
Community Habilitation Services 
Application 

Date:  

Date of birth: 

 Current Services:  

Day Hab, Res Hab, Comm Hab, Vocational, etc. 

Name: 

Address: 

Phone number: 

Medicaid #:  

Waiver Enrolled:      ☐ Yes   ☐  No 
Self-Directed:            ☐ Yes   ☐  No   ☐  In process     If yes, please provide a copy of Self-Directed Budget

Family Information Residential Information 

Name: 
Address: 
Phone: 
Email: 

Phone: 
Email: 

Name:  
Address: 
Phone: 
Email: 

Care Manager: 
Agency:    

Day’s interested in attending: 

☐Monday ☐Tuesday ☐Wednesday    ☐Thursday ☐Friday

Please attach the following: 
☐Copy of Life Plan ☐Current LCED
☐NOD all pages ☐Psychological Evaluation
☐ Initial LCED with physician’s signature ☐ Letter of Eligibility
☐ Proof of PPD 2-step or an interferon-gamma release assays or IGRAs blood test.
☐ Copy of Insurance cards (Medicaid, Medicare, and private insurance as applicable.



Special needs:
Please check all that apply 

Mobility: 
☐ Independent ☐ Physical assistance ☐ Walker
☐ Wheelchair

Medical Needs: 
☐Lifesaving devise (epi pen, VNS)☐Seizure disorder

☐Other: 

Dining: 
☐Independent ☐Total support
☐Choking risk

☐Some physical assistance
☐Food allergies:

Behavioral concerns: 
NOT 
THIS 
YEAR 

OCCASIONALLY 
Less than once 

a month 

MONTHLY 
About 
once a 
month 

WEEKLY 
About 
once a 
week 

FREQUENTLY 
Several 
times a 
week 

DAILY 
Once a 
day or 
more 

Emotional outbursts ☐ ☐ ☐ ☐ ☐ ☐
Property destruction ☐ ☐ ☐ ☐ ☐ ☐

Physically assaults others ☐ ☐ ☐ ☐ ☐ ☐

Verbally abusive ☐ ☐ ☐ ☐ ☐ ☐

Self-injurious ☐ ☐ ☐ ☐ ☐ ☐
Harasses others ☐ ☐ ☐ ☐ ☐ ☐

Elopement ☐ ☐ ☐ ☐ ☐ ☐

PICA ☐ ☐ ☐ ☐ ☐ ☐

Steals ☐ ☐ ☐ ☐ ☐ ☐
Smears feces ☐ ☐ ☐ ☐ ☐ ☐

Inappropriate sexual behavior ☐ ☐ ☐ ☐ ☐ ☐

Additional information regarding the above or any other medical or physical restrictions, needs or 
concerns:  

Please return completed application to: 

Arc of Onondaga 
Attn: Ruth Ann Riposa 

600 S. Wilbur Ave 
Syracuse, New York 13204 

ruthann.riposa@arcon.org 

Phone: (315) 476-7441 x 1170        Fax: (315) 476-1582 


	Waiver Enrolled: Off
	SelfDirected: Off
	Monday: Off
	Tuesday: Off
	Wednesday: Off
	Thursday: Off
	Friday: Off
	Copy of Life Plan: Off
	NOD all pages: Off
	Initial LCED with physicians signature: Off
	Proof of PPD 2step or an interferongamma release assays or IGRAs blood test: Off
	Copy of Insurance cards Medicaid Medicare and private insurance as applicable: Off
	Current LCED: Off
	Psychological Evaluation: Off
	Letter of Eligibility: Off
	Independent: Off
	Physical assistance: Off
	Walker: Off
	Wheelchair: Off
	Seizure disorder: Off
	Other Click or tap here to enter text: Off
	Lifesaving devise epi pen VNS: Off
	Independent_2: Off
	Some physical assistance: Off
	Total support: Off
	Choking risk: Off
	Food allergies Click or tap here to enter text: Off
	Text281: 
	Text282: 
	Text283: 
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Text320: 
	Text321: 
	Text324: 
	Text325: 
	Text326: 
	Text327: 
	Text329: 
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Text374: 
	Text375: 
	Text376: 
	Text377: 
	Text378: 
	Text379: 
	Text380: 


