
 
 

 
Thank you for the individual that you have referred to Keystone Community 
Resources, Inc., to our Vocational Training Program.  Please complete the following 
attachments we have enclosed to assist us in processing your vocational candidate: 
 

1. Physical Exam Form (Please have the enclosed Resident Physical 
Examination complete in full by physician, including the TB testing by 
Mantoux method). 

 
2. I-9 Form 

 
3. W-4 Form 

 
4. Trainee Information Sheet 

 
5. Consent Release Forms 

 
 
In addition to completing the attached paper work you will need to enclose the 
following items: 

 
6. Working Papers (if applicable) 
 
7. Copy of Social Security Card and Birth Certificate 

 
8. Psychological Evaluation  

 
9. Education Evaluation  

 
10. Residential Evaluation, if in a residential placement 

 
11. Name, address and telephone number of Health Care Provider 

 
12. Any other pertinent information that you may have. 

 
 
 
 Admissions procedures and the provision of services shall be made without regard to race, color, 
religious creed, disability, handicap, ancestry, national origin, age, or race.  
 
 
 



 
KEYSTONE VOCATIONAL TRAINING CENTER 

1501 SANDERSON AVENUE, SCRANTON, PA 18508 
(570) 207-5937 

 
NAME:        DATE OF BIRTH:      

ADMISSION DATE:      PLACE OF BIRTH:      

SEX:    BSU #:      RACE:      

SOCIAL SECURITY #:  -  -  CITIZENSHIP:      

LANGUAGE SPOKEN/UNDERSTOOD:           

MEDICAL INSURANCE:             

LEVEL OF MENTAL RETARDATION:           

SECONDARY DISABILITY:            

REFERRAL SOURCE:      PRIOR PLACEMENT:     

FUNDING SOURCE:      SOURCE OF INCOME:     

 

 

FACILITY: KEYSTONE VOCATIONAL TRAINING CENTER –  SANDERSON   OR  PENN IND 

 

PARENT/GUARDIAN:             

ADDRESS:               

               

PHONE:   (         )           

 

LEGAL GUARDIAN:            

ADDRESS:               

               

PHONE:   (         )           

 

TEACHER:              

SCHOOL ADDRESS:             

               

PHONE:   (         )           

 

 



 

 

 

CASEMANAGER:              

AGENCY NAME:              

ADDRESS:               

               

PHONE:   (         )           

 

ADDITIONAL INTERESTED PERSON 

NAME:               

AGENCY NAME:             

ADDRESS:               

               

PHONE:   (         )           

 

 

EMERGENCY CONTACT:            

PHONE:   (         )           

 

PHYSICIAN:              

PHONE:   (         )           

 

DENTIST:              

PHONE:   (         )           

 

 

 



 
 

CONSENT FOR EMERGENCY HOSPITAL ADMISSION    
 
 
It is the policy of Keystone Community Resources, Inc. to utilize this consent for 
emergency hospital admission in the event an emergency situation occurs and a delay in 
treatment would result in further hazards to the Individual.  Additional consents for 
specific procedures will be required and obtained from the admitting hospital.  Medical 
reports will also accompany the individual so that the physician on duty will have 
appropriate and useable medical information.  Please read the following authorization, 
sign and date.  The signature of a witness to your signature is also required.  
 

I hereby authorize Keystone Community Resources, Inc. to consent to an 

emergency medical treatment that may be necessary for    

   in the event that it is necessary for Keystone Community 

Resources, Inc. to transport the above named to any hospital for medical 

treatment.  I do further authorize said Keystone Community Resources, 

Inc. to agree to such treatment without the necessity of my also authorizing 

the treatment in writing and do authorize the said hospital to render such 

treatment.  In addition to treatment, I also authorize the hospital to forward 

a copy of the medical record to Keystone Community Resources, Inc.  I 

expressly intend to be legally bound by the authorization granted to said 

Keystone Community Resources, Inc. as above mentioned. 
 
 
            
PARENT/GUARDIAN      DATE 
 
 
             
SIGNATURE OF WITNESS      DATE 
 
            
INDIVIDUAL’S SIGNATURE (if applicable)    DATE 
 
            
SIGNATURE OF WITNESS      DATE 
 
This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of 
this form will be considered as valid as the original.  
 

