V' Lawrence

KANSAS

PERSONAL INFORMATION

UNIFIED RECREATION TRIP MEDICAL RELEASE 2024
Please Attach a Current Photo of the Participant!

Participant Name: Age: DOB:
Residential Address: City: State: Zip:
Home Phone: * Cell: Work:
*Email:
Gender: Hair Color: Eye Color: Height: Weight:
Specific/Identified Disabilities:

Date:

Participant/Guardian Signature:

PARENT/GUARDIAN INFORMATION

Guardian Name:

*Contact Phone:

Guardian Address:

City: State: Zip:

*Email:

EMERGENCY CONTACT (IF DIFFERENT FROM PARENT/GUARDIAN)

Name:

*Contact Phone:

Address:

City: State: Zip:

*Email:

INSURANCE INFORMATION

Medicare: Medicaid:

Physician:

Other:

Phone:

Physician Address:

City: State: Zip:

*ATTACHMENTS

Please attach Medication Administration Record (MAR) or an original prescription label and current list of medications
Please attach any additional information that you think might assist the Unified Recreation Staff. '

* Required Information

COMPLETE INFORMATION ON BACK =)



Medications Taken (if any) Dosage Times Purpose

Does the participant need assistance with medications? YES [ ] NO []

If yes, please explain:

Does the participant need assistance handling money? YES [ ] NO []

If yes, please explain:

Does the participant have or use any of the following (please check):

NO YES EXPLAIN:

1
e I

Orthopedic or rostheticbevices | | |
Manual Wheelhair | | |
wakigGane | | |
Eopermentiees | | |

If YES to Down Syndrome, has the participant been tested for atlantoaxial subluxation? YES |:| NO |:|

If YES, were the results positive or negative? POSITIVE [ | NEGATIVE [ ]

Does the Participant Communicate? NO YES EXPLAIN:




