
	 FORMCHECKBOX 
 Lives at home with family (res budget $0 -$20,000)

 FORMCHECKBOX 
 Lives in own home(res budget $0 -$20,000)

 FORMCHECKBOX 
 Lives in a CTH

 FORMCHECKBOX 
 Has EFS funding
	RESIDENTIAL SERVICES REQUEST

PRIORITY CHECKLIST
	Planning and Resource Allocation Team use only

Priority Assigned: 

Date:


For People Living in Their Own or Family’s Home or Community Training Home
	Name:      
	Region:   FORMDROPDOWN 


	DMR Number:     
	Date:     


Completed by: _______________________________________


Signature/Title

Case Management Supervisor: _______________________________________


Signature/Date reviewed:

This form must be completed and attached to all requests for residential services for individuals living at home with their family, independently or in CTHs. 

Check the checkbox next to the statement that best describes the individual or their situation for each section.

Check only one statement per section.

	I. Residential Support Request
 FORMCHECKBOX 
 The family is requesting EFS funding only; which will meet their immediate needs


	 FORMCHECKBOX 
  The individual/family is requesting residential support within one year.

 FORMCHECKBOX 
  The individual/family is requesting residential services two or more years in the future.

 FORMCHECKBOX 
  The family is requesting EFS funding only; which will meet their immediate needs.

	
	
	

	Section II. is to be completed by the PRAT Manager

II.  
Identify the level of support/supervision the individual needs. Refer to the individual’s PRAT LON Summary for scoring. 
	
	III.  Age of Caregiver or self, if lives in own home:

	 FORMCHECKBOX 
 2
	Minimal support – can manage self-care without prompting, needs periodic assistance or drop-in supports, has routine care/supervision needs.
	
	 FORMCHECKBOX 
 1
	Under 50

	
	
	
	 FORMCHECKBOX 
 3
	Between 50 and 65.

	 FORMCHECKBOX 
 4
	Moderate support e.g. may require prompting for self care, has moderate medical, behavioral or physical needs.
	
	 FORMCHECKBOX 
 5
	65 or older.

	
	
	
	
	

	
	
	
	IV.  Physical and/or mental health of caregiver or  self, if lives in own home:

	 FORMCHECKBOX 
 8
	Comprehensive support, e.g. 24 hour supervision, full personal care assistance, has extensive medical, behavioral or physical needs.
	
	 FORMCHECKBOX 
 1
	Good

	
	
	
	 FORMCHECKBOX 
 3
	Fair.

	
	
	
	 FORMCHECKBOX 
 5
	Poor.

	V.  Primary Caregiver Score from LON____  
	
	VI.  Secondary Caregiver Score from LON _____
______

	VII.  Identify the support needs of the other members of the family household (includes parents, spouse/partner, siblings and children).
	
	VIII.  Resources available

	 FORMCHECKBOX 
 1
	The above individual is the only family member who requires ongoing supervision or support.
	
	 FORMCHECKBOX 
 2
	Two or more adult caregivers who provide support

	 FORMCHECKBOX 
 3
	There is one other family member who requires ongoing support or supervision.
	
	 FORMCHECKBOX 
 4
	One adult caregiver who provides support. 

	 FORMCHECKBOX 
 5
	There are two or more other family members who require significant ongoing support or supervision.
	
	 FORMCHECKBOX 
 6
	One adult caregiver who cannot provide all the required support or, 

Lives in own home and needs support within the home.



Page 1 total:_______

	IV.  DMR/Education/Work Supports Received
	
	V.  Other Sources of Support

	 FORMCHECKBOX 
 1
	The individual/family has OR has declined offers of supports or services from DMR or LEA that provide periods of relief to the primary care provider. Supports and services may include 

· Full time work or  School Program, 

· Enhanced Family Support,

· Individual Support allocation,

· Full time Adult Day Supports, 

· Birth to Three services, and other individual/family support such as weekly leisure services.
	
	 FORMCHECKBOX 
 1
	Caregiver has OR has declined offers of  assistance and support from other family members, extended family, or other agencies such as:

· Extended school day, 

· Monthly home health care, 

· Community based services.



	 FORMCHECKBOX 
 3
	The individual/family has access to some or periodic supports and services that offer periods of relief for the caregiver and/or leisure/learning opportunities for the individual. Services may include temporary support, services or occasional leisure services, part-time work/day supports. 
	
	 FORMCHECKBOX 
 3
	Caregiver/individual has minimal access to assistance and support from other family members, extended family, or agencies such as home health care or other community based services. 

	 FORMCHECKBOX 
 5
	The individual/family requested and has not been able to access DMR individual or family supports. AND/OR The individual no longer receives education services and they are waiting for  DMR day supports.
	
	 FORMCHECKBOX 
 5
	Caregiver/individual has no access to assistance and support from other family members, extended family, or agencies such as home health care or  community based services. 




Scores:      +      =      
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EXCEPTIONS 

Emergency 

Regardless of their total score, individuals with critical needs for services are considered an emergency if, and only if :

(DESCRIBE BELOW)

There is an imminent risk of significant harm without DMR support.
	 FORMCHECKBOX 
 The individual may have frequent and severe self-injurious behavior that requires intervention and cannot be managed. 

 FORMCHECKBOX 
 The individual’s behavior may place others at imminent risk of significant harm, either intentional or unintentional.

 FORMCHECKBOX 
 The individual is homeless i.e., the person is in the hospital (or other temporary setting) and they cannot return home.

 FORMCHECKBOX 
 Caregiver or individual is so ill (physically or mentally) that the individual cannot remain at home without DMR support

 FORMCHECKBOX 
 The home environment is unstable and/or deteriorating to point where the person or family is at significant risk.


And, the individual/caregiver is willing to accept the most appropriate available resource.
	Emergency – briefly describe the nature of the emergency.

     
.



Priority Adjustment 

If any of the conditions below are placed on the individual/family’s request for services or if services have been refused, the priority may be adjusted accordingly. (DESCRIBE BELOW)

 FORMCHECKBOX 
  The individual/family will only accept a specific provider.

 FORMCHECKBOX 
  The individual/family will only accept a specific program/location.

 FORMCHECKBOX 
  The individual/family will only accept a specific type of service or support e.g. CLA, supported living, regional center.

	Priority adjustment – describe any restriction placed on the request or refusal of services during the past 12 months. 
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