100 Abington Executive Park, Suite B,  
Clarks Summit, PA 18411 

Phone: 570-702-8000  Fax: 570-702-8093  www.keycommres.org 



 
 
 

CONSENT FOR PUBLICITY  
 

I,       ,        
(Name)      (Relationship)  
 
give consent       do not give consent          for my son/daughter    
 
to be photographed for the purpose of publicizing, demonstrating, and explaining the nature and scope 
of programs at Keystone Community Resources, Inc..  I give my permission for the following: 
 
  Photographs       
  Slide Presentations      
  Television Coverage      
  Video Tape Presentations      
  Newspaper Coverage       
  Keystone Key Views   
  (Keystone Publication)       
  Web Site        
 
If any of the above checked please indicate your preference below: 
 
  I Do Not Want any Identity      
  First Name Only       
  Full Name May be Used      
 
 
            
GUARDIAN       DATE 
 
 
            
GUARDIAN       DATE 
 
 
            
WITNESS       DATE 
 
This permission shall remain in effect indefinitely unless otherwise revoked in writing by the person signing 
above.  Photostatic copies of this form will be considered as valid as the original.  

 
 

 
 

100 Abington Executive Park, Suite B,  
Clarks Summit, PA 18411 

Phone: 570-702-8000  Fax: 570-702-8093  www.keycommres.org 



Keystone Community Resources, INC 
100 Abington Executive Park, Suite B 

Clarks Summit, PA 18411 
(570) 702-8000 

 
Physical Examination 

 
Name 
 
 

Birth date Age Telephone number Date of Exam 
 
 

Address 
 
 
Medical History 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 

 

Current Prescribed Medications 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 

 

Special Instructions for Medication/Recommended Intervals for Blood work 
 
 
 
 
 
 
Limitations or Restrictions for Physical Activities 
 
 
Height 
 
______”   ______  percentile 
 

Weight 
 
_______lbs. _______  percentile 

 BMI 

_____ % 

Vision               
 Date_______________     
  
  _____  normal    ______  abnormal 
 

Blood Pressure: 

________ / ________ 

Hearing (Audiometry or Equivalent 
Date: _______ 
Results: _____normal  _____abnormal 
 

Emergency Medical Information/Allergies/Contraindicated 
Medications 

Free from communicable diseases? ___yes  ___no 
 
 

If no, what precautions to be taken? 
 



               Normal          Abnormal 
Eyes   
Ears/Nose   
Mouth/Throat   
Lungs   
Cardiovascular   
Abdomen   
Breast exam   
Extremities/Joints   
Spine   
Skin/Lymph Nodes   
Genitals   

 
Mammogram :             Female 40 y > every 2yrs 
                                                 50 yr > every 1 yr 
Date: ________    
Results: _______normal ______abnormal 
 

Prostate :                 Male 40 yrs > 
 
Date: __________ 
 
Results:  _______normal  ______abnormal 

Health Maintenance Needs: Diet /WT. Control/Exercise/Hygiene Practices 
 
 
 
 

 
 

 
 
DPT: _________2 months       Oral Polio:      __________2 months 
         __________4 months                             __________4 months 
         _________18 months                            __________18 months 
         _________1-8 years                              __________1-8 Years 
         _________Booster                               ___________Booster 
         _________Booster                               ___________Booster 

Measles –15 months or older _______________(date) 
Mumps – 15 months or older_______________(date) 
Rubella – 15 months or older_______________(date) 
Varicella/Disease ________________________(date) 
TB Testing (within 2 yrs) __________________(date) 
 Mantoux test required  __________________ results  

Hepatitis B Testing: 
                                      Date  _______________    Results:    HbsAg  _______________      HbcAB  ________________ 
Hepatitis Series: 
                                      (1) _______________    (2) ______________    (3) ______________     
Recommend Further Medical Tests or Examinations on the Following: 
 
 _____Vision                  _____ Neurology                       _____ Blood Studies                  _____ Blood Pressure Monitoring       _____ Hearing     

_____ Gynecology        _____ Immunization (specify)    _____ Urology (males over 40   _____ Specialty Exams 

Medication Orders/New Prescriptions or Annual Prescription 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
Physician’s Signature 
 
 

Date Printed name of Physician  

Physician’s Address: Telephone Number: 
 
 

 
REVISED 1/2006 
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