There are over 2.5 million Americans living with epilepsy.  In North and Southeast Texas alone, there are over 200,000 children and adults with epilepsy.  

We are gathering information regarding the need for residential care for our adult seizure population who are not able to live independently for various reasons.  The target population is 21 years of age and older who have epilepsy with mood disorders and/or developmental disabilities. This is a completely voluntary survey for use to assess the need in our area.  All personal information submitted will be held in the strictest of confidence and used only for the information of statistical data needed.  There are places on the questionnaire inquiring as to what you would believe would make an ideal environment for your loved one that you can choose to answer or not.  The current goal is to build a private community so that our loved ones can have safe, secure, structured environment to live in and function to their full potential with respect to their dignity and abilities.

Some current proposals for the private community include:

· 24-hour Supervised Residential Setting

· Medication Supervision

· Seizure Monitoring

· Mental Health and Behavior Monitoring

· Daily Living Assistance and Skills Training

· Counseling and Behavior Modification

· Workshops and/or Vocational Training

· Recreational Areas

· Animal Therapy or Seizure Dog Training

· Family Activity Day

· Awareness and First Aid Presentations and Training

We are attempting to obtain the support of various agencies.  The information that you submit will be very beneficial for that endeavor.  Please take a few moments and fill out the enclosed questionnaire and feel free to add anything that you think could help us with our mission to care for these individuals.

Sincerely,

Denise

NEEDS ASSESSMENT
Residential Services for Seizure and Related Disorders
1. First name only of Person this Assessment is about: _________________________________
2. Age of Person: ____________________ Gender:  M      F   Race: ________________________
3. Type of Insurance (e.g. Medicaid, Medicare, Private) __________________________________
4. Type(s) of Seizures: ____________________________________________________________
_______________________________________________________________________________
5. Brief Description of Seizures: _____________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
6. Are Seizures Controlled/Uncontrolled: ______________________________________________
7. How often do Seizures occur? ___________________________________________________
8. Please give Name, Dosage and how many times a day medicines are prescribed: 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
9. Please tell us what other (if any) Types of Seizure Therapies are used (e.g. VNS, Ketogenic Diet, etc.): ____________________________________________________________________
_______________________________________________________________________________

_______________________________________________________________________________

10. Please List any additional Medical Problems (e.g. Autism, Cerebral Palsy, etc.): ____________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

11. Please give a brief description of Mental Status of Person(e.g. MR, Average): ______________

______________________________________________________________________________________________________________________________________________________________

12. Are there any associated Mental/Mood Disorders? (e.g. Depression/Anxiety, Bi-Polar, etc.): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Please list any Behavioral/Impulse Problems (e.g. Tantrums, Lying, Stealing, etc.): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
14. Are Special Modifications or Equipment needed? (e.g. Wheelchair, Ramp, etc.):
_______________________________________________________________________________

15. Is Assistance needed with dressing? Y  N        Eating? Y  N          Bathing?  Y  N

16. Is the Person in school?  Y      N  

17. Employed?  Y   N           Capable of Employment?:   Y   N

18. In a Day Program?  Y  N  What Type?: _____________________________________________
19. Would Assistance with Transportation to/from dr. appts, etc. be needed?  Y    N   
20. Would you like Counseling available?  Y   N          Workshops?:  Y  N
21. What are your thoughts on the Seizure Dogs or some other Animal Therapy?_______________
_______________________________________________________________________________

_______________________________________________________________________________

22. What other information to you feel is necessary to complete this Questionnaire? 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

23. In your opinion, what do you think would make an ideal environment for this Person? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
24. Do you have Legal Guardianship for the Person that this Questionnaire is about?  Y   N

25. If not, do you intend to obtain Legal Guardianship for this Person?  Y   N

VOLUNTARY CONTACT INFORMATION:

NAME OF PERSON FILLING OUT QUESTIONNAIRE: __________________________________

ADDRESS: _____________________________________________________________________

CITY: ___________________________________ ZIP CODE: _____________________________

EMAIL: ________________________________________________________________________

PHONE: _______________________________________________________________________

Thank you for taking the time to fill out this questionnaire.  

Please mail back to: 
NEEDS ASSESSMENT
32631 Wright Road 
Magnolia, Texas 77355

Or, if you would like, you can scan or attach and email it to me or for more information, my email is: myspecialneeds@sbcglobal.net
Or fax to:  1-281-259-8165
