Person Supported: ___________________________________

DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES
Therapeutic Services

___________________________ ASSESSMENT
___Initial Assessment
___Re-assessment

Name of Person Supported:____________________________ 
DOB:_________  Age:_______  Gender:______

Date(s) of Assessment:____________  ISP Effective Date:_________ Physician:_________________________________
ISC/Agency:____________________________  
Residential/Day/PA Provider:___________________________

Reason for referral: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Individual concerns/desired goals (including any input from family, COS, etc.): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Relevant health history: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Relevant discipline specific data: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Relevant adaptive equipment/assistive technology needs:  
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Comprehensive Analysis:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recommendations:   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________    _______________________________
Service Provider’s Signature/Credentials                    
 Date Completed[image: image1.png]
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