CAP/C Initial Assessment Preparation

Child’s Demographics

Name: DOB: Date:

Parent/Guardian Name(s):

Address:

City: State: Zip:
Email: Cell #: Home #:

Emergency Contact (EC): EC Phone #:

(not a parent/guardian)

EC Relationship: Any Contact Restrictions for Child:
Gender: Ethnicity: Height/Weight:
Primary Insurance: ID#: Policyholder:

Medicaid type:

Deductible/spenddown? Y/N

If pending, date of app:

Child's Diagnosis(es): A4 list of diagnoses can be found on your
last discharge summary from your child’s medical provider or
the hospital. It is also available through most care providers
online. Start with the most severe diagnosis.

Additional Information:




Providers/Specialists

List all doctors and specialists who see your child (e.g., primary care, complex care,
pediatrics/developmental pediatrics, physiatry/PMR (rehab), psychiatry/psychology/mental health,
audiology, cardiology, oncology/hematology, neurology/neurosurgery, ENT, endocrinology, urology,
dermatology, pulmonary, eye, nutrition/feeding/diet, gastrointestinal (GI), orthopedics, dentist/ora
surgeon, palliative/pain, allergy/immunology, rheumatology, general surgery, etc.). Attach list if more
room is needed.

Provider’s Clinic Address and Phone Number Last Next
Name/Specialty appointment | Appointment




Therapies

List all therapies your child has on a regular basis (Physical Therapy (PT), Occupational Therapy (OT),
Speech Therapy (ST), vision, feeding therapy, ASL/hearing therapy, ABA, play therapy, etc.). If you have a
copy of a recent evaluation or reevaluation to share with the evaluator, it may be helpful to include goals. If
your child has a communication device, please share the name and age of the device, as well as ownership

status. Attach list if more room is needed.

Therapist’s Type of
Name/Phone/Email/Therapy Practice Therapy

Frequency and
Length of Each
Visit

Therapy Location
(e.g., home/school/clinic)
and Equipment Used




Medications

List all regular prescrigtions, including as needed (PRN) and over-the-counter (OTC) medications,

ointments/creams, her

als, vitamin/mineral/dietary (nutritional) supplements, and medications

delivered via IV, aerosol/nebulizer, or subcutaneous injection. Attach list if more room is needed.

Medication Name

Strength/Dose/Route

Frequency

Reason Prescribed




Allergies

Attach list if more room is needed.

Name of Allergen Reaction

Hospitalizations/Procedures/Surgeries, ED/ER Visits, Urgent Care Visits, or
Emergent/Sick/Same-day Visits to the Child’s Medical Providers

These dates can be found in your child’s online portals. For ED/ER and Urgent Care Visits, include
all visits within the last 12 months. We recommend that you provide information for all
hospitalizations and surgeries. Attach list if more room is needed.

Type Care Provided (from list above) and Reason for Visit Date(s) of Care




Continued: Hospitalizations/Procedures/Surgeries, ED/ER Visits, Urgent Care Visits, or
Emergent/Sick/Same-day Visits to the Child’s Medical Providers

Type Care Provided (from list above) and Reason for Visit Date(s) of Care

Pain Survey

How would you rate your child's overall level of comfort? [_] Excellent [ ] Good [] Fair [] Poor

Has your child had any recent/recurring pain?

How did you address the pain (e.g., medication, massage, heat/ice, etc.)? Was it beneficial?




Seizures/Thermoregulation Disorders/Sleep Disorders

How often does your child experience seizures? (If your child is currently being evaluated for seizures,
explain.)

Have you noticed that anything happens immediately before or after a seizure?

What happens during a seizure?

How are the seizures being treated? (Think about what you do preventatively and what you do during the
actual seizure to keep your child safe.)

If you utilize PRN/rescue medication, how often is it used?

If your child has a thermoregulation disorder, what are the symptoms and how is it managed?

If your child has a sleep disorder, what are the symptoms and how is it managed?

Musculoskeletal Abilities

Ambulatory Status: Check the box that describes your child’s ability to move from one place to another.

