WILSON WORKFORCE AND REHABILITATION CENTER
Fishersville, VA  22939 - 1500
CLIENT APPLICATION FOR ADMISSION

WILSON WORFORCE AND REHABILITATION CENTER
Fishersville, VA  22939 - 1500
CLIENT APPLICATION FOR ADMISSION

	Last Name:
	     
	Honorific:
	
	First:
	     
	Middle:
	     

	Participant ID #:
	[bookmark: Text106]     
	
	Birth Date:
	     

	Social Security #: 
	     
	
	Marital Status:
	[bookmark: Text114]     

	Home Address:
	[bookmark: Text108][bookmark: Text29]          
	
	Primary Phone #:
	[bookmark: Text109]     

	            
	[bookmark: Text110]     
	
	Second Phone #:
	[bookmark: Text111]     


									   
 Date of Application: ___________________
	Education:

	Current Level of Education: 
	
	     

	Expected Graduation Date:
	     
	Participant has received services under an IEP:
	     

	Currently enrolled or plans to enroll in a post-high school program with IEP?
	
	     



	DRIVER’S LICENSE:     |_| YES     |_| NO  
	Have you taken the DMV Learner’s Test?  |_| YES   |_| NO

	LEARNER’S PERMIT:   |_| YES     |_| NO
	If so, how many times since July 2008?         



	Disability Information:

	Impairment:
	
	Impairment:
	

	Impairment Due To:
	
	Impairment Due To:
	

	Specific Impairment:
	
	Specific Impairment:
	

	Onset Date:
	
	
	Onset Date:
	

	Other Medical Diagnosis:                                          Other Mental Health Diagnosis:       

	

	Is there any legal action pending or considered as a result of your injury?
	[bookmark: Check27][bookmark: Check28]|_|  YES     |_|  NO

	If yes, Lawyer’s Name/Address:
	[bookmark: Text115]     



	Legal Status:

	Have you ever been or are you currently: (SELECT ONE)
	………………..on probation?
	[bookmark: Check29][bookmark: Check30]|_| YES        |_| NO

	
	…………………...on parole?
	|_| YES        |_| NO

	
	Do you have any charges pending? 
	|_| YES        |_| NO

	[bookmark: Text116]If you responded YES to any of the above legal status questions, please give details:       

	[bookmark: Text117]     




INSURANCE/SPONSORSHIP: (for medically necessary services and/or medical emergencies)
Please provide a copy of insurance card(s).
	
	
	

	
	
	

	
	
	

	
	
	




	Last Name:
	     
	First:
	     
	Middle:
	     

	Participant ID #:
	     



	Physician Name:
	[bookmark: Text118]     
	Telephone #:
	[bookmark: Text120]     

	Address:
	[bookmark: Text119]     
	Fax #:
	[bookmark: Text121]     

	
	
	
	

	Mental Health Provider:
	[bookmark: Text122]     
	Telephone #:
	[bookmark: Text124]     

	Address:
	[bookmark: Text123]     
	Fax #:
	[bookmark: Text125]     

	
	[bookmark: Text126]     
	
	[bookmark: Text127]     



	Have you been treated for any of the following in the last two years?
	
	[bookmark: Check36][bookmark: Check37]Do you have any history of an infectious disease? (MRSA, VRE, Tuberculosis, etc.)  |_|  YES  |_|  NO

	[bookmark: Check31]|_|  Asthma
	|_|  Blood disorder
	
	

	[bookmark: Check32]|_|  Diabetes
	|_|  Sickle Cell Disease(not-trait) 
	
	Do you have any regularly scheduled blood work? |_|  YES  |_|  NO

	[bookmark: Check33]|_|  End Stage Renal Disease
	|_|  Sleep apnea
	
	

	[bookmark: Check34]|_|  Fainting, black-outs, dizziness
	|_|  Seizure disorder
	
	Have you been hospitalized within the last 2 years?  |_|  YES  |_|  NO
*If YES, please explain:      _______ 
     ____________________________
     ____________________________
     ____________________________

	[bookmark: Check35]|_|  Heart disease, chest pain
	      Date of Last Seizure: _________
	
	

	|_|  High blood pressure
	|_|  Other:  ____________________
	
	

	
	
	
	



	What MEDICATIONS do you take and how often? (lnclude any medications taken by mouth, injection, inhaled.  Make sure to include birth control, epi-pens, inhalers, etc.)
	
