ALACD Youth Exchange

Medical and Care Needs Form

In preparation for the 2007 Youth Exchange, we are creating profiles of all delegates who will be attending.  It is very important that we know as much about you as possible.  The purpose of this form is to gather all relevant medical information about you.  Please complete all questions on this form and ensure that it is signed by you AND your parent/guardian and return it to us by no later than April 30th, 2008 by mail and fax to 613-244-4857.
Note: Information on this form will be shared only with attendant/medical staff hired for the expressed purposes of providing care.  

If you have any questions, please contact Nadia Smith, Youth Exchange Coordinator at 1-800-771-0663 ext. 23 or nadia@ala.ca. 
 

PLEASE PRINT CLEARLY
 
PART I – GENERAL INFORMATION

Surname: ________________________ Given Name: _______________________ 

Date of Birth: _____________________ Gender: ______________________

Address: ___________________________________________________________ Phone Number: (___)____________________
Health Card # ___________________ Height: ____________ Weight: __________

Medical Coverage ____________________________________________________

(company & plan #) 



Doctor’s Name: _____________________ Doctor Phone # ___________________

Who would you like us to contact with any health-related queries (usually a parent / guardian)?

Name: _______________________ Relationship to Delegate: _________________
Home: (___) ___________ Work: (___) _____________ Other: (___) ___________
Emergency Contact 1 (not someone living with you)

Name: _______________________ Relationship to Delegate: _________________

Day #: (___) __________ Evening #: (___) ___________Other #: (___) _________

Emergency Contact 2 (not someone living with you)

Name: _______________________ Relationship to Delegate: _________________

Day #: (___) __________ Evening #: (___) ___________Other #: (___) _________

PART II – MEDICAL HISTORY

1.    Date and reason for last medical appointment?      
______________________________________________________________

2. Are all of your immunizations up-to-date?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

  If not, please explain why: _________________________________________

_______________________________________________________________

3. Do you wear contact lenses? 
   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

4. Do you have a history of the following:  (Please circle your answer)

	Epilepsy                Yes          No
	Liver problems           Yes          No

	Seizures                Yes          No
	Heart problems          Yes          No

	Asthma                  Yes          No
	Lung problems           Yes          No

	Diabetes                Yes          No
	Kidney problems        Yes          No


If you answered yes to any of the above, please provide appropriate details:

________________________________________________________________

________________________________________________________________

________________________________________________________________

5. Do you have any other medical conditions? 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please specify: ______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

6. Do you have any known communicable diseases? 
      Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________

PART III – MEDICATIONS

Pharmacy Name (if you take prescription medication): _______________________

___________________________________________________________________

Pharmacy Phone #: (____)___________________

1. Are you currently taking any prescription medications?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

 If yes, please fill out the form on the next page and answer the following questions:

a) Does your medication need to be administered by a 

     medical professional?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

b) Can you self-administer your medication?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

c) Do you usually receive a reminder to take your medication? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

2. Do you use a dosette or blister packs for medication?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

3. Please share with us any other relevant information regarding your medication. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When packing for Ottawa, please bring all medications in original dispensing containers with the most recent dispensing label on them.

 Bring your own supply of over-the-counter medication that you would normally self-administer at home (i.e. Tylenol).

Office use only – do not write in this space

Name: 
Group:

	Name of Medication
	Rx #
	Dosage
	Purpose
	Schedule

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PART IV – ALLERGIES and DIATERY NEEDS

1. Do you have any allergies? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please specify type of allergy, indicate severity and treatments used
using the chart below
	Type of allergy
	Severity
	Treatments

	
	
	

	
	
	

	
	
	

	
	
	


2. Do you have any dietary requirements? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please explain:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PART V – PERSONAL CARE 

1. What type(s) of disability/disabilities do you have? _______________________________________________________________

2. How long have you had the above disability/disabilities? _______________________________________________________________

3. Details of disability/disabilities: _______________________________________________________________
_______________________________________________________________

_______________________________________________________________

4. Do you require assistance with activities of daily living?            Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

     If yes, please answer the following questions. If no, please proceed to question           

     number 9?
5. Please check the following, if you require help with:






    Set Up  Full assistance                                                         Set Up  Full assistance
	Bathing                                     FORMCHECKBOX 
 
	 FORMCHECKBOX 

	Eating                                  FORMCHECKBOX 

	 FORMCHECKBOX 


	Dressing                                   FORMCHECKBOX 

	 FORMCHECKBOX 

	Brushing teeth                     FORMCHECKBOX 

	 FORMCHECKBOX 


	Toileting                                    FORMCHECKBOX 

	 FORMCHECKBOX 

	Respiratory treatments        FORMCHECKBOX 

	 FORMCHECKBOX 


	Bladder Routine                        FORMCHECKBOX 
      FORMCHECKBOX 
 (describe): 

	Bowel Routine                           FORMCHECKBOX 
      FORMCHECKBOX 
 (describe): 

	Other: 


6. If you checked any of the above, please provide any pertinent details.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Do you require assistance?  For example, near steps, cross walks etc. Please describe:_________________________________________________________________________________________________________________________________________________________________________________________
8. Do you know your daily routine?  Do you need any reminders, for example, to toilet, to wash, to eat meals etc?  Please provide details. __________________
________________________________________________________________________________________________________________________________________________________________________________________________

