	OPTIONS COUNSELING DISCOVERY TOOL*

	NAME:
	PARENT/GUARDIAN:



	ADDRESS:



	CITY/TOWN:                                                                                             STATE:                                                              ZIP CODE:



	PHONE:                                                                                                       PHONE (TTY):



	D.O.B:                                                                                                           GENDER:              MALE     FEMALE       OTHER


	CONTACT/COMMUNICATION PREFERENCES: 


	CONSUMER’S GOAL/IDEAL LIVING SITUATION & SUPPORT SYSTEM

	







				MARITAL STATUS

	
  SINGLE            MARRIED            SEPARATED            DIVORCED            WIDOW/WIDOWER          OTHER


	PRIMARY DISABILITY

	


	CURRENT LIVING SITUATION

	
  INDEPENDENT       ASSISTED LIVING       NURSING HOME       DEPENDENT/W FAMILY FRIEND      CONGREGATE 
        
  GROUP HOME       SUPPORTED LIVING      SHELTER        HOMELESS      OTHER

	CURRENT SUPPORT NETWORK - INFORMAL/NATURAL

	



CONTACT INFORMATION  ____________________________________________________________________________


	CURRENT SUPPORT NETWORK - FORMAL

	
 ASAP        DDS       DMH        DTA        ILC      MCB      MCDHH        MRC        VETERAN’S   
   OTHER:

CONTACT INFORMATION  ____________________________________________________________________________


	
MODE OF TRANSPORTATION

	
 PUBLIC TRANSPORTATION       PRIVATE VEHICLE     OTHER ____________________________________________


	* THIS TEMPLATE IS A MODIFIED VERSION OF INDEPENDENCE ASSOCIATES OPTIONS COUNSELING ASSESSMENT FORM


	INSURANCE

	
  MEDICAID            MEDICARE            OTHER______________________________________________________________________________________

HEALTH INSURANCE I.D. NUMBER:______________________________________________________________________________________________________


	OPTIONS DISCUSSED

	 ADVOCACY                                           HOME MODIFICATION                             PUBLIC BENEFITS 
 ASSISTED TECHNOLOGY                HOUSING                                                           (Utilities, fuel, SNAP)
 CAREGIVER SUPPORT                     IMMIGRATION                                             SENIOR CENTER
 CREDIT/DEBT                                    LEGAL SERVICES                                         SCO/PACE
 DENTAL                                                 LONG TERM PLACEMENT                       SHINE
 EMPLOYMENT                                      (NH/RESTHOME)                                        SUBSTANCE USE/MENTAL HLTH 
 FINANCIAL                                           MEDICAL EQUIPMENT                              SUBSTITUTED DECISION-MAKING
 HEALTH INSURANCE                       MEDICATIONS                                              TRANSPORTATION
 HEARING/VISION                              PCA                                                                   TRANSITIONING
 HOME CARE                                         PUBLIC BENEFITS                                      VETERANS’ BENEFITS
                                                                         (Utilities, fuel, SNAP)

	NEXT STEPS: TASKS TO BE COMPLETED BY CONSUMER                

	









	DOCUMENTS NEEDED



	 ADDRESSES FOR THE PAST 5 YEARS                                   COPY OF PHOTO I.D.     
 BANK ACCOUNT INFO                                                           COPY OF SS CARD   
 BANKRUPTCY DISCHARGE NOTICE                                     DISABILITY VERIFICATION                                                                                      
 COPY OF BIRTH CERTIFICATE                                               EMERGENCY REFERENCE  
 COPY OF EVICTION NOTICE                                                  LETTER OF HOMELESSNESS   
 COPY OF FORECLOSURE LETTER                                          PROOF OF INCOME
 COPY OF DD214 (MILITARY SEPARATION RECORD)        REFERENCES (2)




	NEXT STEPS: TASKS TO BE COMPLETED BY COUNSELOR 

	










	
Consumer Signature: _______________________________________  Date:_________________________                                                                       

Options Counselor Signature: ________________________________  Date:_________________________