	Do you have ALLERGIES?
	|_| YES   |_| NO

	
	
	(Include medications, insects, environment, food, etc.)

	     __________________________________________
	
	     _________________________________________

	     __________________________________________
	
	     _________________________________________

	     __________________________________________
	
	     _________________________________________

	     __________________________________________
	
	Date of last TETANUS SHOT?
	[bookmark: Text129]     ____________

	     __________________________________________
	
	Do you require a special DIET?
	|_| YES   |_| NO

	Height      
	Weight      
	
	*If YES, reason and type?      ____________________

	Activities of Daily Living:
	
	
	Mobility:
	

	Do you need help with:
	
	
	Do you use: 
	

	[bookmark: Check38]Eating  |_|
	[bookmark: Check41]Using the bathroom  |_|
	
	[bookmark: Check44]Manual Wheelchair  |_|
	[bookmark: Check45]Power Chair  |_|
	[bookmark: Check46]Scooter  |_|

	[bookmark: Check39]Dressing  |_|
	[bookmark: Check42]Bowel care  |_|
	
	Can you:
	

	[bookmark: Check40]Bathing  |_|
	[bookmark: Check43]Bladder care  |_|
	
	[bookmark: Check49]Transfer independently  |_|
	[bookmark: Check47]Sit in wheelchair all day  |_|

	[bookmark: Check50][bookmark: Text134]Do you have skin breakdown |_|  where:       _______
	
	[bookmark: Check48]Propel yourself long distances  |_|

	Do you have trouble with:
	
	


	[bookmark: Check52]Route finding |_|
	[bookmark: Check53]Short term memory |_|
	[bookmark: Check54]Standing more than 4 hours a day |_|  
	[bookmark: Text139]Please explain:      _____________ 






	Last Name:
	     
	First:
	     
	Middle:
	     

	Participant ID #:
	     



The Wilson Workforce and Rehabilitation Center provides services without discrimination regarding race, color, creed, sex, national origin, age, or disability in compliance with Title VI of the Civil Rights Act of 1964 and the Disability Act of 1990.  All applicants have the right to file complaints and to appeal decisions according to regulations governing this process.


	Removal Responsibility:  
If the client is required to leave campus for any reason, including but not limited to reasons below, I agree to make arrangements for immediate pick up.  
· Completion of program, disciplinary, personal, lack of progress, medical, behavior, psychiatric
· Facility closure (All programs and residential services close each year during the December holiday)



	Primary Removal Contact:  
	[bookmark: Text135]     
	
	Primary Phone:
	     

	Address:
	[bookmark: Text136]     
	
	Secondary Phone:
	     

	
	     
	
	Relationship to client:
	     

	
	     
	
	
	



If Primary Contact cannot be reached, please contact:
	Second Removal Contact:  
	     
	
	Primary Phone:
	     

	Address:
	     
	
	Secondary Phone:
	     

	
	     
	
	Relationship to client:
	     

	
	     
	
	
	



[bookmark: Check51]|_| Applicant is 18 years of age or older AND has a legal guardian.  
A copy of the court ordered GUARDIANSHIP must be submitted along with application.


	DARS Field Counselor Responsibility:
I have explained the removal responsibility to the above person, and they communicated understanding.  I agree to work with WWRC, family and other relevant agencies/organizations in the community to prepare an appropriate discharge plan if the need arises.



	Field Counselor:
	[bookmark: Text140]     
	
	Date:
	[bookmark: Text137]     



	EMERGENCY NOTIFICATION:  DIFFERENT FROM REMOVAL RESPONSIBILITY



	Emergency Contact:  
	     
	
	Primary Phone:
	     

	Address:
	     
	
	Secondary Phone:
	     

	
	     
	
	Relationship to client:
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