
Dear Applicant,

If you are applying for the E-soL Activity.center 
f.roglaq, this is the application youneed to fill out' After you have completed.this application'you must submit it to ouroffice or one of our staff members, I'f v"uli"? ;;y qr;;ri""s about this application orneed help filling it out, you may cail us at (glg) ggl-4427, Thank you.

E.SOL

n\atUy- < ""f,^-
Margie Rhyne



E-SOL

Activity Center
Application Checklist

_1. Regional Center Approval Form

-2. 
Admission and Agreement policies Acknowledgment Form

_3. Late Pick-Up Policy

_4. Preplacement Appraisal Form

_5. ldentification and Emergency Information

_6. Aquatic Program Release

_1. Consumer Questionnaire

_8. Appraisal/Needs and Services Plan or lpp

_9, Physician's Report

_10. Consent for Emergency Medical Treatment

_1I. Authorization to Administer Medication

_12. Functional Capability Assessment

_13. Seizure Procedures

_I4. Photographic Release Form

_15. Record of Client's Safeguard Cash Resources

_16, Telecommunication Device Notification

_I7. Personal Rights Form



E-SOL
77ll Jellico Ave

Northridge, CA 91325
Activity Center

Adurt Activity #::ion 
and Agreement Policies

E-SOL riill hal'e all adrnission policies in r,vriting and available to the public.
Plcase initial cach pagc. -fhe policies shall coincide with thc lirnitationi statcd o'
thc liccnse. and shall include. but not be linrited to, the followins:

l. Writtcn adrnissiot-t criteria designating those consurners whose needs can De
nret br lhc ccntcr's prograln and its services..l-he 

ages o1'consurners who r,vill be acceoted.'l'hc prograrl activities.
'['hc 

supplc:rtrcnterrr scrvices providccl. il' any,.
[]icld trip pror isions. il'an1'.
l'ransportatton arrangcnlents. il' any'.
Irood scrt,icc pror isiilns.
Medical asscsslncnt requirement.

E-SOL rvill bc proviclittg care lbr consumcrs rvith spccial nceds ancl will rncct lhc
individual tleeds tll' cach consulner. Consumers who are at least 21 years old rnay
bc cligiblc for thc prosranr. E-SOL is specially designccl to meet the nec<Js of
consulrlers u'ho havc phrsical ancl\or developrnental disabilities. Case managers.
I)hrsicians. schotlls or liicnds Iua1,rnakc rcl'crrals. Ijach rcl'crral will bc evaluatecl
oll all indiv'idual basis to detertt-titte whether the applicant is appropriate fbr our
scniccs. Consutllcrs riill bc: cvaluatcd rcgardlcss ol'racc. creecl, col'r, 

'ationalorisin or sex. Participants must NOT exhibit ongoing assaultive or self'-abusive
behar'iors and tlrust NOT rcquire one-to-one or rncdical stalfing. E-SOL resorves
the right to refuse sen ice or placement to consumers considercd inappropriate.

Rates and refund policies
Irccs are based upott a clailv rate paid by Regional Centcr. E-SOL is a venclor with
the Regional Center.
No relunds u'ill be issued fbr any'program aller service has becn provided bv
E-SOL.

Persons accepted for care, incluclins ase tibiti
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Licensing Authoritv
E-SOL is licensed to provide care programs through the State Community care
Licensine Dil'ision.

I. Our Purpose

E-SOL was created rvith the intent to improve the quality of lifu for adults
r,r'ith special needs.

Our goals:
r To tcach consLllncrs holv to rvork togcthcr to attain success as a teanr
o 'l'o crcalc a w'orking rclationship belween businesses ancl potential

ernplovces w,ith spccial needs
o 'l'o teacli consulners the necessary vocational and pre-vocational

skills to bc an cf fbctive crnployce when given thc opportunity to
s ork

o IO crcatc a riorking cnvinrnnrcnt rvhcrc consun-]crs can l-eel
cotnlirrtable lcarnins and working together with eaclt othsr and with
stal'l'as ri,cll

o 'l'o teach consultters valuable lif-e skills ancl irnprove upon previous
cxisting oncs that givc consumers the bcst chancc lbr succcss

r To teach constlmers how to generalize their skills to transcend
variitrrs errvi r.ttnnrcnts ancl situations

tl. Skills
As a rcsttlt ol-thcir participation in our prr)granr, oonsumers will accluirc

skills to enhance their perfonnance and\or behavior to the best of their ability.
l'hrough dailv pcrti)l'tniurcc asscssnrcnts and questionnaires, data liopt the
consumers rvill be obtained.

L trach.job,task shall bc divided into steps,
2. 'l'hc coltsLuners w,ill bc shorvn eacli step.
3. 'l'he consumers n,ill be supervised at every step.
-1. lrach constlnlcr rvill be givcn indiviclualized training throughout each

step.

.:. At rcs.ulat' itttcrvals ol'training. the consulners rvill dcrnonstratc their
proticiency level fbr each step.

A.iobrtask is mastered when all steps are performed correctly on 3 consecutive
trials. 3 consecutivc days at 100% ef ficiency.

III. ProgramCurriculunr
Each consurner's activity' schedule will be determined during the

intcn'iflr'"screenins proccss. T'he schedule will reflect his or her individual needs.
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concerns. and obJecti'u'es as expressed in their IPP when consiclering the rnost
appropriate placenent. F,ach consumer's specific training activities will
incorporate the fbllowing cornponents:

Sample Schedule
(activities rnay var)- frorn day to day)

7:30 - 8:00 Arrival and sign in
8:00 - 8:30 Stretching and exercise
8:30 - 9:15 pre-vocational 'l'raining

9:1,5 - 9:30 Brcak
9:30 - l l:30 lrrnplol,ee/vocational training
I l:30 - 12:00 Lunch prep
l2:00 - l2:30 Lunch
l2:30 I :30 l}nplo1,cc vocational training
l:30 - 2:00 l)erllrnnance cvaluation

Hours of Operation
Dail1,,(Monda,"- - Irriday): 7:30 a.rn. - 2:00 p.m.

