Central Virginia Training Center
EMERGENCY CARE {21-DAY} ADMISSION INTAKE FORM
	Name:
	     
	Age:
	     
	DOB:
	     

	Gender:
	     
	Race:
	     
	Martial Status:
	     

	Social Security Number:
	     
	
	Medicaid No:
	     


	Date(s) of Previous Admission(s) to Facility:
	     

	Legal Status:
	 FORMCHECKBOX 
 Guardian                FORMCHECKBOX 
 AR

	Name of Guardian/Responsible Person:
	     

	Phone Number:
	     

	Address:
	     

	Relationship to Individual:
	     

	Current Residence:
	     

	Community Services Board:
	     

	Case Management Contact – Phone No.
	     

	Reason for Admission Request:
	     


Does this individual require  FORMCHECKBOX 
 acute psychiatric,  FORMCHECKBOX 
 medical,  FORMCHECKBOX 
 behavioral treatment?

	Diagnoses:
	     


1.  Level of MR:      
Determined by (type of testing, etc.):      
     Date of Testing:      
2.  Psychiatric:

Axis I:      

Axis II:      
3. Medical:      
Presenting issues (behaviors, goals, abusive problems, drugs, etc.):        
Are there any criminal charges pending:   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes (Explain)        


Sexual History:        
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Last Menstruation Period:       
Hospitalization/Psychiatric Hospitalization/Surgery for the Last 2 Years (attach information, if available)

      
Residential Providers/Placements for the Last 2 Years (include dates):

	     
	     

	     
	     

	     
	     

	     
	     


Current medication/Drugs:  (Please print clearly or attach printed copies) (Attach MAR)
	Drug
	Reason

	
	     

	     
	     

	     
	     

	     
	     

	
	     

	     
	     

	     
	     

	     
	     

	
	     

	     
	     


Psychiatric Medication History for Last 2 Years:

     
Dietary Needs/Special Requirements:

     
ALLERGIES:
Food:      
Medication(s):      
Immunization:  Hepatitis B:  1st      
2nd      
3rd      
DT:      
Last PPD:      
Result:      
Other:      
Education (Under 22):       
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	Community Residential Providers/Placements
	Date Resided with Provider

	
	     

	     
	     

	     
	     

	     
	     

	
	     


Adaptive Daily Living (ADL) Skill Level/Assistance Needed with Personal Care:
     
Adaptive Devices used ((wheelchair, helmet, bedrails, etc.):

     
Likes/Dislikes

     
Attending Physician:      





Phone:      
Community Psychiatrist:      




Phone:      
Local Pharmacy:      





Phone:      
Submitted by:       


Signature/Title/CSB

CVTC Fax No.  (434) 947-2989

Attachments:  

1. Free of Communicable Disease Statement Signed by a Physician

2. Current Psychological

