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A. Applicant Information
Legal Status
Living Arrangement
Diagnosis:
B. LAR/Primary Correspondent Information
C. Sibling/Dependents Information
Name
Date of Birth
Residence
D. Background Information
1. Educational Status  - If applicable, provide name of school(s) the applicant is currently attending.
Name of School(s)
Type of School (i.e., middle school, college)
2. Physician Information
3. Current Work/Employment Information of the Applicant
E. Service(s) Applicant is Currently Receiving (list all)
F. Functional Status  - If available, enter the name of the adaptive behavior level (ABL) instrument (ICAP, SIB-R, Vineland or AAIDD) used to assess the applicant's/participant's ABL.
Does the applicant have difficulties with mobility?
G. Financial Information
Income the applicant currently receives:
Employment Income
$
Retirement Income
$
Social Security Income (SSI)
$
Social Security Disability Income (SSDI)
$
Child Support
$
Any other income not listed above (source and amount)
Amount
Source
$
$
Amount
Source
$
$
H. Inventory of Services Needed
What services will this applicant need and request from the CLASS program?
Does the individual needs assistance with Transition Assistance Services (TAS)?
Inventory of Community First Choice (CFC) Services Needed
I. Current Inventory of Adaptive Aids/Minor Home Modifications/Medical Supplies in Use
List all adaptive aids/minor home modifications/medical supplies the applicant currently receives or has received from other sources.
Adaptive Aids
Minor Home Modifications
What services will this applicant need and request from the CFC program?
J. Case History  - Enter the applicant's history.
K. Applicant/LAR Rights to Information/Signature/Date
With a few exceptions, you have the right to request and be informed about the information that the Department of Aging and Disability Services (DADS) obtains about you. You are entitled to receive and review the information upon request. You also have the right to ask DADS to correct information that is determined to be incorrect (Government Code, Sections 552.021, 552.023, 559.004). To find out about your information and your right to request correction, please contact your case manager.
I attest that this information is true and correct as presented by the applicant and/or legally authorized representative.
10.0.2.20120224.1.869952.867557
DADS
Forms and Handbooks
Form 3657
08/2015
Pre-Enrollment Assessment
	CurrentPage: 
	Applicant's full name: 
	Applicant's date of birth: 
	Applicant's place of birth, if applicable for eligibility: 
	Applicant's full mailing address : 
	Applicant's county name: 
	Applicant's social security number: 
	Applicant's 9 digit medicaid number: 
	Applicant's 9 digit medicare number: 
	Applicant's name and group number of private insurance, if applicable: 
	Applicant's legal status is as a minor: 
	Applicant's legal status is as an adult: 
	Applicant's legal status is as an adult with Legally Authorized Representative or L A R: 
	Applicant's legal status is other: 
	Explanation of Applicant's legal status as other: 
	Applicant lives alone: 
	Applicant lives with parent or L A R: 
	Applicant's living arrangement is listed as other: 
	Applicant lives with spouse: 
	Applicant lives with roommate: 
	Explanation of Applicant's living arrangement listed as other: 
	Applicant's diagnosis: 
	Name of Applicant's L A R or primary correspondent. 1 of 2: 
	Relationship of Applicant's L A R or primary correspondent to applicant. 1 of 2: 
	Complete address of Applicant's L A R or primary correspondent. 1 of 2: 
	Home phone number with area code for Applicant's L A R or primary correspondent. 1 of 2: 
	Work telephone number with area code for Applicant's L A R or primary correspondent. 1 of 2: 
	Name of Applicant's L A R or primary correspondent. 2 of 2: 
	Relationship of Applicant's L A R or primary correspondent to applicant. 2 of 2: 
	Complete address of Applicant's L A R or primary correspondent. 2 of 2: 
	Home phone number with area code for Applicant's L A R or primary correspondent. 2 of 2: 
	Work telephone number with area code for Applicant's L A R or primary correspondent. 2 of 2: 
	Applicant's sibling or dependents full name. Line 1 of 6: 
	Applicant's sibling or dependent's date of birth. Line 1 of 6: 
	Applicant's sibling or dependent's place of residence. Line 1 of 6: 
