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NEW YORK STATE

OFFICE OF CHILDREN AND FAMILY SERVICES
RESIDENTIAL PLACEMENT ASSESSMENT FORM

INSTRUCTIONS:
Complete Section A when you are providing Assessment and Placement Services


Complete Section B when you are investigating uncertified homes caring for four or fewer adults who appear to be in need of personal care and/or supervision.

Section A: Assessment and Placement Services

	 NAME

     
	 AGE

  
	 DATE OF BIRTH

     
	 SEX

 
	 CURRENT LIVING ARRANGEMENTS

      

	 ADDRESS

      
	 REFERRAL SOURCE: (Name and Address)

      

	Reason for Referral/Presenting Problem:      


1. Activities of Daily Living Assessment

	FUNCTIONS
	YES
	NO
	ASSISTANCE NEEDED

IF “YES”, SPECIFY
	YES
	NO
	SUPERVISION NEEDED

IF ‘YES”, SPECIFY

	Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Dressing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Grooming
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Walking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Toileting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other (specify)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Is the client in need of but not receiving any of the above services?         FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If yes describe the risk to the client:     


2. Need for Supervision

	SERVICES NEEDED
	YES
	NO
	IF “YES”, SPECIFY

	Twenty-four Hour Supervision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Money Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Companionship
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Assistance to Medical Appointments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Monitoring of Whereabouts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other (specify)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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Section A: Assessment and Placement Services (cont’d)

3. Nature of Physical or Emotional Impairment


A. Physical Status:

	
	YES
	NO
	NEED ASSISTANCE (specify)

	Non-ambulatory
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Chairfast
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Bedfast
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 Incontinent       FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	 Self-managed Incontinence (specify)      

	
	

	 Depends on Medical Equipment     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 If YES, specify)      

	
	


B. Mental Status/Behavior (Check if Applicable and Explain)

	 FORMCHECKBOX 
 Alcohol Abuse
	 FORMCHECKBOX 
 Drug Abuse
	 FORMCHECKBOX 
 Sexual Problems

	 FORMCHECKBOX 
 Agitated
	 FORMCHECKBOX 
 Fearful
	 FORMCHECKBOX 
 Smoking

	 FORMCHECKBOX 
 Alert
	 FORMCHECKBOX 
 Friendly
	 FORMCHECKBOX 
 Suicidal Tendencies

	 FORMCHECKBOX 
 Anxious
	 FORMCHECKBOX 
 Helpful
	 FORMCHECKBOX 
 Suspicious

	 FORMCHECKBOX 
 Assaultive
	 FORMCHECKBOX 
 Hostile
	 FORMCHECKBOX 
 Talkative

	 FORMCHECKBOX 
 Aware
	 FORMCHECKBOX 
 Impulsive
	 FORMCHECKBOX 
 Trusting

	 FORMCHECKBOX 
 Confused
	 FORMCHECKBOX 
 Isolated
	 FORMCHECKBOX 
 Violent

	 FORMCHECKBOX 
 Depressed
	 FORMCHECKBOX 
 Quiet
	 FORMCHECKBOX 
 Wanders

	 FORMCHECKBOX 
 Dependent
	
	 FORMCHECKBOX 
 Withdrawn

	Comments:      


C. Impairments:

	
	NOT IMPAIRED
	PARTIAL/TOTAL (describe)

	Sight
	     
	     

	Hearing
	     
	     

	Speech
	     
	     

	Communication
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Section A: Assessment and Placement Services (cont’d)

3.
Nature of Physical or Emotional Impairment (cont’d)

	
D.
	Medical History:      

	
	

	
	Medical Diagnosis      

	
	

	
	Psychiatric Diagnosis:      

	
	

	
	Hospital History      

	
	

	
	Medication      

	
	

	
	Special Diets      

	
	

	Physician Name      
	Psychiatrist Name      

	Address      
	Address      

	Telephone Number      
	Telephone Number      

	4. Client Interests/Preferences
	

	A. Indicate Client’s Preference Regarding:
	

	Area      

	Type of Community      

	Religious Setting      

	Ethnic Setting      

	Special Foods      

	Is client receptive to: 

	Children        FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO
	Pets         FORMCHECKBOX 
 YES         FORMCHECKBOX 
 NO

	Does Client wish to bring furniture or other private possessions?              FORMCHECKBOX 
 YES         FORMCHECKBOX 
 NO
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Section A: Assessment and Placement Services (cont’d)

4.
Client Interests/Preferences (cont’d)


B.
Interests: (Check)

	 FORMCHECKBOX 
 Senior Center
	 FORMCHECKBOX 
 Recreation outside

 of home
	 FORMCHECKBOX 
 Movies
	 FORMCHECKBOX 
 TV

	 FORMCHECKBOX 
 Employment
	 FORMCHECKBOX 
 Day Center
	 FORMCHECKBOX 
 Religion
	 FORMCHECKBOX 
 School

	 FORMCHECKBOX 
 Housework
	 FORMCHECKBOX 
 Arts and Crafts
	 FORMCHECKBOX 
 Other      

	 FORMCHECKBOX 
 Vocational Training
	 FORMCHECKBOX 
 Socialization with other friends or family
	

	Comments      

	5. Supportive Services 

Current Supportive Services      

	What supportive services are planned?      

