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[bookmark: _Int_feMUlPOl]Social Saturdays 
Registration Form 
Completed forms can be emailed to:
Barb.furac@cll.on.ca or dropped off to 
Community Living London
190 Adelaide Street, South
Payment to be made upon confirmation of registration
Please Print
Participant’s Name: ________________________________________________________________
Date of Birth: _____________________________________________________________________
Address: _________________________________________________________________________
City: ___________________ Postal code: __________________________
Home phone: __________________ Cell phone: __________________________
Would you like to receive correspondence via email? Yes ______ No __________
Email address: ____________________________________________________________________

Emergency contact
Name and relationship to the participant: _______________________________________________
**must be available for contact during program hours 
Phone number: ___________________ Alternate: ________________________
[bookmark: _Hlk163807357]
I can fully participate at 1 staff to 2-person support ratio: 	yes ________	no ________
If no, please choose from the following:
I can fully participate at 1 staff to 4-person support ratio:	yes _________	no _________
I can fully participate at 1 staff to 1-person support ratio:	yes _________	no _________

I will attend the following dates:
May 4 ______		May 11 ________		May 25	________
June 1 ______		June 8 ________		June 15 ________

Do you require personal care support (i.e. dressing/undressing/toileting etc.)?
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________



Do you require during meal/snack times
? 
Yes _____ No _____ If yes, please describe: 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 


Are there any dietary concerns or accommodations we should be aware of? 
Yes _____ No _____If yes, please describe:
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 

Medical Information
Health Card Number: ______________________________________________________
Do you take any medication? Yes _____ No _____
If yes, please describe what the medication is for: _______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
* If the participant will be taking any medication during program times you will be required to review the medication to be administered with staff at each visit.
Allergies: (please list)
Foods: ___________________________________________________________
Drugs: ___________________________________________________________
Other: ___________________________________________________________
Allergy protocol:
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
Do you experience seizures? Yes _____ No _____
If yes, please describe or attach a copy of seizure protocol:
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
Other medical information (i.e. asthma, diabetes etc.):
________________________________________________________________________
________________________________________________________________________




What makes you have a great day?
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
What makes you have a bad day? 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 

How can we support you if you are anxious, frustrated, angry etc.?
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 

What is your favourite activity?
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
* If you have other information that would be helpful in supporting the participant please attach it to this package.
· Check if information has been attached. 
· Photo attached 
You/Guardians are responsible for informing program staff of any changes to this information throughout the year.
This authorization is in effect for one year from the date of signature inclusive.
Signature: _____________________ Date: __________________________











[bookmark: _GoBack]Social Saturdays 
Program Authorizations
Name of Participant: ______________________________
General Authorizations:
1. As part of Community Living London’s Social Saturday’s Program I hereby give consent to go with program staff and/or volunteers on community outings or other scheduled events utilizing public transit, taxi, personal vehicles, or the organization’s vans.
_____
Initial
2. I hereby give authorization for photographs or videotapes to be taken of me for program use and to be shared with participants and their families. Some photos and videos will be used to promote supports and services offered by Community Living London.
_____
Initial
Authorization to Dispense Medications:
3. I authorize Social Saturdays Program staff to dispense medication to me, as prescribed by my doctor.
_____
Initial
Emergency Consent:
5. I hereby give consent to be transported to a medical facility and/or treated by a physician or qualified emergency medical staff should there be an emergency or accident.
_____
Initial
Liability Release:
6. I will not hold Community Living London personnel liable, should any accident, illness, or injury occur while my son/daughter is participating in the program, unless such claim, demand, etc. is caused by the willful negligence or abuse of the Club at the Hub provider(s).
_____
Initial
NOTE: Your initials indicate authorization. This authorization is in effect for one year from date of signature inclusive.
Signature: ____________________________ Date:______________
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