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CLUB REGISTRATION FORM  

 

 

Name of Individual: ________________________________ Date: ___________________________ 

 

Date of Birth: ____________________ Male:_______ Female____ Soc.Sec.#____________________ 

 

Names of Parent(s)/Caregivers: __________________________________________________________ 

 

Address: ___________________________________________________________________________  

 

Phone: Home ____________________Cell ________________________Email__________________                          

 

Emergency 

Contact: ___________________________________ Phone: ___________________________________ 

 

Department of Developmental Services, Service Coordinator Name: ____________________________ 

  

What Diagnoses have been used to describe the individual? ___________________________________ 

 

____________________________________________________________________________________ 

 

Are there are any behavioral /emotional concerns to be aware of? Yes_______ No________ 

 

  

If there are concerns noted above please describe them and the technique/s used to assist the 

individual.______________________________________ 

 

___________________________________________________________________________________ 

 

___________________________________________________________________________________ 

 

 

Are there any communication issues?  Yes__________ No_________ 

 

If yes what are they, what technique is used? 

________________________________________________________________________________ 

 

________________________________________________________________________________ 
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Does the individual have any food allergies or food preferences? 

________________________________________________________________________________ 

 

________________________________________________________________________________ 

 

Are there any mobility issues? Yes__________   No________________ 

 

If there are mobility issues, what are they? 

________________________________________________________________________________ 

 

________________________________________________________________________________ 

  

 

Are there any medical issues: Yes_______________    No_________________ 

 

If there are medical issues what are they?  (Seizures, incontinence, allergies, serious illness 

etc.)   _____________________________________________________________ 

 

________________________________________________________________________ 

 

Is individual taking prescribed or non-prescribed medications?   Yes______   No______ 

 

If the individual is taking medications please list. 

 

Name of Medication Dosage Reason for Medication 

 

 

  

 

 

  

 

 

  

 

 

  

   

 

 

 

Any other information we should be aware of? __________________________________ 

 

________________________________________________________________________ 

 