[J Independent (with or without device)
[J Person-assist

[J Device-assist

[J Non-ambulatory/mobile

[J Non-ambulatory/non-mobile

[J Wheelchair (wheels self or assisted)

Is positioning assistance needed? Circle: Yes / No

Does your child experience any of the following: Circle: Contractures Spinal Curvature Amputation

Strength: Circle the description that best describes your child’s strength in each area.

o [Left-sided Circle: Normal Mild deficits Moderate deficits Severe deficits Paralysis
e Right-sided Circle: Normal Mild deficits Moderate deficits Severe deficits Paralysis
e Upperbody Circle: Normal Mild deficits Moderate deficits Severe deficits Paralysis

e Lowerbody Circle: Normal Mild deficits Moderate deficits Severe deficits Paralysis
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Continued: Musculoskeletal Abilities

Tone: Circle the description that best describes your child’s tone in each area.
o Leftsided  Circle: Rigid/High Normal Flaccid/Low
e Right-sided Circle: Rigid/High Normal Flaccid/Low
e Upperbody Circle: Rigid/High Normal Flaccid/Low
e Lowerbody Circle: Rigid/High Normal Flaccid/Low

Balance: Check the description that best describes your child’s ability to balance while sitting.

[J Maintains position as required
[J Unsteady, but able to rebalance without assistance
[J Needs partial physical support to maintain balance

[J Cannot attempt without extensive assistance

Balance: Check the description that best describes your child’s ability to balance while standing.
[J Maintains position as required
[J Unsteady, but able to rebalance without assistance
[J Needs partial physical support to maintain balance

[J Cannot attempt without extensive assistance

Muscle Endurance: Check the description that best describes your child’s ability to use their muscles
before feeling fatigue.

[J Within normal limits
[J Minimal limitation
[J Moderate limitation

[J Severe limitation




Fall Risk

Falls: Check each fall risk applicable to your child.

[J Unsteady gait

[J Seizures

[J Clutter in home
[J Unsafe equipment
[J Poor vision

[J Other:

O N/A

Falls: How frequently does your child fall?
[J Fell in the 30 days
[J Fell in the last 2-6 months
[J Fracture in last 6 months

[J None of the above
How many falls in the last 6 months?
How many falls in the last 12 months?

How do you reduce the likelihood of falls at home?

Range of Motion (ROM)

Indicate level and frequency of ROM for each joint in your child’s body.

[J Neck Circle: Normal
[J Shoulders Circle: Normal
[J Wrist Circle: Normal

[J Hips Circle: Normal

[J Ankles Circle: Normal
[J Spine Circle: Normal
[J Elbows Circle: Normal
[J Fingers Circle: Normal
[J Knees Circle: Normal

[J Faceldaw Circle: Normal

Limited [Indicate frequency of range of motion:
Limited [Indicate frequency of range of motion:
Limited Indicate frequency of range of motion:
Limited Indicate frequency of range of motion:
Limited [Indicate frequency of range of motion:
Limited Indicate frequency of range of motion:
Limited [Indicate frequency of range of motion:
Limited [Indicate frequency of range of motion:
Limited Indicate frequency of range of motion:

Limited [Indicate frequency of range of motion:




Activities of Daily Living (ADLs) Needs

For each ADL, indicate your child’s level of independence and explain in the notes how often the ADL is

performed and whether or not any assistive devices are used.

ADL

Level of Independence

Additional Information

Bathing

[J Independent

[J Independent, setup help only
[J Supervision/cueing

[J Limited assistance

[J Extensive assistance

[J Maximal assistance

[J Total dependence

Frequency of ADL:

Assistive devices used and how often
needed:

Limitation is due to which of the following:
[J Physical
[J Cognitive
[J Behavioral

Personal Hygiene

[J Independent

[J Independent, setup help only
[J Supervision/cueing

[J Limited assistance

[J Extensive assistance

[J Maximal assistance

[J Total dependence

Frequency of ADL:

Assistive devices used and how often
needed:

Limitation is due to which of the following:
[J Physical
[J Cognitive
[J Behavioral

Dressing [J Independent Frequency of ADL:
[J Independent, setup help onl
p .. ) p p y Assistive devices used and how often
s n/
1.1pe.:rV1510 .cuemg needed:
[J Limited assistance
[J Extensive assistance
[J Maximal assistance Limitation is due to which of the following:
[J Total dependence [J Physical
[J Cognitive
(J Behavioral
Bed Mobility [J Independent Frequency of ADL:

