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CORE Foundations at Kennedy Krieger Montgomery County Campus

CORE Foundations provides individuals of all abilities opportunities and education to continue developing core skills that
are the foundation for a successful adult life. CORE Foundations provides community integration, employment
opportunities, and social engagement programming.

If you have any questions during the application process contact Stacey Herman, Director of Post-Secondary Services
at Hermanst@kennedykrieger.org.

Name: Date of Birth:
Address: Home Phone:
Street: Cell Number:
City: Email:
Zip Code:
Father: Home Phone:
Cell Phone:
Father’s Place of Employment: Work Phone
Email Address:
Mother: Home Phone:
Cell Phone:
Mother’s Place of Employment: Work Phone:
Email Address:
Emergency Contact (other than parent) Cell Phone:
Email Address:

Is the student his or her own guardian: O YES O NO
***If no, please attach court documents.

What High School did you attend?

If applies, have you ever been placed on a behavioral plan while in high school? | [0 YES 1 NO
If yes, please attach to the application with any supporting documentation.
If applies, have you ever been suspended/excluded removed from high school? | [0 YES ] NO

If yes, please describe:

If applies, have you ever utilized the services of a 1:1 aide? What was the 1 YES ] NO
purpose?
Have you ever been involved in the court system? If yes, please explain: O YES O NO
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Do you plan to pursue entry level employment in your community? O YES LINO

If so, what kind of work do you want to do?

Do you want to work full-time or part-time? O Full time
(40 hours per week)

O Part Time

(20 hours per week)
Do you have previous paid work OUTSIDE of school programming? O YES O NO
Did you receive job coaching or other support in previous paid jobs? O YES ] NO

If yes, how many hours of job coaching per week and for what length of time?

If yes, what type of work supports and/or coaching were needed?

Have you obtained any previous jobs without assistance? ] YES [1NO
If yes, where?

Have you ever been fired from a job? 1 YES [1NO
If yes, why?
Have you ever quit a job? 1 YES [1NO
If yes, why?

List any specific accommodations you would need to participate in Project SEARCH:
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Please list information below regarding unpaid and volunteer work experiences that you have participated in during
the past three years.

Location Job Duties Hours Supervisor Phone # Dates of Service
/Week

Please list information below regarding paid work experiences:

Location Job Duties Hours Supervisor Phone # Dates of Employment
/Week

Start and End of pay:

Start and End of pay:

Are you eligible for services from Department of Rehabilitation O YES 1 NO

; ?
Services (DORS)? Name Phone#/Email

If YES, list the DORS Counselor name and phone number.

Are you eligible for services from Developmental Disability Name Phonet#/Email
Administration (DDA)?

If YES, list the DDA Coordinator’s name and phone number.

Are you SSI, SSDI, Medicare, or Medicaid Eligible? O YES O NO

If yes, please attach the award letter.

Have you been referred for any of the services above? O YES 1 NO
Name Phone #

Have you utilized services from other agencies in the past? O YES O NO

If yes, provide the details requested below:
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Agency

Services Provided

Agency Contact

Phone #

Dates of Service

Do you live at home?

O YES

I NO

Do you perform daily care tasks on your own? (Bathing, shaving, grooming, dressing, feminine hygiene, etc.)
I complete these tasks with—(Please select one):

] No Assistance

[0 Minimal Assistance

[ Occasional Assistance

[ Total Assist

ance

If assistance is needed, who assists you and to what degree?

Please list any necessary medical history that we would need to know.

Does the intern have allergies?

If yes, what? (Medical, seasonal or food? Please describe severity.)

LI YES

I NO

Please list kinds of aid/supports or assistive technology that you use to accommodate a physical disability:

Do you take medication on a regular basis?
If yes, provide the details requested below:

Medication 1 YES 1 NO
Purpose Dosage Dosage Schedule Prescribing Physician Phone #
Amount Physician
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Do you have an Emergency Plan? (Seizure plan, diabetes, allergies, etc.) O YES O NO
If yes, please attach plan or explanation.

Do you wear glasses or contacts? O YES 1 NO
If yes, please explain the nature of his/her vision impairment:

Do you use any devices or aids to assist with his/her hearing? O YES O NO
If yes, please explain the nature of his/her hearing impairment:

Do you use sign language or any other nontraditional form of communication? O YES O NO
Do parents/guardians/family members use sign language, interpreter or any other O YES O NO
nontraditional form of communication?

Do you hold a valid driver’s license? O YES O NO
Do you plan to use public transportation CORE Foundations programming? (Metro Access, | (] YES 1 NO
RTA, Uber, Cab Company, etc.)

If yes, what public transportation do you plan to utilize?

Will a family member provide transportation? 1 YES 1 NO
If yes, who?

Do you currently use public transportation without assistance? ] YES 1 NO

Please tell us about yourself. (i.e. hobbies, career goals, likes, dislikes) (You may use an additional sheet if needed or

attach a typed document)
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| agree to the release of all pertinent school records, Developmental Disabilities eligibility documentation, and
medical records to the Kennedy Krieger Institute.

Student Signature Date
Parent Signature Date
Signature of Legal Guardian Date

The Following must be completed and sent with the application:

|:| Completed Application Packet

[ ] Work Based Learning Evaluation (if applicable)

[ ] High School Transcript (or most recent High School Record)

[ ] Transcript or completion certificate from any other formal training (if applicable)

[ ] copy of Behavior plan (if applicable)

|:| Copy of Emergency plan (if applicable)

[ ] Developmental Disability Eligibility Documentation (if applicable)

|:| Department of Rehabilitation Services (DORS) Eligibility Documentation (if applicable)

[ ] Include a picture
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