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 SEQ CHAPTER \h \r 1PARTICIPANT APPLICATION FORM

810 EDGAR STREET, BOX 1517

REGINA, SASKATCHEWAN S4P 3C2

(306) 569-0535

FAX (306) 569-5858
REVISED: May 16, 2023
Applicant’s Name: ___________________________
Date of Application: ___________________

Address: ___________________________________
Telephone #: _________________________

City: ______________________________________
Postal Code: _________________________

Email Address: _____________________________

Birthdate: __________________________________
Gender: ____________________________

S.H.S.P # : __________________________________


Social Worker: ______________________________
Telephone Number: ___________________

CLSD Assessment:
DPSA: _______

DLSA: ________

PERSON COMPLETING APPLICATION:

Name: _____________________________________
Agency: ____________________________

Address: ___________________________________
Postal Code: _________________________

Telephone #: ________________________________


Relationship to Applicant: ____________________________

PARENT/GUARDIAN:

Name: _____________________________________

In Case of Emergency: 

Address: ___________________________________

Name: ________________________

Postal Code: ________________________________

Address: _______________________

Telephone #: ________________________________

Telephone # ____________________

Relationship: _______________________________

Relationship: ___________________
Email Address: ______________________________

For Office Use Only: Date Received: ___________________     Initials: ________________

1.  PERSONAL INFORMATION:







HAVE A PARENT/GUARDIAN COMPLETE THIS PART IF AT ALL POSSIBLE.

What type of residence does the applicant reside:

Independent Living: __________________________


Approved Home: ____________________________

Parental Home: _____________________________
Group Home: _______________________________

Long-term Care: _____________________________

Other: _____________________________________
1. Is the applicant aware of application:  ________________________________________
2. What type of transportation is required for the applicant:  _________________________
3. What department will funding be provided from: ________________________________
2.  FAMILY HISTORY:
LIST PARENTS AND SIBLINGS NAME, ADDRESS AND IF THERE IS SUPPORT:

FATHER: _________________________________
___________________________________


Supportive: ______


Little or no contact: _______

MOTHER: ________________________________

______________________________


Supportive: ______


Little or no contact: _______

SIBLINGS: ________________________________
______________________________


Supportive: ______


Little or no contact: _______


        ________________________________
______________________________


Supportive: ______


Little or no contact: _______


        ________________________________
______________________________


Supportive: ______


Little or no contact: _______

3.  EDUCATION
What is the name of the last school attended by the applicant?

Name: _______________________________________________________________________
Contact Name__________________________________________________________________
   Year started: __________
Graduating Year:_________
What is the name of the last program attended by the applicant?

Name: ________________________________________________________________________
Contact Name__________________________________________________________________
Year started: ________________________
Year completed: ____________________________
What programs were offered to him/her at their previous placements. Please be specific: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has Personal Planning been completed with this applicant?


_____ Yes


_____ No

Please attach a copy of the latest Personal Program Plan

4.  MEDICAL INFORMATION

(Any diagnosed medical conditions requiring ongoing monitoring and treatment must be verified by a physician. Please have the attached Appendix A filled out by a physician)



Height: _______________________


Weight: __________________________

Medical History: (Ex. High Blood Pressure, Cholesterol, Previous Surgeries, Communicable




 Diseases, etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Corrective Surgeries (ex tonsils)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Medications: (Please list all medications and dosages, including PRN’s as well as what they are prescribed for and how they are administered) Please put a star beside those that are administered during work hours. (Attach a pharmacy printout)

Medication (Please print)            Dosage                     Prescribed For

Administered

__________________                 _____________        ________________
_________________
__________________                 _____________        ________________
_________________
__________________                 _____________        ________________
_________________
__________________                 _____________        ________________
_________________

__________________                 _____________        ________________
_________________

__________________                 _____________        ________________
_________________

Allergies: (Please describe the reaction to the allergy)


Food: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Drugs: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there an emergency protocol needed for an allergic reaction? _____ Yes
_____ No

Describe the emergency protocol:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physical Therapy
Please attach a program.  Explain if there are any positioning needs that must be considered.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Special Equipment Needed: (Please list any special equipment that is needed for the following.  List what exactly they use and how it is used) The applicant will be required to supply any special equipment needed.

