JUNIOR AUXILIARY OF CLINTON

RESPITE CARE APPLICATON

INFORMATION:

Name of Participant: ________________________________________

Date of Birth: ______________________________________________

Address:__________________________________________________


   ___________________________________________________

Race: _______
Sex: ______
     Height: __________
  Weight: _______

Disability of Participant: ______________________________________

___________________________________________________________

Please give a brief description of the participant’s condition and special need: ______________________________________________________

___________________________________________________________

Relation to Responsible Party:___________________________________

RESPONSIBLE PARTY INFORMATION:

Name of Parent/Legal Guardian:__________________________________

Address:_____________________________________________________

Home Phone:______________________ Cell Phone:__________________

Pager:____________________________ Email:______________________

PERSONS TO CONTACT IN CASE OF EMERGENCY:

Name:


Phone Number:

Relation:

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Does this participant have seizures?  _______ Yes
_______No

If yes, please describe the seizure activity (include length and frequency)

__________________________________________________________________________________________________________________________

Does anything ever occur to warn you of a seizure?  Please describe.

__________________________________________________________________________________________________________________________

What does the participant do after the seizure (for example, sleep)?

__________________________________________________________________________________________________________________________

Does the participant use adaptive equipment? (communication device, wheelchair, etc.) ______ Yes
_______ No

If yes, please describe.

__________________________________________________________________________________________________________________________

For how long and at what time is the equipment used?

_____________________________________________________________

COMMUNICATION:

How does the participant communicate?  Please check all that apply.

Can talk without difficulty (   )

Can talk with some difficulty (   )

Make sounds that are understandable to the parent (   )

Uses sign language (   )

Uses communication device (   )


Signboard (   )


Augmentative Communication (   )

Communicates with facial expressions (   )

Does not communication (   )

How well does the participant understand what is said to him/her?

Has no problem with understanding (   )

Requires simple one or two step instructions (   )

Needs gestures to understand (   )

Doesn’t understand language (   )

Uses facial expression to understand (   )

Other means of understanding:

_____________________________________________________________

PERSONAL CARE NEEDS:

Mobility
Walks independently (   )

Crawls (   )

Uses walker or crutches (   )

Walks with assistance (   )

Use wheelchair independently (   )

Can sit without wheelchair (   )

Uses wheelchair with assistance (   )

Requires transfer (   )

Toileting

Independent (   )

Bladder Control (   )

Bowel Control (   )

Needs Assistance (   )

Wears diapers/pull-ups/attends (   )

Toilets on a schedule (   )
  Schedule: _____________________________

Feeding
Eats independently (   )

Drinks independently (   )

Bottle fed (   )

Blended or special diet (   )

Feeds self with spoon (   )

Feeds self with fork (   )

Must have food cut (   )

Needs assistance with utensils (   )

Needs other assistance (   )  Explain:________________________________

Feeding Difficulties

Tongue Thrust (   )

Gag Reflex (   )

Swallowing Difficulties (   )

Difficulties Chewing (   )

Other: ________________________________________________________
Behavior

Hitting, biting, fighting (   )

Self abusive behavior (   )

Running away (   )
Hyper/overactive Behaviors (   )

Other:________________________________________________________

Does the participant have favorite activities?  Please list

_____________________________________________________________

Does the participant have favorite foods?  Please list

_____________________________________________________________

Are there certain food or activities to avoid?  Please list

_____________________________________________________________

Name and ages of other siblings that will be attending:

__________________________________________________________________________________________________________________________

I hereby confirm that the information given at the time of application is true to the best of my knowledge.

_____________________________________________________________\

Signature of Parent/Legal Guardian



Date

CONTACT INFORMATION

Name:_____________________________________

Relationship:_______________________________

Phone Number:_____________________________

Name:_____________________________________

Relationship:_______________________________

Phone Number:_____________________________

Name:_____________________________________

Relationship:_______________________________

Phone Number:_____________________________

Name:_____________________________________

Relationship:_______________________________

Phone Number:_____________________________

RELEASE AND WAIVER OF LIABILITY AND INDEMNITY AGREEMENT

By signing below, I hereby acknowledge and agree to the following:

1.  I have read, understand, and agree to be bound by this Agreement

2.  I understand that Junior Auxiliary of Clinton is offering a free service to the community in providing a sitter service at a facility in order for me to have free time.  I have looked at the facility and the related area (the “Premises”) and I know the risks and dangers involved in sitter activities, and that unanticipated and unexpected dangers may arise during such activities, and I assume all risks relating to personal injury or property loss or damage that may be sustained in connection with the sitting and associated activities, in and about the Premises.

3.  In consideration of my child(ren) being permitted to participate in the Junior Auxiliary event, I hereby, for myself, my heirs and my personal representatives assume any and all risks which might be associated with this even.  I further waive, release, discharge and covenant not to sue the Junior Auxiliary of Clinton, Our Redeemer Lutheran Church, its officers, members, employees, volunteers or other representatives for any and all injuries or damages of any kind suffered by my child(ren) as a result of taking part in this events and any related activities.  I acknowledge that I assume all risks for the person left at the facility and other persons on the Premises who are under my care, custody, or control, and who are under the age of eighteen (18).

4.  I also authorize the use by Junior Auxiliary of Clinton any photo, film or videotape taken of me or my child(ren) at the event for any purpose.

5.  I HAVE READ AND UNDERSTAND THE FOREGOING RELEASE AND WAIVER OF LIABILITY AND INDEMNITY AGREEMENT.



Date: _________________________

______________________________

____________________

Signature





Witness

