]
Name .................................................
Address [ ] Ssame As Residence Address
Phone Primary Secondary [ ] same as Residence Phone
Relationship O Parent O spouse O Relative O Guardian O Advocate O Employer
To Individual O pPayee O case Worker O Day Program O Other ......ceeveeveeeeeeeeeeeeennn
Guardian Type O plenary O Advocate O Limited O conservator O Ad Litem
O Other .

Medical Guardian Oves O No Agency
Emergency Contact OvYes O No
Medical
Medical Diagnosis
MediICal DIAQNOSIS ittt ettt e ettt e s e at e e s s e bt e e e s e st e e e s e as e e e s e s sstaesessssaeesaesnaeessssnsaaeesesnnaaens
Comments

....................................................................................................................................................................................
....................................................................................................................................................................................

....................................................................................................................................................................................

.......................................................................................................................................
....................................................................................................................................................................................
....................................................................................................................................................................................

....................................................................................................................................................................................

SIGNATURE..............oco NAME ...t DATE......ccccocvvivinnn, TIME.................... am pm
Note:- Required fields are marked with an asterisk (*)

© Copyright Therap Services, LLC. 2003 - 2006, All Rights Reserved For Version 6.2 Page 4 of 6
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Allergies * Oves ONo
If Yes *

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000csesesssssssscsccesocssssscsscscse

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

Adaptive Level O wmild O Moderate O Profound O severe O No Level Indicated

Adaptive Equipment

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

First Name * Last Name * Middle name

secesecesecscscsesesesecscscsceses secesecesecscscsesesesecscscsceses secesecesecscscsesesesecscscscseses

Specialty *

Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene

Street 1 * Street 2

Gecesecscecsesesecssesscscsesesrsecscscsesesesesssscssstsesesrses Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene

City K ceeesccccccccrscccssccrssccssccnssccnns State 7  ceceecccccrciciiitiiiiiiiiiiiiittiennes Zip Code K ceeeccessccetcccscsccsscccssccssscnsane

County ......cceeveeeeeeeeeeeeeeeeeeeennnnn.. PhoONe ™

Dentist
Title

Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene

First Name Last Name Middle name

secesecesecscscsesesesecscscscseses secesecesecscscsesesesecscscsceses secesecesecscscsesesesecscscscseses

STreet 1 ...ttt Street 2

Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene

City State Zip Code

secesecesecscscscsesesesssscscscseseses secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses

County Phone Fax

secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses

Hospital

Street :] PR P R R Y Street :! MAAAAAAAALAAAAL LA A SR A AL AR LA A AR R AR S AR AR AR A AR s
City crrrerrrnenerenenenenneennneeeeees. STATE  cirniiineees ZEP COAE et

County Phone Fax

secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses

SIGNATURE. ...t NAME ..o DATE. ..., TIME..........con. am pm
Note:- Required fields are marked with an asterisk (*)
© Copyright Therap Services, LLC. 2003 - 2006, All Rights Reserved For Version 6.2 Page 5 of 6
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Pharmacy

Street 1 Street 2

Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene Gecesecesecscscsesesesecssecsesesesesesscscscsesesesesesscsesesene

County Phone Fax

secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses secesecesecscscsesesrsecssscscscsecessssnses

Insurance

Medicaid Number eeteeenreeneanenenenenenenenennnnananananes  Medicare Number

Medicare Effective Date Medicare Section OAaA OB O Both

secesecesecscscsesesrsecssscscscsecessssnses

Medicare

Med Plan D Id Med Plan D Name

Med Plan D Issuer Med Plan D RxBIN

secesecesecscscsesesrsecssscscscsecessssnses

Med Plan D RxPCN Med Plan D RxGRP

Other Benefits

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

Other Insurance
Insurance Company Insurance Group

Insurance Policy Number...........-...-...-.....u......u.....-... Insurance Policy Holder secesecesecscscscsesesesssscscscseseses

Behavior

Behavior Management

00 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s0sssscscsesesssssssssscscscsosnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns
00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

00 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000sscscsescsesssosssscsscscsocnsns

SIGNATURE.......cccco i, NAME.......o oo DATE.......c.coiiiiiiii TIME..........c.ccoee am pm
Note:- Required fields are marked with an asterisk (*)
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