PARTICIPANT PROFILE INFORMATION

Date Updated:

Name: Legal Guardian:

Address: Guardian Address:

Phone: Guardian Phone:

Birthdate: Daily Representative:

Sex: Phone:

|Service Coordinator: Phone #:

Emergency Contactl. Phone #:

Emergency Contact2: Phone #:

|Provider: Contact: Phone #:

Medical Concerns:

Diagnosis:

Self Medicating: ] Yes [] No

Allergies: ] Yes ] No List:
Nursing Agency: [ ] Yes [] No Contact#:
Safety Concerns: [| Yes  [] No List:

Behavioral Concerns:

Behavior Plan | Yes [ | No |fyes, please provide copy.
Behavior Guidelines: L] Yes[ ] No |t ves, please provide copy.

Alone Time: [_] Yes[ | No If yes, please address where, when and for how long:

Personal Care Assistance: || Yes| | No If yes, please list assistance needed:

Dietary Concerns:

Interests: Likes/Dislikes

|Consents signed: |L] Yes [ ] No |

age 1



