Referral Application

LEAP Inc.

Life Enrichment Advancing People

313 Farmington Falls Road
Farmington, ME 04938

Phone: (207) 0778-3443       Fax: (207) 778-6070
LEAP’s Mission:  Life Enrichment Advancing People was originally incorporated as a private non-profit organization in 1980 as the Western Maine Association for Retarded Citizens.  LEAP restructured in 1992 to revitalize its’ philosophy and mission to better serve the interests and needs of people with cognitive & intellectual disabilities in our community.

LEAP exists for the following purposes: 

· To empower people with disabilities to lead joyful lives with dignity, independence, and autonomy by providing comprehensive and individualized supports. The fundamental operating principle followed LEAP in providing services is to optimize each individual’s fulfillment of: 

· Physical Well-Being 

· Self Expression 

· Experiences of Joy 

LEAP presently provides a variety of individualized & community supports for people with intellectual and developmental disabilities in Central & Western Maine. 

Date of Application: _________________ 

Name of Applicant for Service: ________________________________ 

Date of Birth: ___________ 

Social Security: ________________________ 

Gender: __________

Height: _______  

Weight: ________ 

Current Residence: ____________________________________ 

Current Telephone #: ________________ 

Current Address: 
_________________________ 

          


_________________________ 

          


_________________________ 

Guardianship Status: Self? ______________ Other? ____________ 

Names of Guardian if not Applicant: _________________________ 

   Guardian Telephone #: ________________________ 

   Guardian Address:
_______________________ 

  



_______________________ 

   



_______________________ 

  



_______________________ 

Nature of Disability:  _____________________________________________________ 

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Other Impairments? 

Hearing: _______ Speech: _______ Vision: _______ Ambulation: _______ 

Case Management or State Services Being Utilized?  ___________________________

Name and contact info for caseworker:_______________________________________
Funding Sources in Place? 

*Social Security   
Yes  -  No  -
Pending 

*Medicaid/Waiver   
Yes  -  No  -  Pending 

*Employment   
Yes  -  No  - 
Pending 

*Other funding options:  _____________________________________________

____________________________________________________________________________________________________________________________________________

What services are being sought?  __________________________________________ 

____________________________________________________________________________________________________________________________________________

What would be the best situation for the applicant?  ____________________________ 

____________________________________________________________________________________________________________________________________________

Other goals and dreams that LEAP may assist with?  ___________________________ 

____________________________________________________________________________________________________________________________________________

Provide a brief description of this person’s social strengths and needs  _____________ 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other Interests:  ________________________________________________________

____________________________________________________________________________________________________________________________________________

Dislikes:  ______________________________________________________________ 

____________________________________________________________________________________________________________________________________________

Does this person exhibit any problematic or limiting behavior? ____________________

(If yes, please describe issues and successful supports)  ________________________ 

____________________________________________________________________________________________________________________________________________

Does this person have any medical needs such as seizures, heart irregularity, special diets, asthma, etc.?  
Yes  or  No
  If yes, then please describe:  ______________________________________________________________________ 

____________________________________________________________________________________________________________________________________________ 

Is this person receiving medication?
Yes  or  No
(If yes, please list below): 

Medication:                         Dosage:                      Reason:

____________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________

Describe Training/Support Programs currently in place: _________________________ 

__________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Describe the goals of this person’s employment or day program activities:

______________________________________________________________________ 

____________________________________________________________________________________________________________________________________________

Please attach any other information that will assist LEAP to best meet needs of the applicant.  The following information must accompany this application: Medical Review/Physical Examination within past 12 months, Medication Evaluation within last 4 months (if applicable).  Most recent IDT/IEP/Program Goals, Any Occupational Therapy, Physical Therapy, or other assessments within last 12 months.  Although LEAP may not have an opening at the present, we will review this application and contact a liaison from the applicant’s team within 30 days to clarify either the next step to develop services options, or to set up a team meeting.  Please contact Darryl Wood, Residential Services  Director of LEAP, at (207) 778-4817 ext.112 for more information or  to get an update on this application. 

Signature of person completing the application:_______________________________ 

Contact Person: ___________________ Contact Phone: __________________ 

LEAP, Inc.  

Phone:(207) 778-3443
Fax: (207) 778-6070

313 Farmington Falls Rd.,     Farmington, Maine 04938
