ACCENT on Family Care Services, llc
Welcome to ACCENT!  We are an agency dedicated to finding the right person to meet your family’s specific needs.  All providers must meet personally with the owner of ACCENT to see if they match our high expectations.  

Our website, accentonfamily.com, is designed to be a resource for both families and providers.  Any forms you may need will be found on the Forms page of the website along with instructions regarding the forms.  An outline of our training is on the Positive Behavior Supports Page.  On our Links page you can find helpful links regarding such things as videos of sign language and CPR as well as educational tools, recommended reading, etc. 

Please keep us informed of any personal information changes such as your contact information.

We encourage you to stay in contact with us to keep us informed about the progress of your child and also to let us know if there is anything we can do to better meet your needs.  Our contact information is on the forms page of accentonfamily.com.

Our Address: 19322 E. Calle De Flores, Queen Creek AZ  85142

Our Phone:  480-518-2285

Our Fax:  480-677-3477

Our email: Debbie@accentonfamily.com

Thank you for choosing ACCENT on Family Care Services!

Sincerely,

Deborah Belnap
President of ACCENT on Family Care Services, llc

ACCENT on Family Care Services, llc
GENERAL CONSENT AND AUTHORIZATION
I, ___________________________________________________________, certify that I am the



                Parent or Guardian’s name (print)
_____________________________________ of ______________________________________

                      Relationship to client                                                                   Name of client

And I consent to the following for ____ him/ ____ her during the time the client is with ACCENT on Family Care Services, llc (Check all that have your authorization)

___ Necessary Emergency Treatment(s)

___ Necessary educational, vocational, and therapeutic evaluation/assessments with the exception(s) of:

______________________________________________________________________________

___ Routine Medical Care

___ Administration of over-the-counter medications and prescription medication (as prescribed by a physician or dentist and not to exceed the maximum dosage), except for:

______________________________________________________________________________

___ Participation in routine routing recreational/leisure activities

I also give permission for the release of the following information (check all that apply).

___ Medical records

___ Social

___ Educational

___ Psychological

___ Other _____________________________________________________________________

I certify that I understand the above information. I also understand that my consent may be withdrawn at any time by my written notification to ACCENT on Family Care Services, llc.

_______________________________________________________        ___________________

Parent or Guardian’s signature                                                                           Date
ACCENT on Family Care Services, llc

To better serve you, please fill out this form entirely.

Name of Client ________________________________________________________________________

Date of Birth _______________________________ Diagnoses __________________________________

Areas client needs to work on: ____________________________________________________________

_____________________________________________________________________________________

Parent/Guardian’s full names and relationship to the child:

_____________________________________________________________________________________

_____________________________________________________________________________________

Home Address with Zip code: _____________________________________________________________

_____________________________________________________________________________________

Home Phone: ___________________________________ Cell: __________________________________

Work Number: __________________________________ Fax: __________________________________

E-mail: _______________________________________________________________________________

Support Coordinator’s Name & Phone Number: ______________________________________________

_____________________________________________________________________________________

Approved monthly hours of:        HAB: __________         Respite: __________          Att. Care: __________

Days and Times you need a provider: ______________________________________________________

_____________________________________________________________________________________

Qualities of a provider that you want: ______________________________________________________

ACCENT ON FAMILY CARE SERVICES, LLC

PRE-SERVICE PROVIDER ORIENTATION

Please fill this form out completely so that the provider and ACCENT may have all necessary information. A copy of this must be retained by the provider and a copy must be sent to ACCENT on Family.

CRITICAL INFORMATION:
Client’s Full Name_______________________________________________________ Soc. Sec. #____________________________

Birth date_____________________ Address________________________________________________________________________

Guardian’s Full Name__________________________________________________________________________________________

Address_____________________________________________________________________________________________________

Emergency Contact’s Name_________________________________________________________ Phone______________________

Support Coordinator’s Name_________________________________________________________ Phone______________________

Health Plan______________________________________ ID #​_____________________________ Phone______________________

Primary Care Physician’s Name__________________________________________________________________________________

Physician’s Address___________________________________________________________________________________________

Urgent Care Name & Location___________________________________________________________________________________

Day Program (if applicable) Name_______________________________________ Days & Hours Attend_______________________
HEALTH-MEDICAL:

Current Medications & Significant Historical Medication Issues:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Allergies to Food, Medication, Bee stings, other: ____________________________________________________________________

Recommended response to allergic reaction ________________________________________________________________________

Seizures? No____ Yes____ Frequency? ______________________ Approximate duration __________________________________

