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Crest Services Required Forms:  

____ Crest Services Application Form (2 Pages)  

____ Signed Data Collection Notification (last page) 

For 24-hour Residential Services (HCBS/Waiver Home) please include the 

following:  

____ Social History (if not available, please complete included forms)  

____ Current Medication List (Use included form if needed)  

____ Most Recent Support Plan (Use included Goals and Supports form if not 

available)  

____ Most Recent Psych Evaluation (if applicable)  

____ Seizure Plan (if applicable)  

____ WRAP Form (if applicable)  

____ Most Recent SIS Assessment (Use included Skills Assessment and  

Behaviors Assessment Forms if not available)  

Email Completed forms to: 

CrestReferral@abhomes.org 
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CREST SERVICES 

APPLICATION FORM 

Services Desired: (  ) HCBS Waiver Home   (  ) HCBS HAB                                                

 (  ) SCL Hourly/Unit Based (  ) Respite  

Waiver Level: ____     Funding: (  )Regional  (  ) County (  ) State (Medicaid-Medicare) 

Desired Location:   

(  ) Central Iowa   (  ) Western Iowa     (  ) Eastern Iowa   (  ) Southern Iowa               

(  ) Northern Iowa ( ) Iowa Statewide  (  ) Minnesota  

Applicant’s name:  SSN:  

Current Address: ________________________________________________________  

Telephone Number:    

Date of Birth:  

Sex: (     ) M    (     ) F  

Height:  

 Ambulatory?       ( ) Y    (    ) N  

Behavior Plan?      (   ) Y           (  ) N Name 

and Number of Emergency Contact:  

Name and Number of Case Manager: _______________________________________ 

Date Admission Desired:   

Voluntary Admission?    (     ) Y   (     ) N Marital 

Status:  

U.S. Citizen? _______ 

Cultural/Ethnic Background:   

Language(s) Spoken or Understood: _________________ 

Church Affiliation: ________________________________   

Primary 

Diagnosis:  

Other 

Diagnosis:  

Identifying Marks:    

Place of Birth  

Weight:   Hair Color:  Eye Color:    
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Has the applicant ever been arrested?  (     ) Y  (     ) N If yes, 

please provide dates, reasons, and outcomes:    

 
Has the applicant ever been involved in a civil action?  (     ) Y      (     ) N 

If yes, please provide dates, reasons, and outcomes:    

 

 Does the applicant receive financial assistance?   (     ) Y  (     ) N  

 Burial Account         (     ) Y         (     ) N  Where  

 Trust Fund                (     ) Y         (     ) N  Where  

Will the applicant visit with family and friends on weekends/holidays? (     ) Y    (     

) N Is there anyone the applicant should not visit? 

 

What relationships are important to the applicant?    

 

SSI  SSA  

(Amount)  

Rent Assistance: (  ) Y (  ) N  

Food Assistance/EBT: (  ) Y (  ) N  

Payee: (  ) Y (  ) N 

Payee Contact Info:  

_________________________ 

(Amount)  

Parents  

Other 

 

Medicaid Number  

Health Insurance      (     ) Y         (     ) N  

Medicare Number  

Company  

Life Insurance          (     ) Y         (     ) N  

Policy Number  

Company  Policy Number  

Face Value  Cash Value  

Savings Account      (     ) Y         (     ) N  Where  
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If applicable, who has legal guardianship?  

If other than parents, please specify:  

 Address  Phone  

Date of Guardianship:  

(Please attach a copy of guardianship papers)  

If applicable, who has legal conservatorship?  

If other than parents, please specify:  

 Address  Phone  

Date of Conservatorship:  

(Please attach a copy of conservatorship papers)  

Other Agency Involvement: (vocational rehabilitation, private social service agencies, 

etc.)  

 Case Manager/IHH  Telephone  

Address  