	Applicant's sibling or dependents full name. Line 2 of 6: 
	Applicant's sibling or dependent's date of birth. Line 2 of 6: 
	Applicant's sibling or dependent's place of residence. Line 2 of 6: 
	Applicant's sibling or dependents full name. Line 3 of 6: 
	Applicant's sibling or dependent's date of birth. Line 3 of 6: 
	Applicant's sibling or dependent's place of residence. Line 3 of 6: 
	Applicant's sibling or dependents full name. Line 4 of 6: 
	Applicant's sibling or dependent's date of birth. Line 4 of 6: 
	Applicant's sibling or dependent's place of residence. Line 4 of 6: 
	Applicant's sibling or dependents full name. Line 5 of 6: 
	Applicant's sibling or dependent's date of birth. Line 5 of 6: 
	Applicant's sibling or dependent's place of residence. Line 5 of 6: 
	Applicant's sibling or dependents full name. Line 6 of 6: 
	Applicant's sibling or dependent's date of birth. Line 6 of 6: 
	Applicant's sibling or dependent's place of residence. Line 6 of 6: 
	Name of school applicant is currently attending, if applicable. Line 1 of 4: 
	Type of school applicant is currently attending, such as middle school or college. Line 1 of 4: 
	Name of school applicant is currently attending, if applicable. Line 2 of 4: 
	Type of school applicant is currently attending, such as middle school or college. Line 2 of 4: 
	Name of school applicant is currently attending, if applicable. Line 3 of 4: 
	Type of school applicant is currently attending, such as middle school or college. Line 3 of 4: 
	Name of school applicant is currently attending, if applicable. Line 4 of 4: 
	Type of school applicant is currently attending, such as middle school or college. Line 4 of 4: 
	Name of Applicants Primary Care Physician, PCP. 1 of 4.: 
	Date of Applicant's last consultation with PCP. 1 of 4: 
	Area code and telephone number of Applicant's PCP. 1 of 4: 
	Complete address of Applicant's PCP's office or clinic. 1 of 4: 
	Name of Applicants Primary Care Physician, PCP. 2 of 4.: 
	Date of Applicant's last consultation with PCP. 2 of 4: 
	Area code and telephone number of Applicant's PCP. 2 of 4: 
	Complete address of Applicant's PCP's office or clinic. 2 of 4: 
	Name of Applicants Primary Care Physician, PCP. 3 of 4.: 
	Date of Applicant's last consultation with PCP. 3 of 4: 
	Area code and telephone number of Applicant's PCP. 3 of 4: 
	Complete address of Applicant's PCP's office or clinic. 3 of 4: 
	Name of Applicants Primary Care Physician, PCP. 4 of 4.: 
	Date of Applicant's last consultation with PCP. 4 of 4: 
	Area code and telephone number of Applicant's PCP. 4 of 4: 
	Complete address of Applicant's PCP's office or clinic. 4 of 4: 
	Name of Applicant's current employer: 
	Applicant's current employer's business telephone with area code: 
	Applicant's current employer's business contact person's name: 
	Applicant's current employer's complete address: 
	Name of agency Applicant is currently receiving services from, 1 of 3: 
	Area code and telephone number of agency Applicant is currently receiving services from, 1 of 3: 
	Contact person at agency Applicant is currently receiving services from, 1 of 3: 
	Complete address of agency Applicant is currently receiving services from, 1 of 3: 
	List of services Applicant is currently receiving from this agency, 1 of 3: 
	Name of agency Applicant is currently receiving services from, 2 of 3: 
	Area code and telephone number of agency Applicant is currently receiving services from, 2 of 3: 
	Contact person at agency Applicant is currently receiving services from, 2 of 3: 
	Complete address of agency Applicant is currently receiving services from, 2 of 3: 
	List of services Applicant is currently receiving from this agency, 2 of 3: 
	Name of agency Applicant is currently receiving services from, 3 of 3: 
	Area code and telephone number of agency Applicant is currently receiving services from, 3 of 3: 
	Contact person at agency Applicant is currently receiving services from, 2 of 3: 
	Complete address of agency Applicant is currently receiving services from, 3 of 3: 
	List of services Applicant is currently receiving from this agency, 3 of 3: 
	C3: 
	Yes. Applicant does have difficulties with mobility: 
	No. Applicant does not have difficulties with mobility: 
	Detailed explanation of difficulties Applicant has with mobility, if any: 
	Detailed explanation of Applicant's difficulty with self-care: 
	Detailed explanation of Applicant's strengths: 
