North Florida Adult Training Center
INTAKE FORM
Name:_________________________________________DOB__________________________________
Address:_____________________________________________________________________________

Telephone:_______________________________________________________________

Primary Care Physician: ________________________________________________________________
Address____________________________________ Telephone________________________________

Dentist: ________________________________________________________________

Address____________________________________ Telephone________________________________

Emergency Contact:_____________________________ Telephone____________________________
Date Accepted Into Program (New Consumer Only):___________________________

Support Coordinator:__________________________Telephone:__________________________
List all Medications:

	Medication
	Dosage
	Purpose

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medical History 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Expressive language and communicative skills 
( Comments related to communication): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Self Help/ Daily Supports Needed: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Motor Skills 

(Comments related to motor skills): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Behavior

(Comments relate to behavior) eg. aggressive toward others, repetitive behavior, inappropriate language:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Actions Taken (if applicable)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I hereby acknowledge that I have received a copy of North Florida Adult Training Center management and protection of personal health information policy required by health insurance portability and accountability act of 1996 (HIPPA).
Consumer Signature: _______________________________________Date:_______________________
Guardian Signature: _______________________________________Date:________________________
