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Rays of Light
[bookmark: _GoBack]Child w/ Special Needs Application
9200 Inwood Road;  Dallas, TX 75220
214-706-9579 or email:  debbie@raysoflightdallas.org


Date of Application:  ________________

FAMILY INFORMATION

Child’s name:___________________________________________________________________
			First				Middle				Last

Preferred name or nickname:__________________________________________________________

Date of Birth:___________________________  		Sex:____________

Father’s name:_________________________________________________________________

Address:_______________________________________________________________________

Home Phone:__________________				Work Phone:_____________________

Cell Phone:____________________				Email:__________________________

Mother’s name:_________________________________________________________________

Address (if different):_______________________________________________________________

Home Phone:__________________				Work Phone:_____________________

Cell Phone:____________________				Email:__________________________

Siblings attending Night Lights:
Name:							Sex:		Date of Birth:
1.__________________________________		____		_______________________
2.__________________________________		____		_______________________
3.__________________________________		____		_______________________


EMERGENCY CONTACTS (Other than Doctor):

In case of an emergency, the following persons may be called and are authorized to pick up my child:  (At least one contact must be provided.  Positive identification must be provided before your child will be released.)

Name:____________________________________________  	Home:___________________	

Address:___________________________________________	Cell Phone:________________

Driver’s License #:______________ 		        	Relationship to Child:______________________

Name:________________________________________ 		 Home:___________________

Address:_______________________________________		Cell Phone:________________

Driver’s License #:______________  			Relationship to Child:______________________

MEDICAL INFORMATION

Primary Physician’s Name:  _______________________________________________________

Phone:______________________

Will your child require any type of nursing interventions while in our care, such as medication, breathing treatments, tube feedings, etc.?
_____________________________________________________________________________

_____________________________________________________________________________
Please describe your child’s primary diagnosis:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Preferred Hospital:_____________________________________________________________


Child’s health needs (if applicable):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



MEDICATIONS: Please list all medications that your child is taking and purpose for each.  Please be aware that the respite staff will administer NO medications UNLESS this child is enrolled in Night Lights and under the care of our nursing agency.  Please list all medications  (including over the counter drugs) whether they will be given during respite or not.  Medications must be supplied in medicine bottles with the child’s name, name of medication and correct dosage. One bottle/each medication.  All over-the-counter medications, must be logged in and signed for with the nurse.

	Medication			Dosage	Frequency	Times given    Reason given
_________________________	_________	__________	_________	____________   _________________________	_________	__________	_________	____________
_________________________	_________	__________	_________	____________
_________________________	_________	__________	_________	____________
__________________________	_________	__________	_________	____________

PHYSICIANS:  (enter primary physician first)
1.  Physician:__________________________________     Specialty:__________________________     Address:_____________________________________     Phone:____________________________
2.  Physician:__________________________________     Specialty:__________________________      Address:_____________________________________     Phone:____________________________
3.  Physician:__________________________________     Specialty:__________________________ Address:_____________________________________     Phone:____________________________ 


HOSPITALIZATIONS:

Date:_____________ Hospital:____________________Reason:_____________________________ 
Date:_____________ Hospital:____________________Reason:_____________________________ 
Date:_____________ Hospital:____________________Reason:_____________________________


Immunizations:  is your child current on immunizations?  Yes____   No____
If NO, please explain:_______________________________________________________________
_____________________________________________________________________________
Childhood Diseases:  has your child had any of the childhood diseases (measles, chicken pox, mumps, etc.?) Yes_____	No______
Dates and type:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies:  DOES YOUR CHILD HAVE ANY SPECIFIC ALLERGIES TO:
Drugs:________________________________________________Reaction:___________________
Food:________________________________________________ Reaction:___________________
Insects:_______________________________________________Reaction:___________________
Other:_______________________________________________  Reaction:___________________

Precautions:  seizures, asthma, etc.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Vision:		_______Normal		_______Impaired	_______Blind

Hearing:	_______Normal		_______Impaired	_______Deaf	_______Hearing Aid

Motor:		_______Walks		_______Rolls Over	_______Sits	_______Head Control

		_______Crawls		_______Wears Braces	_______Crutches	

		_______Wheelchair	_______Walker








Toileting Skills:

