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APPLICATION FOR SERVICES

Please be sure to completely fill out this form. Answer every question.

	Name:
	
	
	Date of Birth:
	

	Address:
	
	
	Date Referred:
	

	
	
	
	Date Completed:
	

	
	
	
	Social Security #:
	

	Telephone:
	
	
	Sex: 
	
	Age:
	

	County:
	
	
	Medicare #:
	

	Medicaid #:
	
	
	Marital Status:
	

	Other Ins.:
	
	
	No. of Dependents:
	

	Referred by:
	
	
	Type of Residence
	


IN CASE OF EMERGENCY CONTACTS:


	Name:
	
	
	Name: 
	

	Address:
	
	
	Address:
	

	
	
	

	Phone #:
	
	
	Phone #:
	

	Advocate/Legal Guardian/Rep. Payee
	
	Advocate/Legal Guardian/Rep. Payee


	Hospital Preference:
	
	Physician Preference:

	
	
	


	Current Medications:
	Dosages:
	Times Taken:
	Prescribed by:

	

	

	

	

	

	Allergies:
	

	Limitations:
	

	Primary Diagnosis:
	
	Secondary Diagnosis:
	

	Person completing this form (if not applicant):
	


TYPE OF SERVICE REQUESTED:

	
	Vocational Assessment
	
	
	Work Center Training 

	
	Supported Employment
	
	
	College Mentor Program/Transition Services

	
	After School Program
	
	
	Service Coordination 

	
	Respite/Recreation
	
	
	Residential 

	
	Off-Site Services
	
	
	Day Program 

	Signature:
	
	Date: 
	


50 Farnum Street, Wellsville NY 14895

ph: 585-593-5700  fax: 585-593-5957

www.AlleganyArc.org/ACHIEVE
240 O’Connor Street  Wellsville, NY  14895

ph: 585-593-5700   fax: 585-593-4529   www.AlleganyArc.org
Allegany Arc is a Chapter of NYSARC, Inc. and an Equal Opportunity Employer.

NY State relay number: TDD 800-662-1220

