HAMILTON & DISTRICT EXTEND-A-FAMILY

NATURAL FAMILY APPLICATION

APPLICANT: _______________________________

BIRTHDATE: _______________________

PARENT/GUARDIAN ________________________
SPOUSE: ___________________________

STREET ____________________________________
STREET ____________________________

CITY _______________________________________
CITY ______________________________

POSTAL CODE ______________________________
POSTAL CODE _____________________

BIRTHDATE ________________________________
BIRTHDATE _______________________

OCCUPATION ______________________________
OCCUPATION ______________________

EMPLOYER ________________________________
EMPLOYER ________________________

ADDRESS __________________________________
ADDRESS __________________________


     __________________________________

     __________________________

HOME TELEPHONE (       ) ____________________
HOME TELEPHONE (       ) ____________

CELL  (        ) ________________________________
CELL  (       ) ________________________

E-MAIL ____________________________________
E-MAIL ____________________________

BUSINESS TELEPHONE (      )_________________
BUSINESS TEL (        ) ________________

EDUCATION _______________________________

EDUCATION _______________________

LANGUAGE SPOKEN AT HOME_________________________________________________________

DIRECTIONS TO YOUR HOME ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

FAMILY INFORMATION
OTHER FAMILY MEMBERS :



NAME



SEX


BIRTHDATE

________________________________

M/F

____________________________

________________________________

M/F

____________________________

________________________________

M/F

____________________________

________________________________

M/F

____________________________

MEDICAL/BEHAVIORAL INFORMATION AND HISTORY OF APPLICANT

What is the medical diagnosis of the child? Check all categories which apply.

CEREBRAL PALSY      [ ]      PHYSICAL DISABILITY        [  ]        SPEECH IMPAIRMENT    [  ]

SPINA BIFIDA
            [  ]      DEVELOPMENTAL DELAY [  ]        HEARING IMPAIRMENT [  ]

DOWNS SYNDROME  [  ]      LEARNING DISABILITIES   [   ]       VISUAL IMPAIRMENT     [  ]

MUSC DYSTROPHY    [  ]     BEHAVIORAL DIFFICULTY [  ]        SLEEP PROBLEMS            [  ]

AUTISM                         [  ]     EMOTIONAL DIFFICULTY   [   ]        OTHER                                [  ]

ADHD                             [  ]

PLEASE GIVE DETAILS ABOUT HOW THIS DIAGNOSIS MAY AFFECT THEM

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


MEDICATION TAKEN

____________________________________________________________________________________________________________________________________________________________________________
DESCRIBE ANY TECHNICAL AIDS OR EQUIPMENT THAT MAY BE USED

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DESCRIBE YOUR CHILD’S METHOD OF COMMUNICATION: VERBAL, NONVERBAL, GESTURES, SIGNS AND SYMBOLS, ETC

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DOES YOUR CHILD HAVE ANY ALLERGIES?
YES [   ]

NO[   ]

IF YES, PLEASE DESCRIBE __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DOES YOUR CHILD HAVE SEIZURES?

YES [   ]

NO [   ]

IF YES, WHAT TYPE___________________________________________________________________

HOW OFTEN __________________________________________________________________________

DOES YOUR CHILD NEED SUPPORT WITH ANY PERSONAL CARE ISSUES? IF YES, PLEASE DESCRIBE WHAT SUPPORT THEY NEED ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT ARE YOUR REASONS FOR APPLYING TO THIS PROGRAM?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT ACTIVITIES/INTERESTS/HOBBIES IS YOUR CHILD CURRENTLY INVOLVED IN?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DESCRIBE HOW YOUR CHILD INTERACTS WITH OTHER CHILDREN ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IS YOUR CHILD INVOLVED WITH ANY OTHER SERVICES 
YES [   ]

NO [   ]

IF YES, PLEASE GIVE DETAILS ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IS THERE ANY OTHER INFORMATION OR DETAILS THAT YOU WOULD LIKE TO INCLUDE CONCERNING YOUR CHILD?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IS YOUR CHILD ATTENDING SCHOOL? 
YES [   ] 

NO [   ]

NAME OF SCHOOL_________________________________     TEACHER _______________________

ADDRESS _________________________________________     TELEPHONE (        )_______________

PRINCIPAL ________________________________________     GRADE _________________________
_______________________________________________
____________________________________

SIGNATURE OF PARENT/GUARDIAN


SIGNATURE OF PARENT/GUARDIAN

DATE _________________________________________
DATE______________________________

 Please Return To: 
Hamilton & District Extend-A-Family



293 Wellington Street North

Suite 127

Hamilton, Ontario, L8L 8E7

OR email to:  eaf@execulink.com   Subject line: NATURAL FAMILY APPLICATION
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