Participant Consent & Information for Overnight Activities


Participant Name: _______________________________________________________________________________
Address: _______________________________________________________________________________________
Home Phone Number: ______________________________Mobile Phone Number: __________________________ 
Date of Birth: __________________________
Emergency Contact

Name: ___________________
_______________________________________________________________________
Address (if different from above): __________________________________________________________________
Phone Number: ________________________________________________________________________________
Home: ____________________________   Work: ________________________  Mobile: ______________________
Relationship to participant: _______________________________________________________________________
Name of Regular Doctor:   _____________________________   Phone No: __________________________
Disability / Condition:
__________________________________________________________________________
________________________________________________________________________________________________
Please detail any medical information carers should be aware of, including any illness or communicable ailments:  
________________________________________________________________________________________________
Please detail any allergies, include information about reactions and treatments:
________________________________________________________________________________________________
Do you suffer or have you have any of the following conditions?

	
	Yes
	No

	Asthma, or any other lung complaint
	
	

	Diabetes
	
	

	Dizzy Spells
	
	

	Heart condition / Angina / High Blood Pressure
	
	

	Migraines
	
	

	Seizures
	
	

	Incontinence
	
	


If yes, to any of the above, please describe possible triggers and relevant medical care / response required.

________________________________________________________________________________________________
________________________________________________________________________________________________
Medication

Are you required to take medication on this excursion/overnight?

Yes
(
No
(
Do you self-medicate or do family / carers assist with medication?

________________________________________________________________________________________________
If you are with a Support Worker, do you want them to look after your medication?
Yes
(
No
(
	Medication
	Dosage
	Time of day to be administered

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Daily Living

Do you require assistance with toileting?
 ______________________________________________________________
________________________________________________________________________________________________
Any special dietary requirements?

Yes
(
No
(
If yes, please detail: _______________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Please describe any unusual sleeping patterns: __________________________________________________________
________________________________________________________________________________________________
Are any special; bedtime aids, equipment or support required, such as Kylees? ________________________________
________________________________________________________________________________________________
Please describe any behavioural support which may be needed with the participant. List triggers for unusual behaviour, and suggested methods of response.

________________________________________________________________________________________________
________________________________________________________________________________________________
Please list any information regarding the participant’s mobility e.g. is a wheelchair required, can he / she weight-bear to transfer from a wheelchair etc.

________________________________________________________________________________________________
________________________________________________________________________________________________
Does the participant require any assistance or prompting with toileting, shaving, showering, hair washing and/or dressing?

________________________________________________________________________________________________
________________________________________________________________________________________________
Permission for photos of you on this excursion and where appropriate, your name, to be included in:

(
 Kyeema Newsletter
(
Participant Information Folder

(  Kyeema Social Media
(
Website



(
Media Items e.g. Newspaper, Groups outings etc.

(
Internal with Kyeema


(
External e.g. Expo's promoting Kyeema


Emergency Treatment

I,  











 
(Full name of parent/ guardian/ nominee)

Please circle ( applicable.
(Participant   /   Parent     /    Legal Guardian     /    Power of Attorney)
authorise staff to make the necessary arrangements for emergency treatment in the event of medical assistance being required.

Signature: _______________________________________________        Date:____________________________
Name: __________________________________________________

This information / consent form is relevant for 12 months.
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