1. Holidays
E-SOL u'ill bc closed on the lollowing holidays:
Ncu'Year's Dav
Martin [-uthcr King Jr.'s Bir-thday
Prcsident's l)av
Cesar C'har,,ez Day
Merrorial l)ar
-lth ol'Juh
Labor I)a1,

Colurnbus Dav
Vctcran's I)at
'l'hanksgiving 

Da1, (Dai,' alicr'l'hanksgii,ing
Christnttrs lrvc

-l'hcsc 
dates are sub.iect to changc basccl on thc tJnifbnn Iloliday Schedule

published by l{egional Center.

2. Attendance
Itegular attcndance is required. Please call and notify E-SOL if the
coltsulner is goine to be absent lor an)' reason.

3. Participation
All consutners rvill be expecled to participate in all activities to the best
of thcir abilities.
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1. Transportation
E-SOL is not rcsponsible and cloes not provicle transportation to or liom the
facilitl'' fransportation to and lrom the lacility may be arranged through
thc consutner's school. I{egional Center, or other transportation services.
Additional lv, consumers\conservators are solely responsible for consumer
pick-up.

Conservator Conferences\Observations
A conl-erencc rrill bc arranged to review and\or upclate goals and ob.fcctives
upon request b1' consunrcr'\conscrvator and ir-r collabclration with the
director.

6. Health and Safety
Pre-adrltissicln I lcalth Ilistorr' lbrrn is required lbr cvery oonsufflcr. Please
inlbrm E-SOL of anl'changcs regarding physical. ernotional or rncdical
issues.

7. Illness\Injury
In the best irtterest ol'thc safcty ol-othcr consuntcrs as wcll as stall'
rltctttbcrs \\c rcqLlcst that sick or iniured consulners rentain at hornc until
lull recovcr\'or a conltrcncc can bc arrangcd lo asscss the besl iiction firr
the consuntcr.

8. Medication
E-SOL ri,ill aclnrirtisle r rncdication ONLY with writtcn pcrmission
(consent lbnt-i irtcluded in adruission packet) liorn consumer\conservator.
carc pror icicr. itttd Phvsician (Prescription labe I on rne<lication bottle is
ntandatorl').

9. Sign in\out Policies
In cornpliitnce u'ith State Licensing requircrnents. cach consllrner must bc
properlr, signed in and out rvith a lull signaturc on the E-SOL attendance
rostcr.

10. Personal Belongings
E-soL wiil not be responsible lbr lost, stolen, or damaged personal
belongings. As rve understand accidents do occur, please clo not send
valuable or lte\\ iterns u,henever possible. 'l'o avoicl oonfusion
consluller\conscrvators shor,rlcl c learly lnark al I pcrsonal iterns.
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I l. Staff training days
To ensure the highest quality service. E-soL may be closed for up to five
days per calcndar year 1or necessarv stalf training scssions. parents will be
gir,en arnple (u'ritten) notifi cation.

E-SOL STAFF
E-SOL staff is selected fbr their qualifications that exernplily thc high standards
and principles ol'our orgatri zaLior't. All stall'must meet or excecd the state ot'
Califbrnia Departtnent of Social Serviccs Conimunity Care I-icensing criteria for
ernployntcnt.

'l'o 
ensure the best quality scrvicc lbr participants, the Directors ol'E-SOL have

over frl't-v ygars of combincd cxpcrience of working with students and other people
ri ith spccial necds. Our stal'1'currentlv consists o1'a Crcclenlialscl LAUSD teacher
o1'students r.vith special necds. ancl ( l2) LATJSD ccrtiflcci Special llducatiul
Assistants' Additionalll. r,lc hal'c a certilled dance instructor who teaohes clance
and aerobics oll a resular basis. E,-SOL will continuc to expanil its cornrnunity
ittv'olvetnent through asscrnblies. ljcld trips, and incentive programs, All staff
trletltbers are traincd and ccrtifred in adult First Aid arrd CI)R. The staff to
consulner ratio ri,ill bc no lltore Lhan l:6.

Becausc \ve tnaintaitt a stal'l'to cor-rsunrer ratio ol'only l:6, oonsurners applying 1br
thc Acti','it1, Center.

o Must cxhibit appropriate behaviors, Assaulting ancl\or self'-abusive
behaviors that rnay, contprutrnisc thc hcalth and sal-cty ol-then-rsclves or
others are not pcrmittcd.

o Mttst havc a ttcat ancl clcatr appcarancc, gcrod hygicne ancl good groorning
o Must be able to eat u'ithoul assistance
o Must lbllor.r, all rLrlcs and guidelines
o Must NOT reqr-rire one-to-one or rnedical stafflne

Additionally. applicanls need to do the fbllowine:

l. Complete the application intake fbrms as mandated by both state licensing
iindior E-SOL policy

2. Complete the intervierv\screening process conducted by facility directors
and adrninistrators.

3. Be approved by the facility director(s) and administrator(s)

Discipline nolicies
E-SOL u'ill strive to nteet thc nceds o1'all participants in our program without
ignoring the demands of any one individuai. It becomes necessarv when
organizing a group to set lirnits and guidelines which cach member of the grgup
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and program is expected to fbllolv. When those lirnits are broken, it is essential to
pro'ide some fbnn of understanding ensuring safety while providing a high
qualitl"and effective prograrn will be the rnain priority of E-SOL una ltr itutI.

I'argct behal'iors decnted "inappropriate" rnay include:
o Excessive defiance in comply'ing rvith slaf{'rules and rcgulations
o l)crsistcnt sell--zrbusc
o Disrupti'e bchaviors torvards stal'I'or other consulners
o Violcnt tantrums: tantrums that cannot be controlled

At NO time will E-SOL staff use corporal punishrnent to
Thc fbllor,ving process rvill be usecl to resol'c conlricts as

Types of discipline that will tre usecl

resolve conllicts.
thcy happen:

3.

