FRIENDSHIP VENTURES
10509 108™ St. NW FOR OFFICE USE ONLY: Application Rec’d
Annandale, MN 55302 Deposit Rec’d
952-852-0101 By
Fax # 952-852-0123
Email: fv@friendshipventures.org Record #
Friondship Vonteres W ebsite: www. friendshipventures.org PSOFb SD G OR C BRS WC SLW EMR TMR SNP BP ADD ND
12 3 4

All pages 1 thru 7 of the application MUST be completed and mailed to our office for registration.
Your application will be put ON HOLD until all pages are received. Please contact our office if you didn’t get all pages. Please
do not hesitate to include additional information which you feel may be helpful in the care of this individual. Thank you.

Session (s) Desired: 1% choice: 3" choice:
(list session #)
2" choice: 4™ choice:

Name

Last First Middle
Address

Street City State Zip
Telephone ( ) County of Birth County of Residence
Age Date of Birth Male  Female ~ Email
Check type of living situation: Residential Facility ~ Foster Home Nursing Home  SLS/SLA  SILS  Private Home
Residential Facility name: Corporate Owner name:
Facility Contact person: Facility Telephone :( )
Facility Email: Fax#( ) Cell # ( )
Facility Nurse: Phone # ( )
If applicant lives outside of private home, what is the staff/client ratio? 1:1  explain:
1:2 1:3 1:4 Other ratio
Parent/ legal guardian Relationship to applicant
Home phone ( ) Cell # ( ) Email _
Address

Street City State Zip
Parents Place of
Employment: (father) ( )
Name of company Position City work phone
(mother) ( )
Name of company Position City work phone

Religious preference Race: White  African- Amer.  Native Amer.  Asian _ Hispanic  Other
Is applicant a child of a veteran? Yes No Parent’s Post #
Is applicant covered under MA?  # Medicare?  #
Any other health insurance coverage?
Company: Policy # Policy holder’s name

Emergency Contacts: Please list two additional contacts in the event that a parent/guardian cannot be reached:

Name Relationship

Home phone # ( ) Cell # ( ) Work # ( )
Name Relationship

Home phone # ( ) Cell # ( ) Work # ( )

If a request for car pooling is received, may we give your name, address and phone to others? Yes ~~ No

Important: Confirmation of service should be mailed to: (circle one) parent/guardian, facility, participant or other:
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Applicant Name: Date of Birth: Age:

If you need to send this page to the parent/guardian - PLEASE MAKE A COPY and send the copy to the
parent/guardian and all originals to our office for registration.

RELEASE SIGNATURES:

Attendance Release: | hereby give my permission for applicant as named above, to participate in Friendship
Ventures (FV) sponsored and supervised programs from date signed through December 31 of current year. | certify
that the information is true, accurate and complete. FV emphasizes safety first; however, participation in FV
programs has inherent risks that may result in injury. | acknowledge and accept this fact and agree to hold harmless
Friendship Ventures, its employees and agents.

Emergency Release: | hereby give my permission to the medical personnel selected by Friendship Ventures to
provide routine health care, administer prescribed medications including standing orders and seek emergency
medical treatment including ordering x-rays and routine tests. In the event the emergency contact cannot be
reached, | hereby give permission to the physician selected by Friendship Ventures to secure and administer
treatment including hospitalization, injections, anesthesia or surgery, for the person named above. | give permission
to obtain copies of treatment and health records from any provider and | agree to release information in records
necessary for treatment. Friendship Ventures cannot assume responsibility for any medical expenses that may occur
if the participant must receive medical care.