Eating-_____________________________________________________________________________

__________________________________________________________________________________
Transfers-__________________________________________________________________________________
__________________________________________________________________________________
Toileting-__________________________________________________________________________________
__________________________________________________________________________________
Communicating-__________________________________________________________________________________
__________________________________________________________________________________
Hearing-__________________________________________________________________________________
__________________________________________________________________________________
Speaking-__________________________________________________________________________________
_________________________________________________________________________________
Other- ____________________________________________________________________________
__________________________________________________________________________________
Sensory Needs:


Speech: (Verbal/Non-Verbal) ___________________________________________________


(If nonverbal please explain means of communication)

_________________________________________________________________________________
_________________________________________________________________________________

_________________________________________________________________________________


Language Spoken: Primary ___________________  Secondary ___________________



Vision- Poor/Good: _____________________________

            Glasses: Yes _____
No _____


Hearing- Poor/Good: ____________________________

            Hearing Aids: Yes _______
No _____________

Seizures
Epilepsy: Yes ________
No ________

Seizures: Yes _______
No ________

If yes, list type(s) (i.e.: petit mal, grand mal), duration and frequency:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe any signs (e.g., behaviors) indicating a seizure is about to occur.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
Describe what happens during a seizure (e.g., body position, movement, skin color, breathing and incontinence).

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe what should be done during a seizure.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe anything unusual that has occurred during a seizure.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe post seizure behavior (e.g., panic, aggression, confusion)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe what should be done following a seizure (e.g. permit the individual to rest/sleep; send him/her home; send right back to work).

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe any events or activities that should be avoided to prevent seizures.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any conditions that occur for which you recommend emergency intervention? 

_____ Yes          _____ No

If yes, what are the conditions?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please provide a detailed description of this individual’s Emergency Seizure Protocol if applicable:

____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Will the applicant require any special medical procedures/treatments in regards to the seizure. (ex. medication injections, suctioning, oxygen, etc): Yes _____

No _____

If yes, please explain in detail: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did the doctor/neurologist last evaluate the seizures and medications?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psychosocial/Cognitive

Please check any that are applicable. 

___ Orientation intact


___ Orientation impaired (person has trouble recognizing any of the following)

        ___ time        ___place        ___person        ___family        ___ staff

___ Memory Deficit        ___ long term

___ short term

___ Reduced Awareness

___ Impaired Judgement/Decision Making

___ Psychiatric Symptoms


       ___ Delusions        ___ Hallucinations        ___ Other

If checked any of the above please provide details.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Health Professionals:

Physician: ______________________________________________

Dentist: ________________________________________________

Dietitian: _______________________________________________

Physiotherapist: __________________________________________

Occupational Therapist: ____________________________________

Neurologist: _____________________________________________

Psychiatrist: _____________________________________________

Other: __________________________________________________

Preferred Hospital: ________________________________________


5.  ACTIVITY OF DAILY LIVING
Full                      Partial                     Supervision                No

Assistance           Assistance              Only                            Assistance

                                    Required             Required


                       Required

Washing face/hands    _____                 _____                      _____                         _____


Comments: ____________________________________________________________________
    __________________________________________________________________________________
Dressing                     _____                 _____                      _____                          _____

Comments: ____________________________________________________________________

______________________________________________________________________________
Walking with Safety _____                 _____                       _____                         _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Walking with an Aid _____                _____                        _____                         _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Using a Wheelchair _____                  _____                        _____                        _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Transfer to Toilet    _____                   _____                         _____                        _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Transfer to Chair    _____                   _____                         _____                         _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Feeding                  _____                   _____                          _____                         _____

Comments: _____________________________________________________________________

______________________________________________________________________________
Toileting                  _____                   _____                          _____                          _____

Comments: ____________________________________________________________________

_____________________________________________________________________________
Can he/she follow   _____                   _____                           _____                          _____

simple directions

Comments: ____________________________________________________________________


__________________________________________________________________________________
Peri Care Assistance- liners, creams, attends, feminine pads, etc.