2

Verbal Communication- Irver,v cllbrt ivill bc rnade to help the oonsurner
understand the inappropriateness o1'his/her actions or behavior. 'l'he

consulncr $'ill thcn bc givctr a choicc betwccn a l'crv acccptablc aclions or
behaviors. Wl-retr the conllict is consumer-to-consumer. efforts will be ntade
to have thetr verbally work out thcir dill-ercnces with the slal'l-providing
lacilitator support,
Removal from specific activity- il'vcrbal contrnunicalion is rrot succcssf ul
removing thc consurner liorn the activitl, fbr an appropriate amount ol-tirne
rnav be neccssar\'. 'l'lie: dcniccl activitl' shall bc clircctly rclatcd to thc
inappropriate behavior or action and the removal tirne shall Nor be
excessit,e.
Consumer-Conservator conference- if removal {iom the activity is not
succcsslul. thc proeraln sLlpcrvisor will bc consultcd to tncet with tlie
program stafl'and the consurner to develop an alternate behavior plan.
Consu m e r\Conservato r\Di recto r conferen ce- i 1' Conservator involvctnenI
becomes necessar\'. specific ohanses in behavior will be requested and
specilic collscqLlences litr non-succcss will bc delincd. as well as specilrc
reu'ards lor successful and positive changes in behavior will be emphasizcd
and prornotcd. whencvcr possible and appropriatc, thc consumer will
participate in these rncetings.

Types of discipline not permitted
At NO time rvill E-SOL staff use corporal punishment\violation of personal rights
to resolve conllicts.
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Provisions for contact with conservators\placement representatives
If Conservator involvement becomes necessary, specific changes in behavior will
be rcquested and specifrc consequcnces fbr non-success will be detjned" as wcll as
specific rewards for successful and positive changes in behavior will bc
crnphasized and prorlroted. Whenevcr possible and appropriate, the consumer will
parlicipate in these rleetings.

Grounds for dismissal\eviction\relocation\removal from placement

Consumers are required to rnaintain an ability devcloprnent and skill level
nccessar)" to pcrlbrrn variot-ts.jobs and participate in various activities. If fbr any
reason(s). such skills or abilities are lost or signilicantly diniinishcd, l'or thc saf-ety
ol'our consunlers and the integrily o1'our program. the oonsulner in qucstion rnust
be considered for removal liorn the program. Additionally. inappropriate
bchaviors that r.r'arrant a tnore intcnsc stafling than 1:6 ratio, cannot be accepted.
Wiren all Ineasures to positively change inappropriate bchaviors havc not bccn
succcsslul, or il'such behaviors are deerned to reprcsent a dangcr to others or to
the consunler. thcn thc consurner rnav be rernoved fiotn the prograrn eithcr on a
tclllporar)' or oll a pcnnaltcnt basis. Also. in the cvent that a consumer who is
alrcadv attending thc prograrn. devclops a condition that rcquircs meclical stal'ling,
his or hcr placetr-rcnt will bc rc-cvaluated. When a consluncr has met the
necessarv criteria and is perlbrnting at such ii levcl that cxcceds thc scrviccs that
the prograrn has to o1'lcr.'uve will recommcnd a consultation with a service
coordinator to explttt'c thc possibilitv of rclocation or placernent into a lcss
rcstrictil'c prograln.

Termination Proced u res

l. Verbal communication- lrvery ellbrt will be macie to help the individual
understand thc inappropriatcness of his/hcr actions or bchavior. Facility direotors
andror othcr stafl'n'ill rneet rvith and discuss the concerning behavior(s). l'he
indii'idual rvill be rerninded of-prograrn rulcs and guidelincs. Thc consumer will
thcn be given the opportunity'to choose an alternate acceptable action(s) or
behar ior(s). Whcn thc conllict is consurner-to-consuurer. eflorts will be macic tcr

have then-r verball,v rvork out their dillerences'uvith tlie stalf providing f-acilitator
support.

2. Consumer-Conservator conference- Il'neoessary, thc program supcrvisor
rirll be consulted to meet u'ith the service coordinator, program stafl, and the
consumcr to dcvelop an alternate plan.
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3. consumer/conservator/Directorconference-rf'conservator
involr'ement becomes necessarl'. specific changes in behavior will be requested
and specific consequences lor non-success will be defined, as well as specific
rewards for successful and positive changes in behavior i,vill be emphasized and
promoted. l'he consumer r,vill participate in these meetings.

IX. Assessment Procedures

-l'hcrc 
arc thrcc arcas tll'assessruent that E-SOL utilizes to assist each consumerto

achieve his/her ISP goals: thc oral intervicw. the perlbrrxance analysis, and thc
consulner questionnaire.

Oral Interview
conductcd at the initial intcrr.'ierv/scrcening proccss. this consists 9f a
conversation bctn'cctl lhc cortsutner, the service coclrdinator and the E-SOL
director to observe the consutner's ability to communicatc his or her thoughts a'd
ideas about being involvcd in a rvork training program.

Performance Evaluation
On a dailr basis consLllncrs w'ill nrcct antl discuss thcir pcrforrnancc inclividually
and as a group. Consulners ri'ill bc given the opporlunity to evaluatc themselves
and othcr constllllers. 'l'his inlbrmation will be surnrnarizcd and rccorded on a
rieckly' basis. (Scc Attachr-nent -A)

Consumer Ouestionnaire
Conducted initiallr'. ancl bascd on the rrervly dcvcloped
ans\\'er lbrnr (lacilitatcd bi,' thc directors) to deternrined
placentent fbr thc collsuntcr. (Scc Attachment-B)

lPP. a writlen question and
the rnost appropriate

Ilascd on thc data collectcd l}om the consurner utilizing the assessrnent
procedurcs/tools tlentioned above. the directors, in collaboration with the scrvloe
coordinator and thc consunter. rvould clctermine thc rnost appropriate placenrent in
the program to achierc hisiher lSp goals.

A semi-annual evaluation of the consumer's progress will be submitted to the
case manager with specific reference to the consumer's needs and goals
obtained in their IPP.
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E.SOL ACKNOWLEDGEMENT FORM

I have read. understattd. and agree lvith all rules. policies and procedures as stated
above in the previous pages.

SignatLrrc or Consuntcr\,Conser-r'ator

Signature o1'Director

Date

Date
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E-SOL
Late pick-up Policy

Participant

It is imperative ttrat parerrts arrange for their children's transportatiorr horre fronrall E-SoL centers. Parents ate also responsible for developing a consistentalternative transportation pran to be used, in the event of an *,ierg*n"y, wnenthey are unable to provide transportation.

