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Services Provided by Gatesway Foundation

GROUP HOMES

Group homes are living arrangements of 6 or more, where 24-hour supervision and training are
provided. Services are designed to increase living skills which allow them to care for a home,
get a job, and access recreation. Individuals must meet eligibility requirements, and they must
be determined to be capable of having the goal of living independently. Group homes are owned
or leased by the Gatesway Foundation, and are Licensed by the State Department of Health.

SUPPORTED LIVING ARRANGEMENTS

Supported living provides a wide range of individualized support and habilitation services to
individuals living in their own homes with one or two roommates of their choice. Housing is
chosen by the individuals who live there. The individuals receive financial support for their living
expenses, including transportation, habilitation training, specialist services, medical expenses,
etc. This program is offered to Hissom Class Members.

ADULT COMPANION

The adult companion program is a living arrangement in which the companion (provider) and
the consumer share a home and living expenses. Supportive assistance, training, daily living
skills and 24 hour supervision are provided by the companion. Selection of the provider is based
on the consumer’s needs and compatibility of the relationship between the provider and the
consumer. The companion is certified through a home study conducted by the Developmental
Disabilities Services Division.

VOCATIONAL TRAINING CENTER

Gatesway’s Vocational Training Center encourages independence and provides vocational
opportunities for people with developmental disabilities that will enable them to work in the
community and improve their quality of life and their self-esteem. The Vocational Training
Center with the help of local companies, provides a variety of types of work such as assembling,
packaging, labeling, collating, etc. The clients receive hands on training from Vocational
Specialists who will assist them in improving their working skills, learning to perform additional
duties which will prepare them to work towards a job of their choice in the community.

VOCATIONAL REHABILITATION EMPLOYMENT PROGRAM

The Vocational Rehabilitation program places individuals in jobs in the community. A job coach
works with the consumer in identifying career goals, setting up and attending job interviews,
preparing for the interview process, submitting applications, building a resume and beginning a
new job. A “milestone” program, the job coach works on-the-job with the consumer assisting
them in everything from the necessary skills required for the job to appropriate social
interactions at work. The job coach will begin to fade from the job site as the consumer achieves
a level of independence at the job. The final milestone is reached when the consumer reaches
stabilization. The job coach will provide follow-up services to assure the consumer’s continued
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success, intervening as necessary. This program is funded by the Department of Rehabilitation
Services and the Developmental Disabilities Services Division of the Department of Human
Services.

Residential Intake and Placement Procedures (ICF)

APPLICATION

At your request, an application packet will be provided to you. The packet contains a Residential
application which can be mailed or emailed to you, or picked up at our office at 2448 E 81°T
Tulsa, Ok 74137 suite 5200. Your completed application will be reviewed by our Intake
Coordinator to determine the level of care the individual requires and our ability to meet his/her
needs. Your funding source will need to be identified and payment for services approved.

MEET AND GREET

This is an opportunity for the applicant to meet our Direct Care Staff and to learn more about our
services, including the Rights and Responsibilities of our Residents. The Meet and Greet will be
attended by the Administrator of the Program, the Director of Nursing, and the Case Manager
assigned to the facility. It is this committee that will make a decision, based on a consensus,
whether we feel we can meet the applicant’s needs and that the applicant will be safe, and
compliant with the terms of residency.

MOVE IN

Upon approval for admission and when there is an appropriate vacancy, a move-in date will be
set. On that date, a final move-in meeting will take place with the Administrator of the program.
In this final meeting Client Finances will be discussed. The new resident’s furnishings and
personal belongings may be moved into the room and an inventory of the resident’s belongings
will be recorded and signed.
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Promoting Independence

Thank you for your interest in supports for people with Intellectual Disabilities provided by the
Gatesway Foundation. We hope that we can assist you with your needs to find
residential/vocational placement for your loved one. In response to your request, an intake
application is enclosed for our Immediate Care Facility for Individuals with Intellectual Disabilities
(ICF-11D).

The Gatesway Foundation is a not-for-profit Oklahoma corporation that has served the needs of
people with developmental disabilities since its inception in 1963. Supports available through
Gatesway include residential, employment and other supports. Programs are currently provide
in Broken Arrow, Tulsa and surrounding areas.

Our mission is to maximize the potential in each person we serve. Our staff are there to assist
and foster levels of independence. The staff at Gatesway work to exceed the expectations of
people served by providing opportunities and experiences based on each person’s unique
needs. Specialized supports are available to help achieve desirable outcomes. Gatesway staff
strongly believe in a team approach to providing supports that encourages family participation
and involvement.

