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DEPARTMENT OF DEVELOPMENTAL SERVICES

RESPITE PERSONAL PROFILE

DDS Region ___________________



Date __________________

PERSONAL INFORMATION

Name ______________________________________________
DMR # ________________

CTH Provider Name __________________________________
Phone # _______________

Address ____________________________________________
DOB __________________

Parent/Guardian _____________________________________
Day Phone ______________

Address ____________________________________________
Eve Phone ______________

Case Manager _______________________________________
Phone __________________

Day Service _____________________Contact _____________
Phone __________________

CTH Nurse _________________________________________
Phone __________________

EMERGENCY INFORMATION – CALL 911 FOR MEDICAL EMERGENCIES

Emergency Contact (Guardian or Provider) _____________________ Day  Phone ______________

Address ____________________________________________
Eve Phone ______________

Physician_______________________________Specialty___________Phone_______________

Physician_______________________________Specialty___________Phone_______________

Physician _______________________________Specialty___________Phone_______________

Physician _______________________________Specialty___________Phone_______________

Physician _______________________________Specialty___________Phone_______________

Physician________________________________Specialty___________Phone______________

Insurance Company ___________________________________
Policy # ________________

Insurance Company ___________________________________
Policy # ________________

Insurance Company ___________________________________
Policy # ________________

Preferred Hospital ____________________________________
Phone __________________

Pharmacy ___________________________________________    Phone __________________

DDS Emergency Contact __Manager on Duty___
Phone:   203-725-5297
HEALTH INFORMATION

Medical Conditions, including any impairments _______________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medications (Name, Dosage, Instructions) ___________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Height ______________ Weight ______________ Date of last tetanus shot _____/____/____

Does the person have any of the following health concerns:

Seizure Disorder/History____________________
Allergies ____________________________


_______________________________________
Recent Illness ________________________

Special Diet/Diet Consistency _______________
Medical Restriction on Activity __________

Communicable Disease _________
Adaptive Equipment ______________________________

______________________________________________________________________________

BEHAVIOR AND SOCIALIZATION

Supervision required ____________________________________________________________

______________________________________________________________________________

Typical means of interactions with others ____________________________________________

______________________________________________________________________________

Preferences ____________________________________________________________________

______________________________________________________________________________

Fears/Dislikes __________________________________________________________________

______________________________________________________________________________

Specific behavioral concerns and actions to be taken ___________________________________

______________________________________________________________________________

______________________________________________________________________________

Behaviors to be encouraged _______________________________________________________

______________________________________________________________________________

Sleep habits ___________________________________________________________________

Behavior Plan:  See Behavior Guidelines

ABILITIES AND SKILL – Describe skill level and the amount of assistance required:

Eating/Drinking ________________________________________________________________

Dressing ______________________________________________________________________

Toileting ______________________________________________________________________

Bathing – Any adaptive equipment used during bathing?  Describe level of supervision:

______________________________________________________________________________

______________________________________________________________________________

Grooming _____________________________________________________________________

Communication ________________________________________________________________

Mobility ______________________________________________________________________

Community ___________________________________________________________________

Right Handed _______
Left Handed ________

SPECIAL REQUIREMENTS – Identify any special needs such as physical plan, program, service, fire safety, water safety or documentation requirements:

Fire safety:

Water safety:

Severe allergy:

DESCRIBE A TYPICAL DAILY ROUTINE:

TRANSPORTATION ARRANGEMENTS

Attachments:  swallowing evaluations, exercise programs, behavior programs

Signature of person completing form:  ____________________________________________
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I have read and understand the Respite/Medical Profile for:

____________________________________________________________________________

Individual’s Name
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