E-SOL CLOSES pROtvipTLy AT 6:30 p.m.
Laie pick up charges are $1.00 per minute starting at 6:31 p.rn. This covers astx-ntonth period starting with first late pick-up. tiie payment must be recervedby the following day.

1" occurrence- late
2nd occurrence- late

fees apply.
fees apply,

cnarqes
ord -"

and a warntng regarding penalty

penalty charge of

penalty charge of $100.00.
conference with the Center

3'" occurrence- tate tees apply, a.d a penalty charge of
$25.00
4th occ
$s0.00

urrence- late fees apply, and a

-

c-" occurrence- late fees
Parents must also attend
Director.

apply, and a
a mandatory

Excessive late pick-ups (more than
may result in discharge from E_SOL

Signature of
ParenUGuardian

five occurrences within a six_month period)
programs.

Date



STATE OF CALiFORNLA - itEAtTi.t AND HUtrtAN SERV CES AGENCy

NOTE: This rnformation ntay be
physician may assist the applicant
APPL CANT S NAI"IE

CALIFORNIA DEPARTI\,4ENT OF SOCIAL SERVICES
COI\,,lMUNITY CARE LICENSING

PREPLACEM ENT APPRAISAL INFORMATION
Admission - Residential Care Facilities

obtained from the applicant, or his/her authorized representative. (Relatives, social agency, hospital or
in completing this form.) This form is not a substilule for the Physician's Report (LtC 602).

HEALTH (Describe overall health condition including any dietary limitations)

PHYSICAL DISABILITIES (Describe any physical limrtations including vision, hearing or speecn)

MENTALCONDITION (Specifyextentofanysymptomsofconfusion,forgetfulness: participationinsocial activities(i.e.,activeorwithdrawn))

HEALTH HISTORY (List
I asl

currently prescribed medications and major illnesses, surgery, accidents, specify whether hospitalized and length of hospitalization in
5

SOCIAL FACTORS (Describe likes and dislikes, interests and activities)

BED STATUS

cot\.tMENlOUT OF BED ALL DAY

N BED ALL OR I,IOST OF THI I [It

N BED PART CF TlE T.ME

TUBERCULOSIS INFORMATION
ANY H STORY OF I JEERCT]LOS]S ]N APPL CAN T S FAfuI LY?

YES NO

ANY iIECENT EXPOSURE TO ANYONE !I/ITH TUBTRCIJLOSIS?

YES

G VE O:TA tS

. C 6i3 19 991

DATE OF TB TEST

ACTION TAKEN (IF POSITIVE)

, POSITIVE

; NEGATIVE

NO

(Ove0



AMBULAIORY STATUS (this person is ambulatory nonambutatory)

Ambulatory means able to demonstraie the mental and physical ability to leave a building without the assistance of a person or tne use of a nrechanical device
An ambulatory person must be able to do the followinot

YES NO

Able to walk withoui any physical assistance (e.g., walker, crutches, other person), or able to walk with a cane
Mentally and physically able to follow signals and instructions for evacuation.
Able to use evacuation routes including stairs if necessary.
Able to evacuate reasonably quickly (e.9., walk directly the route without hesitation).

FUNCTIONAL CAPABILITIES (Check all items below)

YES NO

Active, requires no personal help of any kind able to go up and down stairs easily

Active, but has difficulty climbing or descending stairs

Uses brace or crutch

Feeble or slow

Uses walker. lf Yes, can get in and out unassisted?

Uses wheelcharr. lf Yes, can get in and out unassisted?

Requrres grab bars in bathroom

Other. (Descrrbe)

Yes

Yes

lNo

lNo

SERVICES NEEDED (Check items and explain)

YES NO

Help in transferring in and out of bed and dressing

Help wrth bathing, hair care, personal hygiene

Does ciient desire and is client capable of doing own

Help with movrng about the facility

personal laundry and other household tasks (specify)

Help with eating (need for adaptive devices or assistance from another person)

Special dieUobservation of food intake

Toileting, including assistance equipment, or assistance of another person

Continence bowel or bladder control. Are assistive devices such as a catheter reouired?

Help with medication

Needs specral observatron/nrght supervision (due to confusion, forgetfulness, wandering)

Help in managing own cash resources

Help in participating in actlvity programs

Special medical attentron

Assistance in incidental health and medical care

Other "Services Needed not identified above

Is there any additional information which would assist the facility in determining applicant's suitability for admission? L I Yes t l No

I'Yes. please atlach comr.ents on separate sheel

To the best of my knowledge; | (the above person) do not need skilled nursing care.
S GN^TURE DATE COI\,1PLETED

APFL CANT ICLiENT OR AUTHOR ZED REPRESENTAT VE

S GNAIURE

L CENSEE OR DES GNATED REPRESENTAT VE

DATE COI\4PLETED

DATE CO|llPLETED



STATE OF CAL FC3\ A

HEALTH AND HUI,,IAN SEBV CES AGENCY

IDENTIFICATION AND
EMERGENCY INFORMATION

"o'''o 
o* 

^"or',:i[ry#JJji."^?Jft ,'i5 flYi:si

This information ts required u)der the H & S Code and the regurartons
of the Departnten[ to be maintained on every person adntifted to a
community care factlrty, to be readrly available to the percon in charge,
but not accessible to unauthorized persrsns. Alt tnformation must be
kept current. See other side for additional informattort required for
residential facilittes for children.