Gatesway strives to provide supports of the highest quality and does not discriminate on the
basis of race, color, religion, gender, national origin, age, disability or veteran’s status.

Please complete the application and send the required documentation. Sign the release forms
so we can process the paperwork as efficiently as possible. Address is below as it our fax.

Should you need any assistance, do not hesitate to contact me.

Sincerely,
Jamie Young
Admissions Coordinator

Office: 918-258-3900 Ext. 1472
Fax: 918-259-1493
jyoung@gatesway.org
1217 E. College St
Broken Arrow, OK 74012
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Date of application:

Applicant’s name:

Applicant’s present address:

If in institution, name the facility:

Legal competency status:

Person/Agency legally responsible for applicant:

Address:

Email Address:

APPLICANT INFORMATION

Social Security No: Date of Birth:
Citizenship Status: Place of Birth:
Height: Sex: Age:
Hair Color: |dentifying marks:

1Q Level: Type of Test:

Marital Status: [ ] Married [ ]Single [ ] Divorced [ ]Widowed [ ] Separated

REFERRAL INFORMATION

Applicant referred by: Relationship:

Agency:

Address:

Telephone:

IN CASE OF EMERGENCY

Name:

Address:

Telephone: Relationship:

FAMILY COMPOSITION

Applicant’s parents or Guardians:




GATESWAY

FOUNDATI ON

If Guardians, do you have Power Of Attorney [ ]Yes [ ]No
Address:

Telephone: Relationship:

Siblings in the family:
Name Date of Birth Birth Order

APPLICANTS PERSONAL SOURCE OF INCOME

DHS: $ SSI: $ SSDI: $
SSA: § Medicaid # Medicare #
Employment:

Stocks/Bonds: $ Money from family: $
Trust: $ VA: § RR: §

Application made for:

Current Representative Payee:

EDUCATION

Public School: Dates attended:

Address:
1. Has the applicant achieved a High School Equivalency (12" grade)? [ JYes [ ]No

If yes, name and address of school:

2. Has the applicant achieved other education? College or Vo-Tech [ ] Yes [ ] No

If yes, please list and/or describe
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3. Has the applicant received other education through other agencies or programs?
[ 1Yes] ]No

If yes, please list:

Agency Name Worker Active/lnactive Type of Service

INSTITUTIONAL INFORMATION
Has the applicant ever been institutionalized? [ ] Yes [ ] No
If yes, please complete:

Name and address of institution:

Nature or reason for institutionalizing:

WORK HISTORY
Has the applicant ever worked? [ ] Yes [ ] No

If yes, please describe:

Employment Skills:

Most recent placement of employment:

From (Month/Year) To (Month/Year)

Job Description:

Monthly Salary: Reason for leaving:

SHELTERED WORKSHOP
Has the applicant participated in a Training Program? [ ] Yes [ ] No

If yes, name and address:
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Most recent training program enrolled?

From (month/year) To (month/year)

Job Description:

Reason for Leaving:

BEHAVIOR

Does the applicant:

Bite themselves...[ ] Yes [ ] No

Bite Others? ..o, [ 1Yes[ ]No
Hit Others? ..o [ 1Yes[ 1No
Pinch themselves? .........ccooo i [ TYes[ ] No
Pinch Others? ... [ 1Yes[ ] No
Scream for N0 reasoON? .......oovveeviiiiiiiciieee e [ 1Yes[ ] No
Have sudden outbursts? ...........ooovmiimiiiiiiiiieeeeeee, [ 1Yes[ ] No

Have any other behaviors? If so, please describe in detail:

CRIMINAL HISTORY
Has the applicant committed any offenses as a juvenile (18 and under) [ ] Yes [ ]No

If yes, please describe:

Were these offenses probated? [ ] Yes[ ] No
Has the applicant committed an offenses as an adult (over 18) [ ] Yes [ ] No

If yes, please describe:

1. Misdemeanor offense:
Date it was committed:
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Disposition date: Judgement:

2. Felony offense:

Date it was committed:

Disposition date: Judgement:

Does the applicant have a history of alcohol and/or drug use? [ ] Yes[ ] No

If yes, please describe:

Type of addiction: Duration:

MEDICAL INFORMATION
Please complete the following information:

Physician Name:

Address:

Telephone: Frequency of checkups:

Please list additional physicians on the back of this page

Date of last physical checkup:

Has applicant had any surgeries?

