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5 Bradhurst Avenue Hawthorne, New York 10532

914-592-8526 ∙ Fax: 914-592-5321 www.hawthornefoundation.org

Adult Day Habilitation Program
APPLICATION FOR ADMISSION

Received By: _____________________________	Date: _______________________


Date of Application: ___________________________

Name of Individual: __________________________________  Date of Birth: __________________

Address: _____________________________________________________________________________
                (Street)                                             (City/Town)               	   (State)           			     (Zip)

Home Phone:_________________________________  Cell Phone:___________________________

Religion: _____________________________________   Marital Status: ________________________

Medicaid:  _____ Yes _____No   Other Insurance (type): _________________________________

Care Manager Name: ____________________________  Email: ____________________________

CCO Agency: ____________________________________  Phone: ___________________________

 
Parent/Guardian 1: ____________________________________ Email: ________________________

Address: _____________________________________________________________________________
                (Street)                                           			  (City/Town)                  (State)                (Zip)

Home Phone: _____________________  Cell: ______________________ Work: _________________

Employer Name/Address: _____________________________________________________________


Parent/Guardian 2: ____________________________________ Email: ________________________

Address: _____________________________________________________________________________
                (Street)                                    		         (City/Town)                  (State)                (Zip)

Home Phone: _____________________  Cell: ______________________ Work: _________________

Employer Name/Address: _____________________________________________________________


Does the applicant have a legal guardian?             _____ Yes              _____ No

Name of Legal Guardian _________________________________ Phone: ____________________

Email: ______________________________ Guardianship Effective Date: _____________________


Current OPWDD Services:
  Service Type	    Agency Name	   Contact Person	       Phone		      Email

___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________

Sources of Income:	Yes/No		Monthly 			Yes/No		Monthly 
						Amount					Amount
Private Funds		_______	_________	SNAP		_______	_________
Social Security		_______	_________	Medicaid	_______	_________
SSD				_______	_________	Medicare	_______	_________
SSI				_______	_________	Wages	_______	_________
Does the applicant have a representative payee for these benefits?   _____ Yes  _____ No
Representative Payee Name: ______________________________ Phone: ___________________
Email: ___________________________________
Which benefits is this person authorized to manage? ___________________________________

Previous Services/Education Programs:
  Service Type           School/Agency Name	   Contact Person	       Phone		      Email

___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________
___________________   ____________________  ____________________    ___________________    __________________

Background Information:

Family Members (and others living in household):

Name					Date of Birth			Relationship

________________________________     ___________________	________________________
________________________________     ___________________	________________________
________________________________     ___________________	________________________
________________________________     ___________________	________________________
________________________________     ___________________	________________________

Has/does the applicant live(d) away from home (residential school, IRA or other 
placement)?
Name of Facility: _________________________________ Dates of Attendance: ______________
Address: _____________________________________________________________________________
(Street)                                 		            (City/Town)                  (State)                (Zip)

Contact Name: _________________________ Phone: ________________ Email: ______________

Medical Information:
Primary Care Physician: ____________________________________ Phone: ___________________
Address: _____________________________________________________________________________
(Street)                                    		         (City/Town)                  (State)                (Zip)

Dentist: ___________________________________________________ Phone: ___________________
Address: _____________________________________________________________________________
(Street)                                           	         (City/Town)                  (State)                (Zip)

Other Physician: __________________________________________ Phone: ____________________
Address: _____________________________________________________________________________
(Street)                                             	         (City/Town)                  (State)                
Specialty Area: ____________________________________

Other Physician: __________________________________________ Phone: ____________________
Address: _____________________________________________________________________________
(Street)                                             	         (City/Town)                  (State)                
Specialty Area: ____________________________________

Other Physician: __________________________________________ Phone: ____________________
Address: _____________________________________________________________________________
(Street)                                             	         (City/Town)                  (State)                
Specialty Area: ____________________________________









[bookmark: _GoBack]I understand that Hawthorne Foundation Inc. has the right to contact other agencies/people for pertinent information which will enable HFI to make an informed assessment of my/applicant’s needs and the appropriateness of placement at the day habilitation program operated by HFI.  All information will be kept strictly confidential and will not be released by Hawthorne Foundation Inc. without my written permission.


Applicant Signature: _____________________________________  Date:______________________

Parent/Guardian Signature: ______________________________  Date: _____________________
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