
 
 
 
 
  

 

 

This form must be completed in full for all new and returning participants on a yearly basis.  All 
information is confidential and necessary for an enjoyable experience. 
 
Participant Name_______________________________________________________   Date ____________________ 

*Have you participated with us in the past?  Yes  /   No  Comments ___________________________ 

Home Address ________________________________________ City________________________ Zip___________  

Home Phone ______________________________Birth Date ________________ Age _______ Gender _________ 

Lives with: Relatives ______ Group Home ______ Independently _______ Other _________________________ 

Name of Parent/ Spouse/ Group Home/ Support Provider _________________________________________________ 

Address (if different) ______________________________________ City________________  Zip_______________ 

HM Phone __________________ WK Phone ____________________ Cell Phone ___________________________ 

Caseworker Name_________________________________________  Phone_________________________________ 

*Will this participant bring an attendant/care provider during program hours?    Yes   /    No     

If yes, explain ____________________________________________________________________________________ 

(*Note: Participants requiring one-on-one assistance with feeding, toileting, toilet transfers and/or behavior management are 

UrequiredU to bring an attendant to be eligible for Specialized Recreation Programs. Attendants are required to register.) 

1. Name _____________________________________________ Relationship_______________________________ 

Day Phone____________________ Evening Phone______________________ Cell ___________________________ 

2. Name _____________________________________________ Relationship_______________________________ 

Day Phone____________________ Evening Phone _____________________Cell ____________________________ 

Health Insurance Company _______________________________ Policy #_________________________________ 

Physician’s Name______________________________________  Phone___________________________________ 

Allergies________________________________________________ Date of last Tetanus______________________ 

Seizure History___________________________________________________________________________________ 

Primary Disability _________________________________ Secondary Disability __________________________________ 

Will this participant require medication during program hours?    YES     /     NO 
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EMERGENCY CONTACT INFORMATION (other than above)  

HEALTH INFORMATION 
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Check and explain if any or all apply:  
                                                                             
COMMUNICATION   MOBILITY    TOILETING 
____   Is Verbal          ____   Independent   ____   Independent 
____   Verbal (hard to understand) ____   With Support   ____   Standby supervision          
____   Sign Language   ____   Wheelchair   ____   Needs reminding 
____   Is Non-verbal   ____   Restriction to walking more than ½ mile    
 
FEEDING    DIET     ALLERGIES/SERIOUS REACTIONS  
_____ Independent   _____ Diabetic    _____ Bee/Wasp Stings  
_____ Assistance cutting food      _____ Low Sodium   _____ Medications (list on front)       
_____ Dependent   _____ Regular    _____ Food (list below) 
      

Activity Limitations (if any) ____________________________________________________________________________ 
 
Adaptive Equipment (if any) ___________________________________________________________________________ 
 
List foods that participant should avoid (if any) __________________________________________________________ 
 
Explanations/Other Information ________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 

 

Cooperates with: ___staff/adult ___Friends/peer group 
Readily Participates: ___in new situation ___in small group 
Interactions:  ___initiates ___needs prompting ___rejects 
Prefers company of: ___self ___staff/adults  ___friends 
Appropriately manages: ___feelings ___maintains composure  
 
Frequency of disruptive behavior ______________________________________________________________________ 
                                                                   
Describe any behaviors staff should be aware of and explain intervention techniques:  
______________________________________________________________________________________________________
______________________________________________________________________________________________________
___________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 

Please attach additional information if necessary 
 

RETURN THIS FORM TO:               Thurston County Parks and Recreation  
                                                  4131 Mud Bay Road NW 
 

(360) 786-5595   TDD (360) 754-2933    FAX (360)754-2956 

LIVING  SKILLS 

SOCIAL SKILLS 
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