Surgery Date
Surgery Date
Surgery Date
Surgery Date

Surgery Date
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Medications and Diagnosis

Does applicant have any allergies? Please list allergy and reaction.

Does applicant experience epileptic seizures? [] yes [] no

If yes please explain

Past hospitalizations?
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Medications

Dosage

Diagnosis for
Medication

Physician

Date
Started

Major lliness

Diagnosis Date
Diagnosis Date
Diagnosis Date
Diagnosis Date
Diagnosis Date

Does applicant have any special medical limitations?

Does applicant wear prosthetic devices?

10
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DENTIST
Name:
Address:
Telephone: Date of last dental exam:
OPTOMETRIST
Name:
Address:
Telephone: Date of last eye exam:

MEDICAL INSURANCE INFORMATION

Insurance Company:

Group Number: Policy Number:
Address:

Telephone: Name of policyholder:
Medicare Number: Medicaid Number:

DEVELOPMENTAL DISABILITY

Age at onset of the disability:
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[ ]1Epilepsy [ ] Intellectual Disability [ ] Cerebral Palsy [ ] Neurological Disability

[ ] Other (please describe):
[ 1Any other disability affecting type of training:

PRESENTING PROBLEM

Please describe the reason for seeking residential and/or vocational housing

Has this candidate applied for the Home and Community Waivered Services through the
Department of Human Services/DDSD [ ]Yes[ ] No

If yes, please specify the approximate year?

PERSONAL INFORMATION
Please check all that apply:
Daily Living Skills
The applicant can...
[ ] Chew and swallow food
[ ] Feed self without assistance
[ ] Use eating utensils properly
[ ] Attend to toileting needs without assistance
[ ] Control bladder during sleep

[ ] Take care of menstrual needs without assistance

12
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[ ]1Dress and undress self without assistance
[ ] Bathe self without assistance
[ 1 Shave self without assistance

[ ] Sleep throughout the night

Communication Skills

[ ] Express self in complete sentences
[ 1 Express self in partial sentences

[ 1 Express self by using sign language
[ 1 Express self by using sounds

[ ] Express own needs to others

[ ] Be easily understood by most other people

SOCIAL INTERACTIONS
How does the applicant...

Relate to others:

Relate to authority:

Relate to peers?:

Use their leisure time?:

How do others relate to the applicant? :

List applicant’s interests and hobbies:

RELIGIOUS PREFERENCES
Please check all that apply:

13
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[ ] Protestant [ ] Roman Catholic [ ] Jewish [ ] Other
Is the applicant a member of a church? [ ] Yes [ ] No

If yes, please list the name and address:

GENERAL INFORMATION

Please provide a brief residential history of applicant:

Please provide a brief description of the applicant’s daily routine:

Please provide a brief description of the social situation the applicant likes:

Is the applicant aware of the community and how they should function within the
community? [ ] Yes[ ] No

If yes, does the applicant...

[ ]1Use table manners? [ 1Use proper language?

[ 1 Recognize a stranger? [ 1Know how to introduce themselves?
[ 1 Know how to use a telephone? [ 1 Know their telephone number?

[ 1 Know their address? [ 1 Know how to cross a street?

[ ] Read? [ ] Write their name?

[ ] Recognize street signs? [ ] Recognize coins and their denomination?

14
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[ 1 Manage their money? [ 1Know how to use an elevator

[ ] Drive a car? [ ] Vote in elections?

Please provide a brief history of the applicant’s education and say other observations,
including the learning style(s) of the applicant:

Please describe the kind of work the applicant performs at home:

Please describe the kind of work the applicant enjoys the most:

Please describe the kind of work the applicant enjoys the least:

15
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ADDITIONAL INFORMATION

We understand this is a sensitive matter, however we like to offer PRE-NEED
ARRANGEMENTS to all families. We have a contract with Moore’s Funeral Home to set up
pre-need/life policies. There are certain stipulations we must abide by so that the policy will not
count against your loved one.

This type of arrangement allows you/client to pay for funeral products and services ahead of
time, before death has occurred. You enter into a legal agreement to fund the arrangements.
Iff'when the client receives paybacks or inheritances (any large amount) at one time we must act
in a timely fashion to spend the money towards purchases they need. At the end of the month, if
the total funds in their account exceeds $2000 they are at risk to lose their Medicaid. Medicaid
covers their medical needs and a portion, if not all of their room and board.

Disclaimer: Gatesway does not receive any funds for using Moore Funeral Homes. If the family
has a different choice in funeral homes please inform us and we can necessary arrangements if
this is an option you are interested in pursuing.

Please circle your answer...

