R 1/ ) OPWDD Services Intake Document Checklist
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e p l - [l community Habilitation [ Day Habilitation - Site_Based []DH wow

EMP'o:\évgigg v D Respite -In-Home D After Hours ReSpite

INDEPENDENCE ' ‘
. D Rochester D Broome

NAME OF PERSON

SUPPORTED

REQUIRED DOCUMENTS:

Ol Application for Services/ HIPPA FORM

] opwDD Eligibility Letter/ Service Authorization Request (SART) - latest service authorization
L] Psychological Evaluation - most current

[ social Evaluation/Summary - most current

Ol Physical Evaluation - most current
L Life Plan - most current

[ Medication List

[ insurance (Medicaid) Information
L] Level of Care

[ Latest DDP2 w/ IPSM Scores

O Capacity Assessments, if applicable (financial, medical, sexual, etc.)
] CAS/CAN assessments

] IEP (if school age)

O Guardianship, Power of Attorney, and/or Health Care Proxy (if applicable)
] Behavioral Guidelines, Support Plan, etc. (if applicable)

[ Individualized Protective Oversight (IPOP) (if applicable)

[ Plan of Nursing Services (PONS) (if applicable)

[ staff Action Plan (if applicable)

[ Dieta ry Guidelines (if applicable)

O OT, PT, and/or SLT Assessments (if applicable)

] Self Direction Budget (if has direct provider purchased service(s) on budget)

|:| PPD (no older than 1 year) (Day Hab only)

SUBMITTED DATE:
BY:

CLEAR FORM
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