Intake Information Sheet

Caring Connections for Special Needs, LLC

In connections with

Direct Care Personnel, LLC

1. What hours do you need services?

2. Do you prefer services in you home or the provider’s home?

3. What is the client’s diagnosis?

4. Does the client enjoy activities in the community or does the client prefer to be in a familiar environment?

5. Does the client have any issues with sensory integration? If yes, how can the provider offer support to comfort the client?

6. What are the clients favorite activities?

Client Name______________________________     Date of birth___________________