Please describe what is needed and what level of support is required.

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Sleep Patterns- Describe the applicant’s sleep patterns.

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Communication
Describe the person’s communication method in detail: 


(Ex. Verbal, gestural, uses pecs, points, body language, facial expressions)

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
How does the participant display the following? (Describe in detail)

Happy______________________________________________________________________________
Sad ________________________________________________________________________________
Frustrated ___________________________________________________________________________
Angry ______________________________________________________________________________
Hungry _____________________________________________________________________________
Thirsty _____________________________________________________________________________
Boredom ____________________________________________________________________________
Afraid ______________________________________________________________________________
Tired _______________________________________________________________________________
Jealous _____________________________________________________________________________
Sorry _______________________________________________________________________________
Embarrassed _________________________________________________________________________
Physical Discomfort ___________________________________________________________________
Hurt _______________________________________________________________________________
How do they display feelings towards others?

____________________________________________________________________________________
____________________________________________________________________________________
What type of person do they respond positively to?


(Ex. Soft spoken, loud, more direct, etc.)

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What type of person do they respond negatively to?

____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Do they prefer being in small or large groups? ______________________________________________
How does the applicant interact with others in: 


One to One Situation: ________________________________________________________________

Group Situation: ____________________________________________________________________
Likes/Dislikes:

Describe their likes below:

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Describe their dislikes below:

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What motivates the applicant?

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What prompts does this person respond to:

Verbal                            Gestural                            Hand over Hand

      Modeling

Hand Dominance: Left             Right               Either                 Other: ___________________

Reading- Is the applicant able to read? _________________

Writing- Is the applicant able to write? _________________

Numbers- Does the applicant know numbers/counting? ______________

Daily Living Skills: dressing, eating, meal prep, care of belongings, etc.


(ex. Independent, assistance required, total care)

Briefly explain assistance required:

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Vocational Skills in Centre or at Home (ex. washing dishes, assists with laundry, takes garbage out)

Briefly explain level of present skill and assistance required:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
Community: jobs/vocational

(Ex. Assists at Good Food Box, assists at Food Bank)

Briefly explain present job/s, level of ability and supports required:

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Community Outings: Recreation and leisure, swimming, bowling, dances, Special O activities, etc.

Briefly describe outings at present, describe supports required:

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What would a typical day at Cosmo look like? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please fill out the Swim Profile below:

Swim Profile

Date developed: _________________________

Purpose of Swim: ________________________

Swim Profile completed by: __________________________

Method of transportation to the pool facility? ___________________________________

How does the participant get into the pool? Describe

____________________________________________________________________________________

____________________________________________________________________________________

Circle the type of equipment required:

LIFE JACKET                                        SWIM BELT

                     NECK PFD

MECHANICAL LIFT                           TRANSFER BELT

                      SWIM ATTEND

Other equipment that will be needed: _____________________________________________________

Which pool(s) can the participant attend? __________________________________________________
Describe the level of enjoyment _________________________________________________________
Describe the participation ______________________________________________________________
Describe the routine while at the pool (ex. Hot tub) __________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Likes at the Pool ____________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Dislikes at the Pool __________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

6.  BEHAVIOR ISSUES






Yes


No

Is he/she:     Co-operative                   _____                          _____


                 Aggressive                      _____                          _____


                 Destructive                     _____                          _____

Are there:    Tendencies to Wander   _____                          _____


                 Mood Swings                _____                           _____


                Unpleasant Habits          _____                           _____


                Behavior Problems        _____                            _____

If the answers to any of the above are yes, please explain in detail:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Vocal/Oral Behavior 
Yes 
No


(Ex. Swears, screams, spits, eats food/objects from floor, licks objects)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Interpersonal Behavior
Yes
No