TELEPHONE

()
TE LEPHON E

()

A' ALL FACILITIES IEXCEPT CHILD CARE CENTER/FAM|LY CHTLD CARE HOME COMPLETES LtC 700]
l NA|'TEOFCLTENTOFCHLD socEfEEdlElTVIffiEffiF DATEoFBRTH AGE 

-.lF-
2 iTESPONS BLE PEBSON OR PLACEt"lENT AGENCY

3 ^rAl.lE O; NEAPESI BELAT VE lOpT ONALI

,1 DATE AJI,I TTEC TO EAC L TY

5 DATE LEFT

6 IEASONS FOF LEAV NG FAC L TY

RELAI IONSHIP

ADDRESS

ADDR ESS

ADDNESS PN ON TO ADIV SS ON

FORWARD NG ADDRESS

: PERSON(S) RESPONSIBLE FOR FINANCIAL AFFAIRS, PAYMENT FOR CARE, LEGAL GUARDIAN, IF ANY

NAME ADDRESS TELEPHONE

t/

()

()
OTHER PERSONS TO BE NOTIFIED IN EMERGENCY

ADDRESSNAME

: I,IENTAL FEALTF PBOV DEB F ANY

. DENT ST

d RLLAT VE S

c .U [tlDLS]

()

()

(/

()

(/
EMERGENCY HOSPITALIZATION PLAN

IO AE TAKEN N AN EIIEFGEN',V ADDRESS OF HOSPITAL

[IEDICAL PLAN IDENT FICATION NUMAER

OENTAL PLAN NUN{AEN ( F ANY)

OTHER REQUIRED INFORMATION

I,IED CAL PL AN

\AI.IE OF DFNTAL PLAN L:F A\Y

AI.IBULATORY STATUS

NEL G OL]S DREFEREN(]E

COI,II,lENTS

NAIIE AND ADDRESS OF CLENGYMAN OR REL]GIOUS ADV SOR. F ANY TELEPHONE

S G\ATUAE CF PES JEIiT

.lC 601 iB 0Bl Persona

S GNATURE OF PERSON CO[4PLETING FORIV

Page 1 of 2



B. RESIDENTIAL FACILITIES FOR CHILDREN
(Addrttonal information ts required by reoulation for restdential facrlities for children.)

i NAl,lE OF ClilLD

2 \Af'lE AND ADDFESS OF PERSON TO CONTACT lF AUTHORIZED REPRESENTATIVE lS NOT AVAILABLE SPECTFY RELAT1ONSH p TELEpHONE NUSBER

()
3 NAIJE AND ADDRESS CF PARENTIS) PABENI'S DOMEST C PARTNER. F KNOWN TELEPHONE NUIVBER

()

PERSON(S) W|TH WHOM CHTLD HAS BEEN LtVtNG (tF KNOWN)

NAME AND RELATIONSHIP ADDRESS TELEPHONE

\/
()

()
vlslTAT|oN RESTRICTIONS (BY COURT ORDER OR AUTHORTZED REpRESENTATTVE)

PERSON(S) NOT AUTHORIZED TO VISIT CHILD PEHSON(S) NOT AUTHORIZED TO VISIT CHILD
NAME RELATIONSHIP NAME RELATIONSHIP

FAMILY RESIDENCE VISITATION RESTRICTIONS
SPEC'fi' I ANY

ALL PERSONS AUTHORIZED TO REMOVE CHILD FROM HOME

NAME RELATIONSHIP SPECIFY CONDITIONS

TELEPHONE ACCESS

LIC 601 18 08, Persona

NO (BY COURT ORDER)

IF NO, SPECIFY f]ESTRICTIONS

Page 2 of 2

MAKE AND RECEIVE CONFIDENTIAL CALLS

YES

C COI/I,IENTS



E-SOL

AQUATIC PROGRAM RELEASE

Name Birth Date

Address Phone

Med ications

Can participant participate in water activities in a heated pool (85-90 degrees) with a
lifeguard in the water and poolside (non-swimmers supported by an adult in the water)?

No yes

Can participant participate in the following pool activities:
pool no_ yes_
Wading pool no _ yes

Jacuzzi no _ yes
Has participant ever been in a large pool? no _ yes
ls participant afraid of the water? no _ yes
Will participant put his/her face in the water? no ves
Has participant ever experienced seizures or other difficulties during swimming?

No _ Yes

lf yes, please describe

Has participant been given organized swim lessons? No yes

lf yes: L) Where were the lessons given?
2) What was the highest level achieved?

Does participant require any special equipment (i.e., ear plugs, nose plugs, swim cap,
water shoes, etc,?): No _ Yes

lf yes, please list items
Does participant require assistance dressing? No _ yes

lf yes, please explain

Signatu re Date



Consumer Questionnaire

Yes NoDo you want to'uvork?

Why do you want to work?

I rvant to work

Cotnrnents

Indoors Outdoors

What kinds ofjobs have you done?

I rvant to rvork in a:

Clon-rrr-rcnts

quret environlrent _temp-controlled environ

I would like to make f}iends at work? _yes No

What do yoLr like to do when you're not working'? listen to music

watch T.V. play video games colxputer

read exercise other (explain)

I want to work with: Materials/thinss _People _Alone

When I'm workine I like to: sit stand move around

Cor-nments

Attachment B
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SIATE OF CAL FORN A HEALTI-] AND HUIvIAN SERV CES AGENCY CALIFORNIA DEPARTT\,4ENT OF SOCTAL SERVTCES
COI\,IIVUNITY CARE LICENSING

PHYSICIAN'S REPORT FOR COMMUNITY CARE FACILITIES
For ResidenUClient Of, Or Applicants For Admission To, Community Care Facilities (CCF).

FACILITY INFORMATION (To be compteted by the licensee/designee)

NOTE TO PHYSICIAN
The person specified below is a resldenVclient of or an applicant for admission to a licensed Community Care Facility. These
types of facilities are currently responsible for providing the level of care and supervision, primarily nonmedical care, necessary
to meet the needs of the individual residentsiclients.

T H E S E EAC I I= I TIE S D O ]!OT PRQV-! D E PRQEESS]QN A t= J\ !I.R S ING Q.AR E
The information that you complele on this person is required by law to assist in determining whether he/she is appropriate for
admission to or continued care in a facilitv.

NA[/E OF FACILITY:

ADDRESS NUMBEf]

LICENSEE S NAIv|E:

STFEET CITY

TELEPHONE:

TELEPHONE

4321 134

FACILITY LICENSE NUMBER:

RESIDENT/CLIENT INFORMATION (To be completed by the residenUauthorized representative/ticensee)
NAN4EI

ADDFESS NUN/BER

NEXT OF KIN:

STI]EET

TELEPHONE:

SOCIAL SECURITY NUl\ilBEFCITY

PEFSON RESPONSIBLE FOR THIS PEBSON'S FINANCES

PATIENT'S DIAGNOSIS (To be compteted by the physician)

PF]MAf]Y DIAGNOSIS:

SECONDAFY DIAGNOS]S LENGTH OF TllilE UNDER YOUR CARE

AGE HEIGHT SEX: WEIGHT: IN YOUR OPINION DOES THIS PERSON REQUIRE SKILLED NURSING CARE?