[J Independent, setup help only
[J Supervision/cueing

[J Limited assistance

[J Extensive assistance

[J Maximal assistance

[J Total dependence

Assistive devices used and how often
needed:

Limitation is due to which of the following:
[J Physical
[J Cognitive
[J Behavioral
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Mobility [J Independent Frequency of ADL:
8 étc;e:ri?izlg?ci?;log help only Assistive devices used and how often
needed:
[0 Limited assistance
[ Extensive assistance
[J Maximal assistance Limitation is due to which of the following:
[J Total dependence [J Physical
[J Cognitive
[J Behavioral
Transfer (J Independent Frequency of ADL:
g Islzlcll)?rilil:izlrll‘[/’ciee:‘[;lf)g help only Assistive devices used and how often
needed:
[J Limited assistance
[J Extensive assistance
[J Maximal assistance Limitation is due to which of the following:
[J Total dependence [J Physical
[J Cognitive
[J Behavioral
Eating [J Independent Frequency of ADL:
g é?lieg)ri?izlrllt/,c?g;pg help only Assistive devices used and how often
needed:
[J Limited assistance
[J Extensive assistance
[J Maximal assistance Limitation is due to which of the following:
[J Total dependence [J Physical
[J Cognitive
[J Behavioral
Elimination [J Independent Frequency of ADL:
g I;E;?;?ii?j;gg; help only Assistive devices used and how often
needed:
[J Limited assistance
[J Extensive assistance
[J Maximal assistance Limitation is due to which of the following:
[J Total dependence [J Physical
[J Cognitive
[J Behavioral

Cardio-Respiratory

Circle yes/no for each cardio-respiratory monitoring listed and provide detail regarding alarm settings.

[J Pulse oximetry Circle: Yes/No Alarm Settings:
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[J Apnea monitor Circle: Yes/No Alarm Settings:

[J Cardiac monitor Circle: Yes/No Alarm Settings:

Circle yes/no for each cardio-respiratory treatment listed and provide detail regarding the settings.

[J CPAP Circle: Yes/No Pressure and Frequency Settings:

[J BiPAP Circle: Yes/No IPAP Pressure and Frequency Settings:

EPAP Pressure and Frequency Settings:

Circle yes/no for the cardio-respiratory treatment listed and then, if relevant, provide detail regarding the
device, settings, and medical orders for treatment.

[J Ventilator Circle: Yes/No

Type: Fi02:

Mode: PEEP/CPAP:

Vit LE:

Rate: Pressure Limit:

Flow: Sensitivity:

PIP: Frequency Ordered/Used:
Nutrition

Provide current height and weight for your child and include units.

Height: Weight:

Is oral supplementary nutrition given? Circle: Yes / No

If yes, name of supplement:

If yes, amount of supplement and calories per container:

If yes, frequency of supplementation:

Does the child have a feeding tube? Circle: Yes / No

If yes, type of feeding tube:

If yes, brand and size of feeding tube:

If yes, frequency and location of feeding tube change:

If yes, % of daily nutrition/calories: OR water/meds ONLY Circle: Yes / No

If yes, average fluid intake:

Does the child consume formula or a blended diet? Circle: Formula / Blended Diet / Combination
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If yes, name/type of formula/blend:

If yes, amount and number of calories per container:

If yes, number of calories per 24 hours:

Does the child require parenteral feeding? Circle: Yes / No

If yes, % of calories through parenteral feeding:

If yes, TPN rate: and lipid rate:

If yes, TPN hours/day: and lipid hours/day:

Durable Medical Equipment Provider(s)

List all providers for specialty supplies and Medicaid services, including nursing/home care, home health

visits, equipment company and supply company. Examples of supplies and equipment include: orthotics,

hand splints, helmet, sleep safe bed, hi-lo chair, Hoyer lift, wheelchair, oxygen supplies, feeding/nutrition

supplies, incontinence supplies, cardiac monitor, apnea monitor, suction machine and supplies, pulmonary
percussion vest, cough assist, trach supplies, CPAP, bi-pap, ventilator, shower/bath chair, etc.

DME Provider Types of Equipment
Name

Point of Contact and Phone
Number/Email Address

13