	 FORMCHECKBOX 
 Senior Citizens Center (Name and Address)      

	 FORMCHECKBOX 
 Workshop – Developmentally Disabled (Name and Address)      

	 FORMCHECKBOX 
 Mental Health Program (Name and Address)      

	 FORMCHECKBOX 
 Rehabilitation Program (Name and Address)      

	 FORMCHECKBOX 
 Other      

	Explain reason and objective of supportive services planned for client      
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	Section A: Assessment and Placement Services (cont’d)

	6.
Financial Information

	Type of Benefits (Indicate amount)

	S.S.      
	SSI      
	H.R.      
	V.A.      
	Other      

	Social Security Number      

	Benefit Payee      

	Board Rate client willing to pay      

	Other Income (Indicate source and amount)      

	7.
Summary

	Based on the above assessment, indicate service/placement options

	1. Room & Board      
	5. Adult Home      

	2. Home Care      
	6. SNF/HRF      

	3. Family-Type Home      
	7. OMH facility      

	4. Enriched Housing      
	8, OMRDD facility      

	Completed by      
	Date      

	District      


Section B: Investigating Uncertified Homes

Complete this section only when you are investigating uncertified homes caring for four or fewer adults who appear to be in need of personal care and/or supervision. Questions 1 through 6 should be answered for every individual in the home who appears to be in need of personal care and/or supervision. Questions 7, 8 and 9 apply to the operator and the physical plant and have to be addressed only once for each home being investigated.

	 FACILITY BEING INVESTIGATED:

     

	 OPERATOR’S NAME:

     
	 TELEPHONE NO.

     

	 ADDRESS:

     

	1.
	 RESIDENT NAME:     (Last)                                    (First)                              (MI)

     
	 DATE OF BIRTH/AGE
	 SOCIAL SECURITY NUMBER: (only if readily available)

     

	
	
	     
	  
	

	
	 PAY STATUS: (private, SSI, HR)

     
	 ADMITTED FROM:

     
	 DATE ADMITTED: (length of time)

     

	2.
	 Personal Care Services
Please determine if this individual requires assistance or supervision to accomplish any of the following activities. If this individual requires either assistance or supervision for any of these activities, please circle the activity, indicate whether they require assistance or supervision with that activity and identify the person who provides the assistance or supervision.

	ACTIVITIES
	ASSISTANCE 
	SUPERVISION
	PROVIDED BY WHOM

	Bathing
	     
	     
	     

	Dressing
	     
	     
	     

	Grooming
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	ACTIVITIES
	ASSISTANCE 
	SUPERVISION
	PROVIDED BY WHOM

	Walking
	     
	     
	     

	Eating
	     
	     
	     

	Toileting
	     
	     
	     

	Medication
	     
	     
	     

	Injections
	     
	     
	     

	Other (specify)
	     
	     
	     



3.
Supervision Services



Does this individual require supervision services in any of the areas listed below? If they do, please circle the area in which they require supervision and identify the person who provides the supervision.

	SERVICES NEEDED
	PROVIDED BY WHOM

	Money Management
	     

	Monitoring Appearance/Behavior
	     

	Assistance to Medical Appointments
	     

	Assistance in Facility/Comm. Programs
	     

	Monitoring of Whereabouts
	     

	Other (specify)
	     


Section B: Investigating Uncertified Homes (cont’d)

4. Section 489.7 of the Department’s regulations specifies the admission standards for residents in a Family Type Home for Adults. Having reviewed these standards, is this individual appropriate for the level of care permitted in a

Family Type Home for Adults?                            FORMCHECKBOX 
 Appropriate                    FORMCHECKBOX 
 Not Appropriate



If you have assessed this individual to be appropriate for the level of care provided in a Family Type Home for Adults, please briefly identify the underlying reason why this individual requires services. Examples: individual has dementia and requires supervision services; individual is frail and elderly and requires personal care services; individual is mentally retarded and requires personal care and supervision services; etc.



If the individual is not appropriate, please specify why:



 FORMCHECKBOX 
 Individual is appropriate for room and board only



 FORMCHECKBOX 
 Individual requires another level of care (please specify type of care and why it is needed)
5.
Please specify how you made this determination. Check all that apply:


 FORMCHECKBOX 
 Interviewed individual


 FORMCHECKBOX 
 Observed individual


 FORMCHECKBOX 
 Interviewed operator or staff (please specify)

 FORMCHECKBOX 
 Interviewed family members (please specify)

 FORMCHECKBOX 
 Other: (please specify)

6. If an individual has been assessed as appropriate for the level of care provided in a Family Type Home for Adults and is receiving services from an outside service provider, please attempt to obtain a release of information from the individual. In situations in which an operator contests our determination that he/she is providing services to individuals who are unable or substantially unable to live alone, it may be necessary to utilize the release of information to obtain additional documentation from outside service providers in order to support our determination on the need for certification at an administrative hearing. For our purposes, an outside service provider is someone who is providing a clinical, medical or social service to an individual. Examples: mental health clinic, alcohol/drug counseling, vocational training, etc. The decision to utilize the release should only be made in conjunction with staff from the Regional or Central Office of the Office of Housing and Adult Services.
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	7. Section B: Investigating Uncertified Homes (cont’d)

Complete the following section only if this facility requires certification because your assessments indicate that personal care and/or supervision is being provided to individuals who are unable or substantially unable to live alone.

What is the operator’s reaction to your preliminary determination that the facility must be certified? Is the operator recognizing our authority to regulated this facility and expressing an intention to either pursue certification, close the

 facility or discharge the individuals who require personal care and/or supervision?      


	8. If the operator is willing to pursue certification, are there any obvious barriers to certification? Examples: operator lacks the necessary character and competence to operate a Family Type Home for Adults; resident bedrooms located in basement; facility in deplorable condition; dangerous conditions; etc.      

	9. Is this operator acting independently in operating this facility or is he/she acting as the agent of another individual? Please clarify as necessary.      

	10. Any other comments or observations.      

	Completed by:      
	
Date:      

	District:      