Trip Release: | hereby give my permission for applicant as named above to participate in agency sponsored and
supervised activities that may occur off of the agency property and/or be transported to the clinic/hospital, as
needed. (signature required)

signature of parent, legal guardian, applicant, if own guardian or authorized person witness date

Publicity Release: | hereby give my permission for Friendship Ventures to use any picture, photographs, films or
recordings taken of the applicant as named above, for publication in house newsletters, brochures, electronic,
website or other media as deemed appropriate by Friendship Ventures and also for the publication in news articles,
website, newspaper, magazines and other publications for the purposes of conveying information concerning the
above named applicant and/or Friendship Ventures. (signature optional)

signature of parent, legal guardian, applicant, if own guardian or authorized person witness date

We are unable to obtain signatures at this time. A copy of this section has been sent to the appropriate
individual for signatures and will be mailed to Friendship Ventures one month prior to applicant’s arrival.

PLEASE NOTE: You must complete the “Fee Agreement”, “Method of Payment” and
“Scholarship Grant Application” sections which can be found on APPLICATION - PAGE 7.

APPLICATION - PAGE 2

1/2009




Applicant Name: Date of Birth: Age

Person Completing Application: Date Application completed:
DISABILITY/CONDITIONS:
with disability/other condition Developmental Disability is:  Mild _ Moderate __ Severe ___ Profound

without disability/other condition
Please check all boxes that apply —
* REQUIRES COMPLETED QUESTIONNAIRE WHICH OUR OFFICE WILL PROVIDE TO YOU

____Alzheimer’s *Catheter: __ intermittent __ in-dwelling _ ostomy: explain
___Autism *Diabetes: Insulin dependent

__Aspergers Syndrome *Feeding Tube:

_Attention Deficit Disorder *Orthopedic:

_ Blind/impaired  wears glasses *Respiratory: explain type:

__ Deaf/impaired __ wears hearing aid list irritants:

____ Dementia nebulizer oxygen suction other
_____Down Syndrome *Seizures: Type Frequency:

___ Mental Retardation Allergies, list specifics:

____ Oppositional Defiant Disorder Cardiac, state diagnosis:

____Pervasive Development Disorder Stroke, explain affected area:

_ Prader-Willi Syndrome Spinal Condition, list limitations:

~ Rett Syndrome Arthritis, affected area:

_ Sign language Cerebral Palsy, limitations:

Tourette Syndrome
Williams Syndrome
Further details:

Special Appliances/Ambulation — PLEASE PROVIDE NEEDED EQUIPMENT
Wheelchair?  Yes  No ~ Long distances only Manual Electric
Slow Walker  Yes ~ No

What are the scheduled times out of the wheelchair?

Assistance in walking? ~ Yes  No ___Support from another person _ Cane _ Crutches  Walker
Assistance in transferring? ~ Yes  No Can individual support weight in transferring?  Yes  No
Require range of motion exercises?  Yes  No  Ifyes, please attach a copy of exercises.

Does applicant wear/use? __ Orthotics circle: left or right  Prosthesis circle: left or right ~ Braces/night braces

Further instructions:

Sleeping

Sleep through the night? ~ Yes ~ No If no, please explain sleeping patterns/supervision:
Bed time rituals?  Yes  No If'yes, explain:
Require repositioning during sleeping hours? ~ Yes  No If yes, how often:
Uses bed rails? _ Yes  No Can applicant sleep on top bunk?  Yes  No
Further instructions:

Eating - PLEASE PROVIDE NEEDED SUPPLIES

Assistance level:  Independent  Some assistance Total assistance Current height: Current weight:
_ right-handed  left-handed Normal appetite is: large medium small
Food allergy to:
Reaction: hives difficulty breathing nausea other Explain
Special diet? Yes No, describe:
Difficulty with: swallowing chewing drinking

Applicant requires: ___ special utensils (please bring)  chopped food  dietary supplement (please bring)  straw __ feeding tube
Further instructions:

Personal Care

Assistance level: Independent Some assistance Total assistance Applicant prefers: Bath Shower
Requires assistance with:
washing face and hands brushing teeth combing hair shaving menstrual care bathing showering

Denture use?  Yes  No Removes dentures at night?  Yes  No  Orthodontics?  Yes ~ No  Retainers?  Yes  No
Further instructions:

