[image: ]Information Form for Participants with Additional Needs

This information will help us ensure the participant has the best experience possible while in our care.  This form will be used in conjunction with an interview to ensure the participant’s needs are fully understood.

Name of Participant:  ______________________________  Disability/Diagnosis: __________________
Age: _________  Date of Birth: _________________  Health Card #:  ___________________________
Address: ___________________________________________________________________________
Name of Sibling(s) Attending Same Program:  ______________________________________________
Name of Parent/Guardian:_______________________________ Relationship:____________________
Home phone: _____________________________  Emergency Phone: __________________________
Name of Secondary Contact: ____________________________  Relationship: ____________________
Home phone: ______________________________ Emergency Phone: _________________________
PROGRAM RELATED ABILITIES:  
Please check () the level of assistance required for each task, and describe.
Eating:   none    minimal    moderate    total    G Tube     J Tube  
Describe: ___________________________________________________________________________
Describe any chewing/swallowing difficulties: _______________________________________________
Describe any food allergies: ____________________________________________________________ 
Other allergies: ___________________________________________________  Epi Pen   yes    no
(If the participant needs an Epi Pen, he/she must have one with them at all times as well as with a staff member.)
Toileting:   minimal     moderate     total (incontinent)    Describe: __________________________
Does the participant require oxygen? yes    no    
If yes, when? ______________________________________ Flow Rate: ________________________
(It is the parent/guardian(s) responsibility to arrange the delivery of the supply of oxygen prior to the start of the program.) 
Does the participant have asthma?     yes     no  Describe:  ________________________________
Does the participant require suctioning?*   yes    no    Describe:  ____________________________
[bookmark: _GoBack]Does the participant use a ventilator?* yes   no   Describe: ________________________________
Does the participant have a tracheotomy?* yes   no    Describe: _____________________________
Does the participant have a seizure disorder/epilepsy?*   yes no  
Frequency: ___________________ Triggers: ______________________________________________
MOBILITY:   Please check () all of the equipment that the participant will bring with them.
Electric Wheelchair      Manual Wheelchair - requires pushing: yes  no  	Walker      Other:____________________________
BEHAVIOUR:  
Is the participant presently on a behaviour modification program?  yes   no  (If yes, please attach) 
Check () the types of behaviour that apply to the participant:  no unusual behavior   physically aggressive* (hits, bites, etc.)      verbally aggressive      withdrawn/shy     temper tantrums   
self injurious*    wanders/runs away  other: _________________________  
Describe frequency and methods of dealing with checked behaviours (attach separate page if necessary):  _________________________________________________________________________
___________________________________________________________________________________
*Do these behaviours require 1:1 supervision and/or to be in a separate, quiet environment with supervision?  Describe: ________________________________________________________________
Does the participant most enjoy spending time:  alone      in groups     both 
**If the participant has a tracheotomy, uses a ventilator, requires suctioning, feeds through a G or J tube, has frequent seizures, has aggressive behaviours that require constant 1:1 supervision, or requires assistance for toileting, you will need to send a support worker familiar with their care to our program.  We must ensure each participant’s comfort and safety at all times.

COMMUNICATION AND SOCIAL INTERACTIONS: 
Verbal:  yes    no      If non-verbal, has a consistent YES/NO:   yes    no
Participant understands what is said to him/her:  yes    no
Participant is able to express his/her needs to staff/volunteers:  yes    no
Communication methods:  words    visual aids     technical aids      other:  __________________
Wears:  glasses    hearing aids     contact lenses 
Check () the options below that best describe the participant’s social interactions:  
no difficulties functioning in social interactions    may need prompting and encouragement when getting involved in new experiences   requires complete supervision within social situations 
Check () the options below that best describe the participant’s decision-making skills:
no assistance required      requires moderate prompting      requires total assistance 
Check () the options below that best describe the participant’s cognitive reasoning skills:
understands directions and responds accordingly      needs some direction and further explanation at times     often experiences confusion with comprehending basic tasks 
Check () the options below that best describe the participant’s decision-making skills:
no assistance required       requires moderate prompting        requires total assistance 
Check () the options below that best describe the participant’s ability to switch between activities:
no assistance required       requires moderate prompting        requires extensive encouragement
Has the participant used a visual schedule before?   yes     no   
CONSENT:
I agree that in the event that the participant needs to be removed from the program environment due to medical or behavioural issues that put the safety of this participant or others at risk, I will be available or will have made arrangements for the participant to be picked up as soon as possible. **
I consent to have a staff member contact a healthcare provider or support worker familiar with the care of the participant to further discuss the best ways to support the participant in our program?  yes    no
Contact Name: _______________________________  Job Title: _______________________________
Phone Number:  __________________________   Alternate Number: __________________________
I understand that this is an application for the program and does not guarantee confirmation. I understand that notification of confirmation will be received by phone call at a later date. I agree to inform (Organization) of any changes in the participant’s medical condition prior to the start of the program. 
To meet the participant’s needs I give permission for the personal information collected in this application to be shared with the staff members who will care for me/the participant. All the information gathered is stored in a confidential and safe manner.   ______________________ is in compliance with the Personal Health Information Protection Act (PHIPA).  
I am a legal guardian of this participant with full authority to make decisions with respect to the care, upbringing, and education of the participant.   I confirm that the parent/guardian, secondary contacts and support worker listed have my full authority to pick up the participant during or at the end of the program, and I hereby authorize you to release the participant into the custody of any of these people.
I agree and comply that all of the medical information provided on this form is true and accurate – lacking nothing.  I hereby release the participant to the care and medical discretion of the staff and volunteers of ______________________________.  In the event of an emergency and that no one can be contacted, the participant will be taken to the hospital or a physician if deemed necessary by one of the staff or volunteers.  I hereby authorize the physician and nursing staff to undertake examination, investigation and necessary treatment of the participant.
Parent/Guardian(s) Signature: ___________________________________ Date: __________________
**If you will be sending the participant to our program with a support worker, please fill out the Support Worker Information Form on the following page.**


[image: ]Support Worker Information Form



Name of Support Worker:  ____________________________________________________________
Length of Time Caring for Child: _______________  Telephone Number: ______________________
Alternate Number: ______________________  
Do you give a staff member permission to contact this person prior to the beginning of the program in order to discuss how to best meet the child’s needs?  yes    no
Reason for Sending Support Worker:  Please check () all that apply
Uses G-Tube     Uses J-Tube      Dependant for Toileting      Aggressive behaviour requiring 1:1 support
Self-injurious behaviour     Uses ventilator     Requires Suctioning     Frequent seizures     Tracheotomy
Other, please describe: _____________________________________________________________________
**____________________ encourages parents/guardians to send a support worker to the program with the child if they believe this will improve the program experience for the child, and alleviate any health or safety concerns the parent/guardian may have.  Please note that the staff/volunteers generally present at this program do not have specialized healthcare training.**

CONSENT:
I hereby consent that __________________________________ will attend the program in support of this child’s medical and/or behavioural needs from the beginning to the end of the program each day.
I understand that _________________________ staff/volunteers are not medically trained to provide the care that the support worker will provide. 
I have received a valid Police Vulnerable Sectors Check from the support worker that will attend work with the child.**
**All staff/volunteers in care of children at this program, whether they be provided by the organization facilitating the program, or a support worker attending with a child MUST have a valid Police Vulnerable Sectors Check.  Volunteers failing to meet this requirement will NOT be permitted to participate in the porgram.**

Parent/Guardian(s) Signature: __________________________________ Date: ___________________
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