9. The program involves participation in large group activities. Are there any concerns with this? _________________________________________________
________________________________________________________________________________________________________________________________________________________________________
10. Can you come to standing,     
          FORMCHECKBOX 
 On your own          FORMCHECKBOX 
 With some help           FORMCHECKBOX 
 No                                                       
· Can you stand independently once on your feet.      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     
11. Do you use a wheelchair for mobility?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

         If yes, please answer the following questions. If no, please proceed to                     

         question number 15.  
· What type? :   FORMCHECKBOX 
 Manual    FORMCHECKBOX 
 Power    FORMCHECKBOX 
 Scooter

· Can you propel the manual wheelchair for long distances?     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 

· When traveling by bus, do you prefer to sit in your wheelchair, or on a bus seat?              FORMCHECKBOX 
 Bus Seat     FORMCHECKBOX 
 Wheelchair

· Can you transfer from your wheelchair by yourself?                FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

· Please describe your transfers at home i.e.: wheelchair to toilet, wheelchair to bed, how you get into the shower or bath: ____________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Do you use the following pieces of equipment at home to transfer? Please  

      check all that apply. 
	Ceiling Track Lift   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	Hospital Bed         Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Floor-based Lift     Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	Hospital bed with Rails   

                              Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
                                                           

	Sliding Board         Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	Commode for Toileting 

                              Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	Floor to Ceiling Pole  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Commode for Showering 

                               Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 



 FORMCHECKBOX 
 Other, Please list: ______________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________

13. Please list all the equipment you use at home for your daily routine.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. Please share with us any other relevant information regarding your personal care routines/needs such as your schedule of care. (i.e. one hour every morning, one hour every evening): ___________________________________________                         ________________________________________________________________________________________________________________________________________________________________________________________________
Regarding Transfers at the Carleton University Residence:

15. For those who are weight-bearing: (Please proceed to the Declaration on page 11 should questions C, D and E not apply to you.)
A) Can you stand in a shower without help?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
     B) Can you step over a 7” step with one person assisting?   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
   
C)  Could you transfer onto a shower bench with one person assisting? 
Yes FORMCHECKBOX 
     No  FORMCHECKBOX 
      N/A  FORMCHECKBOX 
 

D) Could you transfer onto a commode         FORMCHECKBOX 
 Yes, independently








 
           FORMCHECKBOX 
Yes, with help of one person








           FORMCHECKBOX 
 No      FORMCHECKBOX 
 N/A  
E) PLEASE NOTE THAT THERE ARE NO GRAB BARS AT THE TOILETS OR IN THE SHOWERS AT CARLETON RESIDENCE.  IF YOU ARE USED TO USING THEM FOR A STANDING OR WALKING TRANSFER, PLEASE DESCRIBE THIS HERE.  WE CAN HAVE THE TOILETS FITTED WITH A COMMODE OR FRAME(VERSA BARS) AND WE HAVE SHOWER BENCHES IF REQUIRED.                               

 FORMCHECKBOX 
  No, I don’t use grab bars.

 FORMCHECKBOX 
  Yes, I use grab bars.  Describe home use (where they are located, function):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

16. For those who will use a lift for transfers: (Please proceed to the Declaration on page 11 should these questions not apply to you.) we can have access to a wheel-in shower.  An attendant can take you there in your wheelchair.  It is an en-suite bathroom to a changing area, where we will have a mechanical lift. 

· Can you sit on a commode with a straight plastic back and a regular toilet seat?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

· If no, please describe and name the model of commode you use at home.  Include any customizations.__________________________________

________________________________________________________________________________________________________________________________

17. If you use a customized commode at home, do you think you would be able to sit securely on a Tilt commode?         FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
NB:  IF YOU USE A LIFT AT HOME, PLEASE BRING YOUR OWN SLING, AND PACK IT IN YOUR CARRY-ON LUGGAGE.

ALSO, IF YOU ARE BRINGING A POWER WHEELCHAIR, PLEASE BRING ITS OWN CHARGER.

18. For scheduling purposes, please indicate your preferred time of day for a shower.


 FORMCHECKBOX 
 Before breakfast       
 
 FORMCHECKBOX 
 Late afternoon after activities     
 FORMCHECKBOX 
 Just before bed

Please include written copy of your care routine if available.

DECLARATION
To the best of my knowledge, I have answered completely and fully all the above questions. I understand that all the information given will be kept in strict confidence.

Delegate’s Signature: ___________________________ Date: _______________

Parent/Guardian Signature: _______________________ Date: _______________

	By signing this form, I give consent for VHA Health and Home Support staff and the Community Nursing Registry of Ottawa staff to provide the care outlined on the medical form. I give consent to the Event Coordinators to arrange any medical care as may be required. It is the parent/guardian responsibility to provide medical insurance coverage.  I agree to reimburse the program for any expenses incurred as a result of a medical emergency. 

____________________________

__________________________

   Signature Parent/Guardian



Date

_________________________________                   ________________________________

Signature of Participant




Date




Thank you for your cooperation.
If you have any questions, please contact Nadia Smith, Youth Exchange Coordinator at 1-800-771-0663 ext. 23 or nadia@ala.ca. 

Once you have faxed the signed form please send the original document to the following address;

ALACD 

104-720 Belfast Road

Ottawa, ON   K1G 0Z5 

ALACD Medical Form – rev. April 2008


Page 2 of 11