APPLICATION — PAGE 3 1/2009




Applicant Name: Date of Birth: Age

Bathroom Use

Assistance in bathroom? Independent Needs reminders Needs assistance Total assistance
Use of incontinent product?  Yes  No AM product: PM product:
Bathroom schedule?  Yes  No Explain:
Designated overnight times: Ilpm  3am _ 7am  Other
Applicant uses:  urinal _bedpan  commode intermittent catheter: schedule

___indwelling catheter _ colostomy  ileostomy  Please bring supplies/replacement supplies.
Bowel program?  Yes  No Explain:
Further instructions:
Dressing
Assistance with dressing? Independent Some assistance Total assistance
Help with:  buttons  shoes  shoe laces socks zippers shirt bra pants
Assistance with: reminders to wear clean clothes separating clean and dirty/soiled clothes
Further instructions:

Communication — PLEASE PROVIDE NEEDED EQUIPMENT
Able to communicate wants/needs?  Yes  No

Method of communication: ___ Sign Languag—e ___ Communication Board __ Other Explain:
Understand/respond to questions? ~ Yes  No
Abletoread? Yes  No Abletowrite?  Yes  No  Can individual communicate pain? Yes No

Further instructions:

Social Interaction & Behavior Issues
Check behaviors that apply to applicant:

____No unusual behavior _ Verbally challenging _ Temper Tantrums

_____Stubbornness ____ Physically challenging toward others ____Wanders unintentionally due to distractions
_ Withdrawn/shy ___ Physically challenging toward objects ~ Wanders or runs away intentionally

_ Self-injurious ~ Attachesto  male staff  female staff

__ Other describe:

Is applicant on a behavior management plan or a Rule 40 program?  Yes  No Ifyes, attach a copy of the program.

Ever been away from home before?  Yes  No Is home sickness anticipated?  Yes  No

Any fears such as animals, thunderstorms, heights, large crowds, water, etc.?  Yes  No
Explain method for dealing with fears:
Explain all checked behaviors, their frequency and method/interventions of dealing with behavior. Use other paper to explain as needed.

Activity Interest:
Does the applicant enjoy swimming? Yes No
What is their swimming ability level? Prefers wading Beginner Intermediate Experienced

If the applicant does not enjoy swimming, will they want to be at the lake or pool during swim time? __ Yes _ No
Will they enjoy splashing their feet in the water Yes No

Does the applicant need a Personal Floatation Device when swimming or wading? ~ Yes  No
Does the applicant need ear plugs when in the water? =~ Yes ~ No If'yes, please bring them to camp.
Does the applicant enjoy biking? ~~ Yes  No Ifyes, what is their ability level? =~ Beginner ~ Intermediate Experienced
Rides a 2 wheel bike Rides a 3 wheel bike Would like to learn how to ride bike.
Other:
Ever attended Friendship Ventures services?  Yes  No Type of service: Check site:  Camp Friendship  Eden Wood
~ Camp New Hope
Attend school? _ Yes _ No Where: Type of Class:
Employed? @ Yes  No Where: How long:

Each person sends a postcard to a family member/friend. Please list the relationship and name/address/city/state/zip code where postcard should be sent.

Please list any additional information regarding applicant, activities enjoyed, likes, dislikes which may be helpful to us:
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sychological needs that will impact participant’s interaction or participation:

This Health History is correct, to the best of my knowledge, and the applicant has permission to engage in all activities, except as noted.
Exceptions:

PERSONS CHECKING-IN PARTICIPANTS must be able to answer questions regarding participants:
A.  Medication and health details.
B.  Special diet details.
C.  Special appliances or other medical needs.

If there is a change in the participant’s health or medications, or if they have had surgery within 3 weeks prior to arrival, please call the
Director of Health Care at (952) 852-0105 to determine if we are able to care for this participant.

Form completed by: Date: / /

Forms available on our website: www.friendshipventures.org 1/2009
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