
 

Dear Applicant,   
  
Thank you for inquiring about On Our Own, Inc. First Step, Inc. is a private, nonprofit organization that 
provides supervised living and training for adults who are developmentally disabled. Our offices are located 
at 101 Alcorn St. and 407 Carson St. in Hot Springs, AR. 
 
Our two group homes in Hot Springs, AR have been in operation since April 1, 1986. We also have apartment 
complexes located in Hot Springs, Malvern, and Fordyce. We are able to provide housing for 106 adults with 
developmental disabilities. 
 

    
  

  
  

  
  

  
All applicants must be 18 years or older and submit the following:   

  
1.   Completed and signed application   
2.   Completes On Our Own social history   
3.   Psychological/Intellectual Functioning report (Current within the last 5 years)   
4.   High school diploma   or l etter of completion   
5.   Copy of Guardianship papers (if applicable)   
6.   Copy of Identification Card or Driver’s license   
7.   Copy of Birth Certificate   
8.   Copy of Social Security Card   
9.   Copy of Medicaid Card (if applicable)   
10.   Copy of Medicare Card (if applicable)   
11.   Copy of priva te insurance card (if applicable)   
12.   Proof of Income (SSI letter and/or last 6 check stubs from employer)   
13.   A current physical assessment form completed by PCP   

  
 
Must have all these documents prior to move in. 

   
  

    
  
If you have any questions, please contact the HUD Coordinator at (501) - 620 - 5502.   
  
Sincerely,                 
  
  
  
  
Angela Logue   
HUD Coordin ator   

On Our Own 

  

Please return documents to:   

Attn: Angela Logue   
First Step, Inc. / On Our Own, Inc.   
P.O. B ox 2440   
Hot Springs, AR 71914   
  
Fax: (501) - 620 - 4676   
Email: Angela.Logue@FStep.org   

On Our Own does not discriminate on the basis of disabled status or access to or treatment or employment in its federally assisted programs and activities.    
  

1. Completed and signed application 
2. Completed On Our Own Social History 
3. Psychological/ Intellectual Functioning report  
4. (Current within the past 5 years) 
5. High School Diploma or letter of completion, if 

applicable 
6. Copy of Guardianship papers, if applicable 
7. Copy of Identification Card or Driver’s License 
8. Copy of Birth Certificate * 
9. Copy of Social Security Card * 
10. Copy of Medicaid Card (if applicable) 
11. Copy of Medicare Card (If applicable) 
12. Copy of private insurance card (if applicable) 
13. Copy of PASSE ID Card 
14. Contact Info for PASSE Care Coordinator 

 

15. Copy of Optum Assessment 
16. A current physical assessment form Completed by PCP 
17. Documentation of hospitalization (inpatient, 

outpatient, mental health, etc.) within the past year. 
18. Proof of Income (SSI Letter and/or last 6 check stubs 

from employer) 
19. Information regarding the student status of all applicant 

household members, if applicable 
20. Identification of any applicant household member that 

is a veteran, if applicable 
21. Whether the family is seeking housing due to a 

Presidentially Declared Disaster, if applicable 
22. Custody arrangement of any children (full, joint, etc.) in 

the household, if applicable 
 

* Please refer to list of other exceptions to disclosure of SSN. 

Once the application has been submitted and it is determined that you are eligible, you will be placed on our 
waiting list according to the date we received your application. 
 



 

Exceptions to Disclosure of Social Security Number:   
  
The following verifications may also be used to prove age: 

o Baptismal Certificate 
o Military discharge papers 
o Valid passport 
o Census Document showing age 
o Naturalization Certificate 
o Social Security Administration Benefits printout 

 

The following documents are acceptable as verification of social security number: 

o Original Social Security Card 
o Original document issued by a federal or state government agency which contains the name, 

SSN, and other identifying information of the individual 
o Driver’s license with SSN 
o Identification card issued by a medical insurance provider, or by an employer or trade union 
o Earnings statements on payroll stubs 
o Bank Statement 
o Form 1099 
o Benefit award letter 
o Retirement benefit letter 
o Life insurance policy 
o Court Records 
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On Our Own does not discriminate on the basis of disabled status or access to or treatment or employment in its federally assisted programs and activities.    
  



  



  



  



  



  

Intellectual Disability/ Developmental Disability _______Cerebral Palsy _______Epilepsy _______Autism________  

Down Syndrome______ Other: ____________________________________________________________________ 



  



  



  



  



  

Intellectual Disability/ Developmental Disability _________ 
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AUTHORIZATION TO DISCLOSE 
PROTECTED HEALTH INFORMATION (PHI) 

 

Name:  

DOB:    

SSN:    
 

I hereby authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, 

PASSE or other health care provider that has provided payment, treatment, or services to me or on my behalf to disclose 

certain protected health information about me to First Step, Inc. 

Specifically, this authorization permits you to disclose the following protected health information about me to First Step, Inc.: 

ALL RECORDS- This includes your entire file, including but not limited to histories, physicals, evaluations, diagnoses, 

progress notes, correspondence, billings, reports, lab results, orders from physicians and others, x-rays (only if 

specifically requested), and records received from other providers, etc. 

This authorization also permits you to discuss with First Step, Inc. all such health information about me as described above. This 

authorization does not authorize you to author any original report, or engage in any verbal communications with anyone except 

First Step, Inc. 

I understand that if my record contains information pertaining to HIV infection, AIDS, or AIDS-related conditions, alcohol abuse, 

drug abuse, or psychiatric or psychological conditions, that this authorization includes that information. 

The information is being disclosed at my request for the purpose of coordination of services by First Step, Inc. 

I authorize the use of a telefax or photocopy of this form for the disclosure of the information described above. 
 
I understand that I may revoke this authorization to disclose information at any time to the extent that action 
has been taken in reliance on it, and that in any event this consent expires within 1 year from the date signed. 
 

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to 
obtain treatment or payment or my eligibility for benefits. 
 

THIS AUTHORIZATION IS VALID BASED ON THE SIGNATURE BELOW AS PROVIDED BY LAW: 

 

Name of Individual 

 

Name of Legal Guardian, if applicable 

   

Signature of Individual or Legal Guardian     Date Signed 

 



 
 
 
 
 

Name of consumer/patient:______________________________________________________ 

Medicaid number:______________________________________DOB:__________________ 

Physician’s name:_____________________________________________________________ 

 

Dear Doctor: 

According to the Nurse Practice Act, some nursing task(s) may be delegated to unlicensed 

persons.  The act requires an RN to periodically review all training and processes.  We are 

suggesting the following task(s) be considered for delegation to unlicensed staff:  

 

_____Medication assistance {which excludes licensed nursing duties} 

 

_____Oxygen therapy to include room set up and flow rate 

 

_____Ostomy care 

 

_____Sterile dressing change 

 

_____Urinary catheterization {flushing only} 

 

_____Other___________________________________________________________________ 

 
------------------------------------------------------------------------------------------------------------------------------------------ 

PHYSICIAN AUTHORIZATION: 

I have examined this patient and I believe that using the provisions of the Nurse Practice Act 

including those provisions requiring training and consultation with an RN, can be safely 

delegated to the First Step direct support professional staff. 

 

_____________________________________________         ____________________________ 

Signature of attending physician                  Date 

 

 

*complete act may be viewed @ ACA §17-87-101 

 
 Rev. 3/9/2023 

 


