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                                                                                     PHYSICALLY DISABLED

                                                             AND ABLE-BODIED 
   PEERS Programme                           PO BOX  33 698                                                                                                      
  





      Takapuna 0740
   (Phab’s Equal Experience, Resource Support)              AUCKLAND  

    Programme                                                                       PHONE 488 7490
                                                                                               FAX 488 7460
                                                                                               Email  office@phab.org.nz
                  NAME____________________________________________________
ADDRESS_________________________________________________

__________________________________________________________
__________________________________________________________
PHONE ________________________ MOBILE__________________
EMAIL ___________________________________________________
DATE OF BIRTH___________________________________________

I give my permission for the above information to be kept on file and given to medical authorities in the event of illness or accident.

I have read and understand the Programme Policy and Booking and Payments Policy

Signed __________________________               Date _________________________
This form is optional but would be extremely helpful to staff running the PEERS Programme.                

TYPE OF DISABILITY _____________________________________

__________________________________________________________

MOBILITY    do you use a wheelchair                               
Yes / No 

Please circle        manual         electric         scooter         walking sticks

                          Can you transfer                                               Yes / No

DO YOU REQUIRE ASSISTANCE WITH     Toileting      
Yes/ No  

                                                                                Feeding       
Yes / No

ARE YOU VISUALLY IMPAIRED                                      
Yes/ No 

Please state amount of assistance required 

ARE YOU HEARING IMPAIRED                                              
Yes/ No 

Please state preferred method of communication

MEDICATION   If you take any medication, please state type and dosage 

DO YOU HAVE ANY ALLERGIES?                                       Yes/ No 

Give details ________________________________________________

EMERGENCY CONTACT WHILST AT THE PEERS PROGRAMME (Tuesdays and Fridays)

1. EMERGENCY CONTACT PERSON_______________________

RELATIONSHIP___________________________________________

PHONE NUMBERS_________________________________________

2. EMERGENCY CONTACT PERSON ________________________

RELATIONSHIP___________________________________________

PHONE NUMBERS_________________________________________

PERMISSION 

I give my permission for the above information to be kept on file and given to medical authorities in the event of illness or accident.

I understand that, should medical treatment be necessary, every effort will be made to obtain my consent. However in an emergency, I authorise the youth worker to consent on my behalf to any medical treatment which a qualified doctor feels is necessary.

(This could include inoculations, blood transfusions, surgery or the use of anaesthetics.)

Name________________________________________________________________

Signed __________________________               Date _________________________

Witnessed:
Name________________________________________________________________

Signed_______________________________________________________________

Relationship___________________________________________________________

-------------------------------------------------------------------------------------------------------

OFFICE USE ONLY:

Authorised by:

Date:

Notes:
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