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	Do you have:
	
	
	Do you take medication for this?
	Please provide information that may be helpful

	
	Yes
	No
	Yes
	No
	

	Epilepsy
	
	
	
	
	

	ADHD
	
	
	
	
	

	Autism/ Aspergers
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Allergies
	
	
	
	
	

	Asthma
	
	
	
	
	

	Phobias / Obsessions
	
	
	
	
	

	Impaired Vision / Hearing
	
	
	
	
	

	Communication Difficulties
	
	
	
	
	

	Limited mobility
	
	
	
	
	

	Depression
	
	
	
	
	

	Challenging behaviours
	
	
	
	
	

	Support with Personal Care
	
	
	
	
	


Can we take photos of you on activities?     Yes / No
Signed: ____________________   

Date: ____________________

Relationship 

to member :    ________________________________________
Name:				Email:


____________________       ____________________





                        Address:


























Emergency Contact:





                        Date of Birth:





Telephone    Number:





What I like to do:











What I do not like to do:








Dietary Needs and Allergies:





Special Requirements:





Is there anything else we need to know?





Sign __________________			Date______________	





My Doctors Name and Address:














My Social Worker / Family Inclusion Worker:

















