PAMCO CARE
Assessment of Services


_______________________________________________________________________________   
Individual (last, first middle)

__________________________________________________  _________________________________________________   ___________________________
Social Security No.			               Medicaid No.			          DOB

____________________________________________________________ __________________________________   _________   ______________________
Street Address				              City			 State        Zip

Assessment conducted by: ______________________________________________________ __________________________________
Name					Position/Relationship   

Date of Reassessment (at least annually):  __________________________________________

**Please indicate any changes to the areas below.  If no changes, please write “no changes.”

Family Background/History: _____________________________________________________________________________________   

_________________________________________________________________________________________________________________________________

Summary of Health History & Current Medical Needs: ________________________________________________
(Details recorded on Individual History form)   
_________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Legal Status (include guardianship, LAR, rep payee, criminal charges, etc.): ______________________________________

_________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Financial Resources/Benefits: ___________________________________________________________________________________   

_________________________________________________________________________________________________________________________________


Family Supports: _______________________________________________________________________________________________________  

Social History/Social Supports: _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________
       

Describe any changes to the individuals areas of daily living:


_________________________________________________________________________________________________________________________________

Use of Community Resources: _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________


PAMCO CARE
Initial Assessment of Services

Employment/Vocational History: ______________________________________________________________________________

_________________________________________________________________________________________________________________________________

Day Support Placement History: ________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Other: ________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Review of Capacity:  The individual referenced above has:

_______ had a change in capacity (new evaluation should be completed within 60 days)
_______ has a court ordered legal guardian.  No change in capacity.
_______ has not had a change in capacity.

Human Rights:

_______ My human rights were reviewed with me.  I understand who I am able to talk to and/or call if I have a concern and/or complaint about my human rights.  I have been given the notification of bill of rights.  

Choice of Providers:

I understand that I have a right to choose different providers for any service that I have.  I want to continue my services with PAMCO CARE.  I currently receive the following services from PAMCO CARE.

_____ Group Home/Residential

Signatures:

Individual and/or legal guardian:  ______________________________________

Authorized Representative:           _______________________________________

[bookmark: _GoBack]PAMCO CARE Representative:        _______________________________________
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