BLUE CHECKLIST OF IMPORTANT INFORMATION
TO GIVE TO RESPITE CARE PROVIDER

I. Name of Person Receiving Respite Care: ___________________________________

Age: __________  DOB: _________Med. Ass’t. #: ___________________________

Home Address & Telephone (if any): ______________________________________

____________________________________________________________________

____________________________________________________________________

II. Important Names, and Telephone Numbers

a) Hospital and Doctor: _____________________________________________

_________________________________________________________________

b) School, Work, or Day Program (Contact Person and Number): ____________

_________________________________________________________________

c) Contact Person in Case of Emergency: _______________________________

_________________________________________________________________

d) Case Manager/Social Worker: ______________________________________

__________________________________________________________________

e) Guardian: ______________________________________________________

__________________________________________________________________

III. Important Items to Discuss:
a) Health Issues (Include any history of communicable or infectious diseases i.e. HIV/AIDS/Hepatitis/T.B.)

________________________________________________________________

________________________________________________________________

________________________________________________________________

b) Medication (Names, Dosages and Reason): ____________________________
_______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

How is medication administered?  __________________________________

When was medication last administered? _____________________________

c) Allergies:______________________________________________________

______________________________________________________________

______________________________________________________________

d) Eating (complications, preferences, assistance: ________________________

______________________________________________________________

______________________________________________________________

e) Toileting: ______________________________________________________

f) Mobility: ______________________________________________________

g) Language Skills/Difficulties: ______________________________________

______________________________________________________________

h) Behavior Issues and Strategies: _____________________________________

______________________________________________________________

i) Typical Daily Routine: Indicate wake and bed times, etc.

	Morning Weekday
	
	Morning Weekend
	

	Afternoon Weekday
	
	Afternoon Weekend
	

	Evening Weekday
	
	Evening Weekend
	


j) Favorite Activities: _____________________________________________

_____________________________________________________________

_____________________________________________________________

k) Sleeping Habits: _______________________________________________

_____________________________________________________________

l) Additional Comments: ___________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

MEDICAL AUTHORIZATION

NAME OF INDIVIDUAL ________________________________________________




             Last                             First                          Middle

ADDRESS:  ___________________________________________________________



Street



___________________________________________________________



City                                                    Zip                              Phone

NAME OF PARENTS(S) OR GUARDIAN:   ________________________________

ADDRESS:____________________________________________________________



Street


       _____________________________________________________________



City                                                  Zip                                 

PHONE:      Home: ____________  Work: ___________   Cell: ______________

I give Dr. _______________________________________, or anyone of his/her choosing permission to perform any medical attention needed by the above named individual during my absence.

NAME OF HEALTH INSURANCE: _______________________________________

POLICY NUMBER: ____________________________________________________

PHYSICIAN’S ADDRESS: ______________________________________________

TELEPHONE NUMBER: _______________________________________________

_____________________________                  
Parent Signature

Date: ________________________

_____________________________

Guardian Signature

Date: ________________________
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