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All About Me Package
Date of completion (mm/dd/yyyy): ____________________

Name of Participant: _______________________________________          Age: ______
Address: _________________________________________________        DOB: _____________
Caregiver name(s): ______________________________________________________________________________
Email Address: ______________________________________________________________________________
In the event we need to reach you, please provide your contact numbers.
	Primary contact #:
	Secondary contact #:
	Alternative contact #:

	


	

	


Preferred method of contact:
[  ]  Phone call			[  ]  Texting			[  ]  Email

Emergency Contact Information
If the primary caregiver(s) is unavailable, please provide an alternative person to contact. 
Emergency Contact Name: ________________________________________________________ 
Relation to Participant: ___________________________________________________________
	Primary Contact #:
	Secondary Contact #:
	Alternative contact #:

	


	
	



Client Pick-up
Please list anyone who may pick up the participant, not including the caregivers listed above. Photo I.D. will be required to pick up the individual. Please note; anyone not on this list will not be permitted to leave the premises with the participant. 
Name: ________________________________ Relation: ________________________________
Name: ________________________________ Relation: ________________________________
Name: ________________________________ Relation: ________________________________
Name: ________________________________ Relation: ________________________________

Transportation Information
	
	Arrival
	Departure

	Participant travels independently.
	
	

	Participant travels with caregiver(s).
	
	

	Participant travels using YRT Mobility Plus. (ID #:                                    )
	
	



Program Information
Days participant will attend program:
[  ]  Monday               [  ]  Tuesday               [  ]  Wednesday               [  ]  Thursday               [  ]  Friday

Participant’s Exceptionality
Diagnosis (please list all):                                                        [  ] Verbal           [  ] Non-verbal
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Communication
The participant will communicate their needs by:
______________________________________________________________________________________________________________________________________
The participant will understand you better if you:· Use gestures
· Speak slowly and clearly
· Give time for participant to process information before asking again


· Get their attention
· Repeat instructions and directions
· Use eye contact
· Use visuals
· Other: _______________________
If any, what communication assistance devices does the participant use at home or at school?
· Ipad or tablet (eg. text-to-speech apps)
· PEC cards
· Speech generating devices
· Other: __________________________________________________________________

Sensory and Behaviours
Baseline behaviours / Behaviours that participant may engage in when not in crisis:
· Scripting· Sexually inappropriate behaviours
· Attention seeking
· Profanity or strong language


· Self-stimulation (rocking, etc.)
· Hyperactivity
· Putting non-edible things in mouth
· Eloping or exit-seeking
· Aggression towards others (hitting, biting, hair-pulling, etc.)
· Aggression towards self (head-banging, hair-pulling, picking at skin, etc)
· Other ___________________________________________________________________
Things that will trigger or escalate the participant:· Singing 
· Crying
· Screaming or yelling
· Transitions to another activity or location
· Being denied access to space or object


· Loud/sudden noises
· Crowds/too many people
· Bright lights/Flickering lights
· Being touched
· Strong odors
· Holding hands
· Clapping

· Other ___________________________________________________________________
Behaviours participant may engage in while actively in crisis. · Sexually inappropriate behaviours
· Attention seeking
· Profanity or strong language


· Hyperactivity
· Loss of control (temper tantrums)
· Non-compliance
· Eloping or exit-seeking
· Aggression towards others (hitting, biting, hair-pulling, etc.)
· Aggression towards self (head-banging, hair-pulling, picking at skin, etc)
· Other ___________________________________________________________________
Things that will aid in deescalating the participant:
· Deep pressure / weighted objects
· Small, quiet space
· Music (type/genre: _________________)
· Distraction techniques
· Self-stimulation (rocking, etc.)
· Fidget toys
· Sound-blocking headphones
· Other ___________________________________________

Please explain specifics of crisis behaviours, including frequency.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What strategies are used at home to manage these behaviours?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Toileting and Feeding
Toileting assistance / hygiene skills:
[  ] Independent                          [  ] Independent on request (with prompting)     
[  ] Needs assistance                  [  ] Wears briefs (diapers)

Feeding assistance / Eating assistance:
[  ] No assistance required         [  ] Needs some assistance          [  ] Requires full assistance
Any allergies to food? ____________________________________________________________

Medications and Health Concerns
Please note; An Epi Pen or Medication Form must be completed and signed by the caregiver/guardian before staff are able to administer any medications. Medications must be handed directly to staff during sign-in. 
Ontario Health Card Number: _____________________________________________________
Please list all medications the participant is currently taking:
	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Does the participant have medication that must be administered while at the program? 
		                          [  ] Yes                       [  ] No 

If yes, please describe the type of medication, time, and the dosage staff will need to administer:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has the participant ever had a seizure?                        [  ] Yes                 [  ] No
If applicable:               Date last seizure occurred (mm/dd/yyyy) ___________________________
How often does the participant experience seizures? __________________________________
What type of seizure? ___________________________________________________________
Please describe what a typical seizure looks like for this participant, including pre-seizure:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does the participant respond after a seizure? (high energy, tiredness, aggression, etc.):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the participant have any allergies, sensitivities, or restrictions?         [  ]   Yes         [  ]   No
Please list all diet related allergies, sensitivities, or restrictions: _________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate any non-life-threatening allergies: _____________________________________

Please indicate any life-threatening allergies:Carries an Epi Pen?   [  ]  Yes  [  ]   No
Carries an Epi Pen?   [  ]  Yes  [  ]   No
Carries an Epi Pen?   [  ]  Yes  [  ]   No




· Peanuts    
· Bee stings   
· Other severe allergy:____________ 

Does the participant carry an inhaler / ventilator? (eg. for Asthma, etc.)        [  ]  Yes     [  ]   No


Please specify the nature and degree of ability in the following areas:
Vision: ________________________________________________________________________
Hearing: ______________________________________________________________________
Respiratory: ___________________________________________________________________
Heart: ________________________________________________________________________
Digestive: _____________________________________________________________________
Other: ________________________________________________________________________

Mobility
Will the participant need a mobility aid while in the community?          [  ] Yes     [  ] No 
[  ] Splints          [  ] Crutches          [  ] walker          [  ] Wheelchair          [  ] Other: ______________

Please describe the participant’s gross and fine motor development: _________________________________________________________________________________________________________________________________________________________________________________________________________

Participation
Please list some of the participant’s preferred activities (arts and crafts, electronics, etc.): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list the participant’s preferred choices and interests (tv shows, videos, specific games or puzzles, apps they enjoy, etc.)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long is the participant typically able to stay focused on an activity? ___________________
Final Thoughts
Is there any additional information you would like to add in order to help your participant have a more successful and fun experience?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, ____________________________, confirm the information in this form to be true, complete, and accurate to the best of my knowledge. 

Date: __________________________  Signature: __________________________


PLEASE NOTE: Inclusion and Change Inc. acknowledges and appreciates that the communication of personal information is extremely sensitive and recognizes the need to protect the personal privacy of the individuals within our care. All personal information provided on this form is collected with respect to the Municipal Freedom of Information and the Protection of Privacy Act. Information collected will only be used by Inclusion and Change Inc. staff in order to provide a safe and supportive environment for all participants involved.
Questions regarding information collection should be directed to the Program Director.
Laura Parks 			Lparks@inclusionandchange.ca
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