(Ex. Runs away, pulls at others, invades others personal space, lies)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________
Personal Behavior
Yes

No


(Ex. Tantrums, masturbates, hyper-sensitive to noise, irritated by change in schedule/routine)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Self-injurious Behavior
Yes

No


(Ex. Hits self, pokes eyes, bangs head, bites self)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Property Damage
Yes

No


(Ex. Throws objects, breaks objects, bites and chews objects, punches holes in walls)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

History of Stealing
Yes

No

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________
Stereotypic Behavior

Yes

No


(Ex. Repeatedly flaps arms/hands, body rocking, turns lights on/off, etc)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Aggressive Behavior


(Ex. Hits self/others, throws objects, bites, scratches, pinches, kicks)

Explain in detail:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Meaning of Behavior

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Intervention:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Behavior Support Plans/Crisis Cycles:

If there are aggressive tendencies and behavior difficulties, what programs have been developed to support the applicant: (ex. Comprehensive Behavior Support Plan, Crisis Cycle, etc.).  Please attach the program with this application.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other general support information: If you have not attached a Behavior Support Plan, please fill in the following.

Triggers (situations, environments, stimulus, etc. that may create the possibility of the person



 escalating):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What does the applicant display when not in crisis (baseline)?



(Ex. Facial expressions, verbalizations, body language, etc)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What does the applicant display when experiencing stress?

(Ex. Facial expressions, verbalizations, body language, etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What can we do to alleviate or respond to the escalation?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What kinds of actions should Not be done while the individual is in crisis?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any ecological changes that need to be made that may assist the person and reduce the likelihood of behavior escalation? (Ecological changes are changes in the participant’s environment that are made to assist the participant and reduce the likelihood of behavior escalation. ( Ex. Changing instructional methods, changing the setting, reduce crowding, etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kind of positive programming strategies may assist the person to develop new skills and competencies so that they may better cope? (Positive programming strategies assist individuals to develop new skills and competencies so that he/she may better cope.  This may include such things as positive reinforcement, modeling, verbal prompts, physical prompts, etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any specific supports that focus on the behavior challenges that should be used.  These would help to create modification before the fact.  (Ex. Using reinforcements, social stories, schedules, etc)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any reactive strategies used if there is a present danger to the participant or others? (Reactive strategies do not produce change in the future but rather keep people safe in the here and now.  The strategy addresses the present danger and focuses on the least amount of risk of injury to the participant, service provider and others in the environment.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. General Information

What Cosmopolitan Learning Centre provides:

                                             1. Various Assessments


                                             2.  Personal Planning Process






3.  Vocational Skills Training






4.  Community/In Centre programs






5.  Recreational (In Centre/Community)






6.  Exercise, Physiotherapy





7.  Life Skills Training






8.  Volunteer Placements






9.  Supported Employment

Mission Statement: 
The Cosmopolitan Learning Centre will build a culture of respect and compassion while empowering people to live a fulfilled life as defined by the individual.  We will cultivate connections and genuine relationships within their community. 
8. Social History- Attach a social history (from a Social Worker).

Does the applicant have any barriers to learning? What methods improve the success of learning?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the applicant have insight into their disability? (How do they perceive themselves?)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been convicted of a criminal code offence? _____Yes
_____ No

Does the applicant smoke?                                                   _____Yes
_____ No

If so how often? ______________________________________________________________________

Does the applicant have a concept of money?                     _____Yes
_____ No


Is the applicant’s judgment adequate for personal safety? _____ Yes          _____ No

9. General Program Goals -Please describe the goals in the following areas.  What kinds of things they would like to be involved in and what kinds of things they would like to learn how to do.