1. Does your loved one have a burial policy? YES or NO
2. Does your loved one have a burial plot? YES or NO

Specify Location

3. Is the policy paid in full? YES or NO
4. Is the burial plot paid in full? YES or NO
5. Does your loved one have a headstone? YES or NO
6. Would you prefer cremation or burial? Specify

Please provide any additional information which you feel we should know about the
applicant:

This application has been completed by:

Relationship to the applicant:

Date: Signature:

FOR OFFICE USE OMLY

Date application received:

Correspondence Information:

16




GATESWAY

FOUNDATI ON

AUTHORIZATION FOR ACCESS BY PATIENT AND/OR
DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name: Medical Record #:

Date of Birth: Social Security #:

| hereby authorize the use and/or disclosure of the Protected Health Information described
below to be provided to or obtained by the following:

[J Self (Note: Please check this box if you are the subject individual of this request.)

Name of Individual/Facility/Company to Receive PHI Name and address of
Individual/Facility to Disclose Information

Gatesway Foundation, Inc.

1217 E. College St

Broken Arrow, OK 74012

Information authorized for use or disclosure, or to be obtained:

Ul All medical information concerning this patient
O Medical information of this patient compiled between to
U Only:

Dates of Treatment, if known:

The information will be obtained, used, or disclosed for the following purpose(s) only:

[ Insurance [ Legal Other (specify) Pre-Admission Screening

1 Continued Treatment [1 At the request of the patient or the patient’s representative

17
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| understand:

« | may revoke this authorization at any time, in writing, except revocation will not apply to
information already used or disclosed in response to this authorization. | may revoke
this document by presenting my written revocation as provided in the Notice of Privacy
Practices. Unless revoked or otherwise indicated, the automatic expiration date will be
one year from the date of signature or upon occurrence of the following event:

R
%

| release the entities listed above, their agents and employees from any liability in

connection with the use or disclosure of the protected health information covered by this

authorization. The entity authorized to disclose the information will not be compensated
by the recipient of the disclosure, except for the cost of copying and mailing as
authorized by law.

+ Information used or disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and no longer protected by federal law. However, the
recipient may be prohibited from disclosing substance abuse information under the
Federal Substance Abuse Confidentiality Requirements.

« | have the right to inspect the health information to be released and | may refuse to sign
this authorization.

< Unless the purpose of this authorization is to determine payment of a claim for benefits,

the requesting entity will not condition the provision of treatment or payment for my care

on my signing this authorization.

I understand that my medical information may indicate that | have communicable or
venereal disease which may include, but is not limited to diseases such as hepatitis,
syphilis, gonorrhea, or the human immunodeficiency virus, also known as Acquired
Immune Deficiency Syndrome (AIDS). | further understand that my medical information
may indicate that | have or have been treated for psychological or psychiatric or
substance abuse.

Signature of Individual or Legal Representative Date

Description of Legal Representatives Authority Expiration Date of Authorization

NOTICE OF RIGHTS: Information in your medical record that you have or may have a
communicable or venereal disease is made confidential by law and cannot be disclosed without
your permission except in limited circumstances including disclosure to persons who have had
risk exposures, disclosure pursuant to an order of the court or Department of Health, disclosure
among health care providers or disclosures for statistical or epidemiological purposes. When
such information is disclosed, it cannot contain information from which you could be identified
unless disclosure of that identifying information is authorized by you, by an order of the court or
the Department of Health, or by law.

18
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Checklist for new admissions into ICF

+ Completed application packet

+ 18 years of age or older (exception: life altering condition up to 21 years of age,
example TBI)

+ Diagnosed with an intellectual disability prior to 18

* 1Q evaluation within one year prior to admission (by a licensed psychologist)

* 1Q of 70 and below or no higher than 75

* Physical within 30 days of admission

» Copy of dental records within last year

» Copy of vision records within last year

* Vaccination Status

Originals of the Following Documents:

» Birth certificate

* Medicaid Card

» State issued ID or Indian Card

» Private Insurance (if applicable)

» Special needs trust/able trust/burial policy
* Immunization records

» Medicare card (if applicable)

* Legal Guardianship (if applicable)

Family Provides

+ Bed and bedding (2 sets of sheets, blankets, bed spread, bed bug protector for
mattress and box spring

* Chest for clothing

* Laundry Hamper/Hangers

» List of visitors/and or individuals who cannot come to visit

Note: Individuals have 60 days of therapeutic leave a year. However, as long as they
are back into the facility before midnight the outing does not count as therapeutic leave.
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