YES NO
IUBERCULOS S EXAIVINATION FESULTS DATE OF LAST TB TEST:

ACTIVE INACTIVE NONE

TYPE OF TB TEST USED: TREATI,4ENT/N/EDICAT|ON:

YES NO lf YES, list betow:

OTHER CONTAGIOUS/INFECTIOUS DISEASES: TREATIMENT/I\4EDICATION:

A) YES NO lf YES, list below: B) , YES i NO tf YES, iist betow:

ALLERGIES

c)
TREATM ENT/I\,4EDICATION :

YES NO lf YES, list below: D) i , YES i . NO tf yES, tisr betow:

llc 602 17 1l 
r PAGE 1 OF 3



Ambulatory status of clienVresidenl:

1 . This person is able to independently transfer to and from bed: Yes No

2. For purposes of a fire clearance, this person is considered:

Ambulatory Nonambulatory Bedridden

Nonambulatory: A person who is unable to leave a building unassisted under emergency conditions. lt includes any person who is unable, or
likely to be unable, to physically and mentally respond to a sensory signal approved by the State Fire Marshal, or to an oral instruction relating
to fire danger, and persons who depend upon mechanical aids such as crutches, walkers. and wheelchairs.
No-te: A person who is unable to independently transfer to and from bed, but who does not need assistance to turn or reposition in bed, shall be
considered non-ambulatory for the purposes of a fire clearance.

Bedridden: For the purpose of a fire clearance, this means a person who requires assistance with turning or repositioning in bed.

l. PHYSICAL HEALTH STATUS: cooD FA|R tOO* COMMENTS:

YES NO
(check onct ASSISTIVE DEVICE COMMENTS:

1. Auditory impairmenl

2. Visual impairment

3. Wears denlures

4. Special diet

5 S,,hslan.. ahr,cp nr^hlep.'

6. Bowel impairment

7. Bladder impairment

8. Motor impairment

9. Bcquires contrnuous ocd care

ll. MENTAL HEALTH STATUS: GOOD FAIR POOR COI/N4ENTS:

,*J"ora" occAsroNAL FREouENT rF eROBLEM EXrsrs, puovrDE cor\4rMENT BELow

1. Confused

2. Able to follow instruclions

3. Depressed

4. Able to communicate

lll. CAPACITY FOB SELF CARE: YES NO COMMENTS:

YES NO

2. Can administer and store own medrcations

3 Needs constant medical supervision

4 Currently taking prescribed medications

5. Bathes self

6. Dresses self

7. Feeds self

8. Cares for hisi her own toilet needs

I Able to leave facilrty unassisled

10. Able to ambulate without assistance

1 1 . Able to manage own cash resources

LlC602(7111 PAGE 2 OF 3



PLEASE LIST OVER.THE-COUNTER MEDICATION THAT CAN BE GIVEN TO THE CLIENT/RESIDENT. AS NEEDED.
FOR THE FOLLOWING CONDITIONS:

CONDITIONS
1. Headache
2. Constipation
3. Diarrhea
4. Indigestion
6 Olhorcrcnaaifrtrnndt,._,ilon)

ovER-THE-COUNTER MEDTCATTON(S)

1

2

3

PLEASE LIST CURRENT PRESCRIBED MEDICATIONS THAT ARE BEING TAKEN BY CLIENT/RESIDENT:

- 4. 7.

5

9.

PHYSICIAN'S NAN/E AND ADDFESS

PHYSICIAN'S SIGNATUFE

TELEPHONE:

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION (TO BE COMPLETED BY PESSON'S AUTHORIZED REPRESENTATIVE)
I hereby authonze the release of medical information contained in this report regarding the physical examination of :

PATIENT'S NAIME

TO (NAt\,4E AND ADDFESS OF LICENSING AGENCY):

S'.;NATUqE OF T]ESLDENT P(]TENT AL I]FSIsFNT AND'.)N }i S,i]Ft] AI]THO[] ZED ADDRESS: DATE
IEPNESENTAI Vt

DATE

PAGE 3 OF 3
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E-SOL

Authorization to Administer Medication

Participants name

Program

Medication

Generic Name (if applicable)

Dosage

Times to be administered

Doctors name (printed)

Doctors' signatu re

Date



STATE OF CAL FORN A, HEALTH AND HUIIAN SERV CES AGENCY
CAL]FORNIA DEPARTMENT OF SOCIAL SERV]CES
COiIIVUNITY CABE LICENSING DIVISION

FU NCTIONAL CAPABILITY ASSESSMENT

Licensees of Adult Residential and Social Rehabilitation Facilities must obtain the following information prior toplacement. The Licensee can obtain this assessment information from the applicant or his/her authorized
representative. Adult Day Care Facilities and Adult Day Support Centers may use this form to identify the
functional ability of the applicant as required. The licensee must maintain this information in the client's file as a
part of the Needs and Services Plan.

Note: Residential Care Facilities for the Elderly may use this form to assess the person's functional capabilities as
required in Section 87584 of the regulations.
CTIENT'S NA[,4E DATE OF BIRTH AGE SEX

N/ALE

FEN,,IALE

Check the box that most appropriately describes clients Check the box that most appropriately describes clients
ability:

REPqSIT-IONlNG:
Unable to reposition.
Repositions from side to side.
Repositions from front to back and
back to front.

WtfEEL-QHAlBr
Unable to sit without support.
Sits without support.
Uses wheelchair.
Needs help moving wheelchair.
Moves wheelchair by self.

v_!sroN:
. Severe vision problem.

Mild/moderate vision problem.
Wears glasses to correct vision problem.
No vision problem.

HEARINQ;
Severe hearing loss.
Mild/moderate hearing loss.
Wears hearing aid(s).
No hearing loss.

QoIIMUNIcA_TlQNr
Does not express verbally.
Expresses by facial expressions or
gestures.
Expresses by sounds or movements.
Expresses self verbally.

w-ALKINS;
Does not walk.
Walks with support.
Uses walker.
Walks well alone.

ability:

BATHINed
Does not bathe or shower self.
Needs help with bathing or showering.
Bathes or showers without help.