Recommended Response to seizure activity ________________________________________________________________________

Assistive Devices: Vision_______________________ Hearing __________________________ Dental ________________________

Protective Devices: __________________________________________________ Purpose __________________________________

Other Individualized Health Care Routines: ________________________________________________________________________

Is there any special training required: No____ Yes____ Describe_______________________________________________________

FOOD:
Independent with Utensils: No_____ Yes_____ /Requires Assistance: No_____ Yes_____ /Choking Hazard: No_____ Yes_____

Required Consistency of Food: Normal _____ Pureed_____ Chopped _____ /Tube Feeding: No_____ Yes_____

Special Diet: _________________________________________________________________________________________________

Eating Disorder: No_____ Yes_____ Describe: _____________________________________________________________________

Beverages: Independent with Cup: No_____ Yes_____              Requires Assistance: No_____ Yes_____

Independent in obtaining/requesting beverages: No_____ Yes_____              Adaptive eating/drinking equipment: No_____ Yes_____

Special Liquid intake needs: ____________________________________________________________________________________

COMMUNICATION:

Uses: Complex Sentences _____ Simple Sentences _____ Signs _____ Nods _____ Gestures _____ Augmentative Device ______

MOBILITY:

Balance while Standing: Excellent ______ Moderate ______ Poor ______ Uses Adaptive Aids for Balance ______

Crawls/Scoots ______ Kneels ______ Stands ______ Walks ______ Runs ______ Climbs ______

Mobility/Balance Aids: Walker ____ Cane ____ Crutches ____ AFO’s ____ Leg Braces ____ Wheelchair ____ Other ____________

Positioning Instructions: _______________________________________________________________________________________

Lifting/Carrying Instructions: ___________________________________________________________________________________

PERSONAL CARE SKILLS:

	
	Dressing
	Toileting
	Bathing
	Dental Care
	Menses
	Med. Admin.
	Other

	Independent
	
	
	
	
	
	
	

	Requires Prompts
	
	
	
	
	
	
	

	Limited Assistance
	
	
	
	
	
	
	

	Significant Assist.
	
	
	
	
	
	
	


Describe personal care needs and preferences: ______________________________________________________________________

____________________________________________________________________________________________________________

BEHAVIOR CONCERNS:




         Does Provider need CIT Training?  No _____ Yes _____

                                   Brief Description                                                    Frequency                                Recommended Intervention

Aggression __________________________________________________________________________________________________

Self-Injurious Behavior ________________________________________________________________________________________

Property Destruction __________________________________________________________________________________________

AWOL _____________________________________________________________________________________________________

Self-Stimulation ______________________________________________________________________________________________

Sexual Acting Out ____________________________________________________________________________________________

Other ______________________________________________________________________________________________________

Is Behavior Treatment Plan available for additional information?  No______ Yes ______

Please write reason for Behavior Treatment Plan on a separate sheet of paper & attach to this form.

***This MUST be signed by both the Parent/Guardian AND the Provider. It MUST then be sent to ACCENT BEFORE services begin. The Provider MUST have a copy of this form with them whenever with the client. ***
Parent/Guardian’s Signature: __________________________________________________________________ Date: ____________

Provider’s Printed Name & Phone #:______________________________________________________________________________

Provider’s Signature: ________________________________________________________________________ Date: _____________
ACCENT on Family Care Services, llc

Transportation Waiver
I, ______________________________________________, give my permission for

             (parent or legal Guardian’s full name)

______________________________________ to transport in his/her own vehicle

      (provider’s full name)

my child, ____________________________________, born on, _____________.

                           (client’s/child’s full name)                                                 (birth date)

I, _______________________________________________________________

                               (provider’s full name)

Verify that my driver’s license, auto insurance and auto registration for the vehicle used to transport said client is valid and current and meets all state laws and requirements and is on file with ACCENT on Family Care Services, llc.  I also verify that the vehicle used to transport said client is in safe condition and passes state safety requirements.  I also swear that no harmful substances will be in the vehicle when transporting client and that I will be of sound mind and not be under the influence of alcohol, illegal drugs or other substances that my impair my judgement.  I swear to uphold all traffic regulations while transporting said client.  I will only transport client to places that are agreed to with parent or legal guardian prior to transporting the client.

Parent or Legal Guardian’s Signature                                                         Date

Parent or Legal Guardian’s Address

Provider’s Signature                                                                                       Date

      19322 E. Calle De Flores, Queen Creek, AZ  85242  *  480-518-2285  *  ACCENTonFamily.com

