
AFH RESIDENT SIGNIFICANT CHANGE ASSESSMENT REQUEST 
DSHS 15-558 (06/2019)  

 

 Adult Family Home (AFH) Resident 
 Significant Change Assessment Request 

RESIDENT’S NAME 

      
ADSA ID NUMBER 

      
CLIENT ID NUMBER (ALTSA) 

      
AFH PROVIDER’S NAME 

      
PHONE NUMBER (WITH AREA CODE) 

      

Date of most recent medical appointment:        
MEDICAL PROVIDER’S NAME 
      

PHONE NUMBER (WITH AREA CODE) 
      

Describe the changes in the resident’s health or level of independence since their most recent CARE assessment: 

      

Provide a detailed description of the additional supports being provided due to the changes in the resident’s health or 
level of independence: 

      

NAME OF PERSON SUBMITTING REQUEST 
      

NAME OF RESIDENT’S DSHS CASE MANAGER OR SOCIAL WORKER 
      

 