DBESSING:
Does not dress self.
Needs help with dressing.
Dresses self completely.

TOILETING;
Not toilet trained.
Needs help toileting.
Uses toilet by self.

TRANSFERRING:
Unable to move in and out of a bed or
chair.
Needs help to lransfer.
ls able to move in and out of a bed or
chair.

qANIN-E:NQE:

No bowel and/or bladder control.
Some bowel and/or bladder control.
Use of assistive devices, such as a
catheter.
Complete bowel and/or bladder control.

EATLNQ
Does not feed self.
Feeds self with help from another
person.
Feeds self completely.

GEQQMING:
Does not tend to own personal hygiene.
Needs help with personal hygiene
tasks.
Handles own personal hygiene.

LC9 i2 BCI) (over)



Describe client's medical history and/or conditions:

List prescription medicine: List non-prescription medicine:

Describe mental and/or emotional status:

Able to follow instructions? YES

YES

NO Conf used/disoriented ?

Active Withdrawn

YES NO

Pa es in social activities?

ls there a history of behaviors resulting in harm
lf YES, provide date

NO

to self or others that require supervision?
and describe last occurrence:

Does he/she have ability to manage own finances and cash resources? YES NO

ls there any additional information that would assist the facility in determining client's
suitability for admission? lf YES, describe:

YES NO

S GNAT1JRE OF APPLICANT OR AUTHORIZED REPRESENTATIVE DATE COMPLETED

DATE COTilPLETEDS GNATUqE OF L CENSEE OR FAC!LITY REPRESENTAT V.E



E.SOL

SEIZURE PROCEDURES

1. Current medical information on a consumer's seizure condition must be provided by a
Physician. This medical information must be updated at least annually.

2, lf a consumer has any type of seizure, parents will receive a repot of the incident.

3. lf a consumer has a partial seizure that lasts more than 15 minutes, the parents, or the
emergency contact, will be called in order to remove the consumer from the program so
medical attention can be obtained. In the event neither parent or the emergency contact can
be reached, staff will attempt (as situation demands) to take consumer to the ER, or 911 will
be called.

4. The staff will follow Emergency First Aid and Care Procedures of the Red Cross.

5. lf a consumer has repeated or frequent seizures, parents may be asked to obtain medical
attention in order for the consumer to continue in the program.

I agree with the above procedures

Signature of Parent/Guardian Date



E.SOL

PHOTOGRAPHIC RELEASE FORM

We do hereby give our consent to E-SOL to photograph, and without limitation, to
use such pictures in connection with any of the work of the organization, and/or
purposes of publication in printing matters, Such pictures will always appear in
good taste and will not be used to exploit.

PARTICIPANT

PARENT/GUARDIAN

SIG NATU RE

DATE

lf above named participant is over age 18 and unconserved, he or she must sign
for themselves.

revrsed 9/15/10



STAIE OF CAL FORN]A. HEALTH AND FUI,4AN SERV CES AGENCY

RECORD OF CLIENT'S/RESIDENT'S
SAFEGUARDED CASH RESOURCES
Client/resident: Your signature below indicates you have
received.the following amount of money from the f-acility on
the date indicated.

Facilities that handle client'siresident's cash resources must
matntatn accurate records of all money received and disbursed.
NALIE OF CLIENTlRESIDENT

INSTRUCTIONS:

BALANCE FACI LITY REPRESENTATIVE

1 ) The date of the transaction shall be noted under Date.
2) Use a separate line for each transaction.
3) Supporting receipts for purchases shall be filed in order of clates

ot pLtrcnases.
4) The client's/residenf's (or client's/resldent's representative)

signature aD lhts _f,p_f aL ntay serve as a recelpt for casi
distribution to the client/resident (Sec. 80026(h)(1)(A) anct
87227(s)(t )(A)

5) The facility representative's signalure is necessary to be abte to
verify a caslt transaction.

FACILITY NUMBER: YEAR

CAL]FORNIA DEPARTIVENT OF SOCIAL SERVICES
CON1I,4UNITY CARE LICENSING

CLIENT/RESIOENT
OR REPRESENTATIVE

DESCRIPTION AMOUNT
RECEIVED

AMOUNT
SPENT OR

WITHDRAWN

SIGNATURE FOR CASH TRANSACTIONS

DATE

1C105180



DEVTCE NOTTFICATION

iEALI\ AIlO I]UI,1AI] SEBV CES AGEI]CY

TELECOMMUNICATIONS

CALIFORNIA OEPARTMENT OF SOCIAL SERVIC€S

ADULT DAY SUPPORT CENTERS
ADULT DAY CARE FACILITIES

u
n

f-t
i-t
L]

il
i-t
. l

-l
i_ l

ADULT RESIDENTIAL FACILITY
RESIDENTIAL CARE FACILITY FOR THE
FOSTER FAIVIILY HOME
SOCIAL R EHABILITATION FACILITY
SI',IALL FAMILY HOME
GROUP HOME

ELDERLY

any deaf or hearrnq i'paired' or otherwise impaired resident ol uly community care racirity is entitled to equipment;lrrd se'rrcc ily the telephone company, pursuant to Section 2BB1 of the public utititi", code, lo improve the qualrty orlf'crr telenotrmunications Any resideni t'no n". a declaration irom a ticenseo protessionar or a state or federar agencyL-ursuant tc secilon 2BBl of the Public utilities code, that r'u or rr.r" is deaf or hearing imparred, or otherwise c.jisabredsflotrl'i conlact the locai tr:lephone comf)any and ask for assistance rn obtaining this equrpment and service.ihrs section shail noi be construeci to require, in any way, the rrcensee to provide a separate terephone rine ror anyres tOe n I

tae,-ail^ru -:- r--'=_-::---:- 
_

s 
= 

i r i,.i i c n r E s to,lS i-s r E p;,. tl,r u r r o a r z e-o-n e pFE s e r.r r n r r v E s ,o N A ru F E

