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         Referral Date:_________________

Assessment Date: _______________

                                                                                                          Start Date:_____________________


Drop-In Assessment Report
Assessment summary based on: 

⁯Participant interview ⁯discussion with family      ⁯consultation with treatment team

⁯Review of chart         ⁯observation in activities    ⁯standardized measures
Completed and in folder: 

⁯Emergency card   ⁯Assessment   ⁯PAR-Q    ⁯Caregiver Risk    ⁯Caregiver Screen  ⁯Photo Release    ⁯Consent form       ⁯Policies and Procedures   ⁯Referral to cummings, CLSC, CSN    ⁯Virtual Learning


CLIENT PROFILE
Participant Name: ____________________________________  
Gender: ____________________
Date of Birth:  __________/________/______________     Languages: _______________________
   
          y        /       m      /     d
Address: __________________________________________________________________________
Phone number: ________________________________
Email: ____________________________

Medicare card #: ______________________________
Expires: __________________________

Emergency Contact (caregiver): ______________________________________________________

Referral Source: ____________________________

Payee Name: _______________________________
Email: ____________________________
Education, work history, retirement circumstances: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family situation, caregivers, social support: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WELLNESS PROFILE 

___________________________________________________________________________________

Medical Conditions:
___________________________________________________________________________________
Allergies:

___________________________________________________________________________________
List of Medication  
Mobility:
⁯Independent
⁯Walker 

⁯Cane
⁯Wheelchair 

⁯Fall risk
Hearing: 
⁯Normal  
⁯Left impaired 
⁯Right impaired 

⁯Aid left  
⁯Aid left
Vision: 
⁯Normal  
⁯Left impaired _________  
⁯Right impaired_________  
⁯Visual aid __________

Independent Self Care: 
⁯Toileting 

⁯ Handwashing  
⁯ General appearance 
⁯ Feeding

⁯ Medication


Cognition: 
⁯ Short term memory  

___Normal
___Impaired
⁯ Long term memory 

___Normal
___Impaired
⁯ Recall


___Normal
___Impaired
⁯ Reality orientation               
___Person      
___Place    
 ___Time 
    ___Situation
Transportation: 

⁯ Family/Friend   ⁯Transport Adapte
⁯ Taxi    ⁯ Atase  (needs help)   ⁯ Other:___________
Leisure Lifestyle– past, current and future
Past Leisure Interests

Present Leisure Interests

Barriers to Leisure


What would you like to be able to do again? 

Goals and dreams: 
Current program involvement: 
Recreation Therapist Signature: ___________________________________ 

Date: _____________________

Goal Attainment Scaling

	Attainment levels
	Goal: 
	Goal: 

	-2

much less than expected
	
	

	-1

somewhat less than expected
	
	

	0

expected level, program goal
	
	

	+1

somewhat better than expected
	
	

	+2

much better than expected
	
	

	Comments
	Review date: 


	Review date: 


EMERGENCY CONSENT FORM

Drop-In

To the best of my knowledge, I have provided the Drop-In Program at the Cote St. Luc Aquatic Centre with all of the pertinent details concerning ___________________________(name of participant). I give Erica Botner or a Drop-In Program Educator the permission to contact his/her Social Worker at the CLSC or Cummings Centre.
I understand and agree to respect the policies and procedures of the Drop-In Program.


I agree that the employees of the Drop-In Program cannot be held liable for any emergency medical treatment rendered to the person whom I have entrusted to their care.

I also understand and accept the policies which apply to the Drop-In Program concerning a medical emergency, fire or a general evacuation.

________________________________________



________________
Signature of Participant or Authorized Caregiver



Date

________________________________________



________________
Signature of Witness







Date
CONSENT FOR PARTICIPANT TO LEAVE ON OWN

Drop-In

I, ______________________________________, give consent that the above named participant can leave the Drop-In Centre on his/her own at the end of the day. I recognize that the Drop-In Centre is not responsible at this time for said participant, and I accept full responsibility. 
________________________________________



________________

Signature of Participant or Authorized Caregiver



Date

________________________________________



________________

Signature of Witness







Date
PHOTO RELEASE FORM
Drop-In

Participant Name: _________________________
I hereby give permission for the Cote St Luc Drop In Centre staff to: 





YES
NO

Photograph


⁯
⁯
Film or videotape

⁯
⁯
Use artwork 


⁯
⁯
Other



⁯
⁯
(specify _____________)

To use and publish them for educational, informational or publicity purposes. 
________________________________________



________________

Signature of Participant or Authorized Caregiver



Date

________________________________________



________________

Signature of Witness







Date
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