Vocational

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Lifeskills

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recreation/Leisure

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Release and Exchange of Information 

I/we agree to the release of information to or from requesting agencies or others concerned with the applicant.  We also allow the exchange of information pertaining to the participant with the following people: 


 _________________________________________________


_________________________________________________


_________________________________________________


_________________________________________________


_________________________________________________

Signatures: (please sign after completing this application)

Participant: ____________________________________

Parents: _______________________________________

Guardian: ______________________________________

________________________________________________________

Signature Parents/Guardians
Summary
The following reports must be completed on this application before the applicant’s names can be presented to the Admission and Review Committee for approval of placement:

Medical Report: 

Yes _____
No _____

Appendix A Medical

Yes _____
No _____

Education Report: 

Yes _____
No _____

Vocational Report: 

Yes _____
No _____

Personal History: 

Yes _____
No _____

Social History: 

Yes _____
No _____

Comprehensive Behavior Support Plan:        Yes _____
No _____

Release of Information: 
Yes _____
No _____

Swim Profile:

Yes _____
No _____

Latest PPP

Yes _____
No _____

Physio Program: 

Yes _____
No _____

Release of Information: 
Yes _____
No _____

Note: All applications for program services to be addressed to the:

Executive Director of Cosmopolitan Learning Centre

Box 1517 








Regina, Sask.

S4P 3C2

The parents/guardian and participants are willing to support the programs at the centre that are designed to provide a quality day program service.

______________________________________________________________

Parents/Guardians Signature

______________________________________________________________

Participant Signature
Appendix A-Medical Update

*to be completed by a physician

Participant Name: _________________________________________



Diagnosis: ____________________________________________________________________________________________________________________________________________________________
Special Diet/ Dietary Restrictions/Procedures:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Health Care Procedures

Please circle Yes/ No for each medical procedure required during the time spent at the day program. As well give a description of the procedure.

Procedure                                       Present
            Description of Procedure

Naso- gastric feeding                     Yes/No                ____________________________________
Gastrostomy feeding                     Yes/ No
           ____________________________________

Jejuostomy tube feeding               Yes/ No
           ____________________________________
Parenteral feeding                        Yes/ No                ____________________________________
Catheterization                            Yes/ No
          ____________________________________
Mechanical Ventilator                Yes/ No                 ____________________________________
Oxygen (Intermittent)                Yes/ No
          ____________________________________
Oxygen (Continuous)                Yes/ No
          ____________________________________
Nebulizer/Humidity                   Yes/No
          ____________________________________

Tracheotomy                             Yes/No
          ____________________________________
Other                                         Yes/No
          ____________________________________

Other Medical Alerts: 
Please circle Yes or No to indicate if the individual has any of the following medical conditions.  Describe any precautions that need to be taken (e.g. limit the amount or type of activity/foods or watch for symptoms).  

Disorder                              Present

Description of Precautions

Asthma                               Yes/ No

________________________________
Heart Disorder                   Yes/ No

________________________________
Bleeding Disorder             Yes/ No                

________________________________
Diabetes                            Yes/No

________________________________
Difficulty Breathing         Yes/ No

________________________________
Difficulty Swallowing      Yes/ No

________________________________
Eating Disorder                Yes/ No

________________________________
Reactions to Drugs           Yes/No

________________________________
Infectious Diseases          Yes/ No

________________________________
Bowel Disorder               Yes/ No

_________________________________
Bladder Disorder             Yes/ No

_________________________________
Vision Impairment          Yes/ No

_________________________________
Hearing Impairment        Yes/ No

_________________________________
Gross Motor Concerns    Yes/ No

_________________________________
Fine Motor Concerns      Yes/ No

_________________________________
Muscular Concerns         Yes/ No

_________________________________
Speech Concerns            Yes/ No

_________________________________
Circulation Concerns     Yes/ No

_________________________________
Headaches                     Yes/ No

_________________________________
Seizure Disorder           Yes/No

_________________________________
Other: ________________________
     
_________________________________
Are there any medical limitations that would prevent the applicant from participating in the

exercise programs?
Yes_____
No _____

If yes, describe.
______________________________________________________________________________

______________________________________________________________________________

Date: ___________________________________

Physician’s Name (please print): ___________________________________

Physician’s Signature: ___________________________________

Phone: ___________________________________
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