FACILITY ADDNESS

f ir; n s p aES :-.r.-a r i rE.s c rl,rru n E

(c) The commission shall also design and implement a program whereby specialized or supplementarleiephone conrmunlcatrons equipment may be provided to subscribers who are certified to be disabled at no chargeaddittonal to the basic exchange rate. The certification, including a statement of medical need lor specialized
:,".::J:i:':i:":'.:,^y?T"l':'1"1, o:.p,?vided bv a ricenseJfhysician and surseon actins wilhin the scope ofpract ce ol h s or her ricense, o. ov uluuri'i:j;i;;"'.;i;Jff]n;# fi:1:,ffiJT;il:;11:.:,:ln the scope ol

CALIFORNIA PUBLIC UTILITIES CODE
SECTION 2BB1 (a) and (c)

23E 1 (a1 The comnrissjon shall design ancl implement a program whereby each telephone corporatjon shal provide aleiecommunicalions de.''ice capable oi serving the needs of iridividuals lvho are deaf or lrearing impaired, together wltha srrrgJe party lrne' at no charge aclditional to the basrc exchange rare, to any subscrrber who is certifred as anr.cr''trJual ''^"ho is deaf or hearing rmpaired oy a ticenseJ o;;;i;;; and surgeon, audiorogrst, or a qualrfied sraie orlr:rJeral a!ilr.jcy as cjeternrined by the corrnrrssion, and to any subscriber that is an organrzation representrngrrciivrduals v"iro are deaf or hearrngL impaired, as determined and speci{ied by the commissron pursuant to subdivrsion
l:lri,J::::."li::',:l;"i:T;ff:"r?:I:u.',i""""end an i'divrduarro a ricensed physician and surseon or audiorosist

OATE

i

l

l"t:- __

DISTRIBUTION:
white: cLtENT
Yellow: CLIENT FtLE

Pink: CLIENT FEPRESENTATTVE

NOTICE

-: -:1:=---:__::



PERSONAL RIGHTS
ADULT COMMUNITY CARE FACILITIES

Each client shall have rights, which include, but are not limited to the following:

(1) A right to be treated with dignity, to have privacy and to be given humane care.

(2) A right to have safe, healthful and comfortable accommodations, including furnishings and equipment to meetyour needs.

(3) A right to be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule,coercion, threat, mental abuse, or other actions of a punitive nature. To be free from restraini"g d""i"*,neglect or excessive medication.

(a) A right to be informed by the licensee of provisions in the law regarding complaints, including the address andtelephone number of the licensing agency, and of information regardin! contiOentiatity.

(5) A right to attend religious services and. activities . Participation in religious services and other religious functionsshall be on a completely voluntary basis.

(6) A right to leave or depart the facility at any time, and to not.belg:k"d into any room or building, day or night.This does not prohibit the development oihouse rules, such as the locking 
"ituiio,. 

doors or windows, for theprotection of the consumer.

(7) A right to visit a facility with a relative or authorized representative prior to admission.

(8) A right to have communications between.the facilityand your relatives or authorizeo represenrative answeredpromptly and completely' including any changes tothe needs ano services;i";;r individualprogram pian.

(9) A right to be informed of the facility's policy concerning family visits, This policy shall encourage regular familytnvolvement and provide ample opportunities for famil! participation i" 
""t[iii"{ at the facility.

(10) A right to have visitors, including advocacy representatives, visit privately during waking hours provided thevisits do not infringe upon the rights of otheiconsumers.

(1 1) A right to possess and control your own cash resources.

(12) A right to wear your own clothes, to possess and use your own personar items, including your own toiretartlcles.

(13) A right to have access to individuar storage space for your p.vare use.

(14) A right to have.access to telephones, to make and receive confidential calls, provided such calls do not infringeon the rights of other clients and do not restrict availability of the telephonu-ii..1ii-.'"rgencres.

(15) A right to prompily receive your unopened mail.

(16) A right to receive assistance in exercising your right to vote.

(tt) 
f":flTJffiff::: 

or reject medical care or health-related services, excepr for those whom regar aurhority has

(18) A right to move from a facility in accordance with the terms of the admission agreement.

Reference;

california code of Regulations' Title 22, Division 6 ' General Licensing Regulations, section g0072; sectio n g1072,social RehabilitationFacilities; section 85072, Adult Rssidential Facilities; section 87872, ResidentLl cur" Facilities for the chronically lll.



STAIE OF CALIFORNIA - ITEALTH ANO IlUMAN SERVIC€S AGENCY
CALIFORNIA DEPARTMENT OF SOCIAL SERVIC€S

COMMUNITY CARE LICENSING DIVISION

PERSONAL RIGHTS
ADULT COMMUNITY CARE FACILITTES

EXPLANATIoN: The california code of Regulations, Title 22 requires that any person admitted to a facirity must beadvjsed of his/her personal rights Facilities are also required to post these rights in areas accessibre to the pubric.
n",:XX:,"Jjtd[:Jil]:"riri:isned to meet both the neeis oipuiron" admitted to racirities and the racirity owners who

This form describes the personal rights to be afforded each person admitted to an adurt communrty care facirity. The formalso provides the complaint proc:edures for.the client and representative/conservator. The facirity staff or crrentrepresentative must communicate these rights in a manner appropriate tor clienfiao,riiv""
This form is to be reviewed' completed and signed by each client and/or each representative/conservator upon admissionto the facility The client and/or representative/conservator also n". ir'" rignt to rlcelu"'l'"o.npr"ted copy of the origina'ysigned form The original signed copy shall oe retaineJin ,n" oi"ri. Rte vinicrr is mainla]ned by the facilitv.

TO: CLIENT OR AUTHORTZED REpRESENTATTVE:

upon satisfactory and full disclosure of the personal rights as explained, complete the followrng acknowledgment:

ffifJ:l,fi,?:ffi:]l;f|" ir""'&ilj,.ffS:'rl? l[fi.ffii ?ffi?1,,' 
advised or, and have received a copy or the

(SIGNATURE OF TN€

(STGNATUR€ oF lrE Rrpnesruu,rivEcorus€RVAToR)

i TrrLE oF rHE REpREserrerrvacoHstpveronr

THE CLIENT AND/OR
L/CENSING AGENCY

THE REPRESENTATIVE/CONSERVATOR HAS THE RIGHT TO BEIO CONTACT REGARDING COMPLAINTS THISAGENCY IS:
INFORMED OF THE APPROPRIATE

ADOR€SS

lC 6l J lr20?) lCdid.^!.r)