	List of Applicant's targeted behaviors and how they are being addressed: 
	List of Applicant's non-targeted behaviors and how they are being addressed: 
	Detailed explanation of consequences of Applicant's targeted and non-targeted behaviors: 
	D3: 
	Amount  of applicant's income from employment: 
	Amount of applicant's income from retirement: 
	Amount of applicant's income from Social Security Income, SSI: 
	Amount of applicant's income from Social Security Disability Income, SSDI: 
	Amount of applicant's income from child support: 
	Amount of income applicant receives from a source not listed above. Line 1 of 4: 
	Description of other source of income applicant receives not listed above. Line 1 of 4: 
	Amount of income applicant receives from a source not listed above. Line 2 of 4: 
	Description of other source of income applicant receives not listed above. Line 2 of 4: 
	Amount of income applicant receives from a source not listed above. Line 3 of 4: 
	Description of other source of income applicant receives not listed above. Line 3 of 4: 
	Amount of income applicant receives from a source not listed above. Line 4 of 4: 
	Description of other source of income applicant receives not listed above. Line 4 of 4: 
	The type of services applicant is needing and requesting from CLASS include Case Management. Option 1 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Habilitation. Option 2 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Respite. Option 3 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Nursing. Option 4 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Physical Therapy. Option 5 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Occupational Therapy. Option 6 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Behavioral Support. Option 7 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Adaptive Aids. Option 8 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Minor Home Modifications. Option 9 of 12 : 0
	The type of services applicant is needing and requesting from CLASS include Specialized Therapies. Option 10 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Family Support Services. Option 11 of 12: 0
	The type of services applicant is needing and requesting from CLASS include Speech Therapy. Option 12 of 12: 0
	List of additional services needed by applicant, not listed above: 
	Yes. The individual needs assistance with Transition Assistance Services, T A S: 
	No. The individual does not need assistance with Transition Assistance Services, T A S: 
	4 of 4. This applicant will need and request Consumer Directed Services,  from the C F C program: 0
	Applicant's current inventory of adaptive aids includes Shower Chair/Transfer Bench. Option 2 of 5: 0
	Applicant's current inventory of adaptive aids includes Hospital Bed. Option 3 of 5: 0
	Applicant's current inventory of adaptive aids includes Person Lift. Option 4 of 5: 0
	Applicant's current inventory of adaptive aids includes Automatic Door Opener. Option 5 of 5: 0
	Applicant's current inventory of Minor Home Modifications includes Wheelchair Accessible Ramps. Option 1 of 5: 0
	Applicant's current inventory of Minor Home Modifications includes Door Widening. Option 2 of 5: 0
	Applicant's current inventory of Minor Home Modifications includes Bathroom Modifications, such as Roll-in Shower, Pedestal Sink, ADA-Style Toilet, Grab Bars. Option 3 of 5: 0
	Applicant's current inventory of Minor Home Modifications includes Vinyl Flooring or Industrial Grade Carpet to increase mobility. Option 4 of 5: 0
	Applicant's current inventory of Minor Home Modifications includes Security Fencing. Option 5 of 5: 0
	List of additional adaptive aids or minor home modifications the individual receives not included in the above list: 
	Applicant's detailed history of involvement in other programs, if any: 
	Applicant's detailed medical history, including significant events, occurrences and approximate dates, if not already captured in Section A: 
	Applicant's detailed history with family and non-CLASS supports: 
	E6: 
	Printed or typed name of applicant or applicant's L A R: 
	Relationship of individual signing this form on behalf of applicant, self, L A R or other: 
	Telephone number with area code of individual signing this form on behalf of the applicant: 
	Signature of Applicant or L A R: 
	Date of Applicant or L A R's Signature: 
	Signature of Case Manager: 
	Date of Case Manager's Signature: 