_______ Toilets independently

_______Potty trained, needs assistance

	Staff can help by:____________________________________________________________
	
	________________________________________________________________________

_______Currently being potty trained                      

_______Wears diapers/Pull-ups 


Eating habits:

Restrictions:________________________________________________________

_______No restrictions

_______Can take nothing by mouth

_______Soft foods only


Communicates with others using:

______Speech		

______Babbles

______Gestures

______Sign Language	

Other:________________________________________________________________________

Can understand what others say:

______ All the time

______Most of the time

______Some of the time


Behavior (check all that apply)

______Outgoing		______Shy

______Plays in groups		______Plays alone

______Adapts to new situations well

______Adapts to new situations with difficulty

______Responds to correction well

______Responds to correction with difficulty

______Is sometimes destructive

______Sometimes threatens others

______Sometimes hits, bites, or hurts self/others

______Hyperactive and/or ADD

Please describe your child’s behavior problem (hits, runs away, throws objects, self-abuse, etc.):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What happens prior to cause this behavior?  Is it usually in response to something else?___________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How often does this behavior occur?
______________________________________________________________________________
In what settings is this behavior likely to occur? (home, school, work, with strangers, etc.)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the most successful way to deal with this behavior?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Can you suggest a positive reinforcement for the child (items or experiences the child especially enjoys)?
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

My child responds to separation from his/her parents by:_______________________________________
______________________________________________________________________________

My child is best comforted by:_________________________________________________________
______________________________________________________________________________

My child lets someone know what he/she wants or needs by:_____________________________________
______________________________________________________________________________

OTHER THINGS I’d like to know about your child:

We have (a) pet(s) named:___________________________________________________________

Favorite toy/stuffed animal:___________________________________________________________
	
	Will the toy be with the child?  Yes_____(please label)	No_____

Favorite color(s):_________________________________________________________________

Fears or dislikes (example:  dogs, loud sounds, certain activities, etc.):______________________________

_____________________________________________________________________________




Activities your child enjoys (please circle):
Movie time	Computer Lab		Bubbles		Legos		Playground
Air Hockey	Board Games		XBox		Music		Books
Gym		Arts/Crafts		Puppets		Blocks		Therapy Dogs
Face Painting

PERMISSION/AUTHORIZATION AGREEMENT
Please read the following statements carefully and initial in the designated space indicating that you have read, understand, and agree to the provision.

_______I have fully disclosed to Rays of Light all pertinent facts about my child’s special needs and accept full responsibility for failure to do so.

_______If my child is enrolled in Night Lights, I understand Rays of Light will privately contract with licensed registered nurses and licensed vocational nurses to provide care.  I authorize the nursing staff to provide any required special treatments or procedures to my child while in respite care.  I will provide written authorization, instructions and all necessary supplies, and equipment for these procedures.

_______I understand that care for all children enrolled in Night Lights will be provided by trained volunteers.  I understand that medications and treatments will only be provided by ROL nurses.

_______I will supply all necessary food, drinks, snacks and diapers/wipes for my child (if needed).

_______In case of any emergency or accident, I understand that the EMS (9ll) will be called.  I authorize EMS to administer any medical treatment, medication or appliance deemed necessary by EMS.  I understand that I will be responsible for payment of all EMS, hospital, and physician charges for emergency services to my child. 

_______AS PART OF THE CONSIDERATION FOR MY CHILD,_____________________ BEING ALLOWED TO ENROLL AND PARTICIPATE IN THESE ACTIVITIES, I HEREBY PERSONALLY ASSUME ALL RISKS IN CONNECTION WITH MY CHILD’S PARTICIPATION IN EACH SUCH ACTIVITY.  I (INDIVIDUALLY AND ON BEHALF OF MY CHILD) AGREE TO RELEASE RAYS OF LIGHT, LOVERS LANE UNITED METHODIST CHURCH, THEIR DIRECTORS OR TRUSTEES, STAFF, REPRESENTATIVES, VOLUNTEER WORKERS AND OTHER AGENTS FOR ANY AND ALL CLAIMS BASED ON ANY OCCURRENCE IN CONNECTION WITH MY CHILD’S PARTICIPATION IN THE ACTIVITIES WHICH MAY RESULT IN INJURY, HARM OR OTHER DAMAGES TO MY CHILD OR MY FAMILY, INCLUDING BUT NOT LIMITED TO ANY CLAIMS RESULTING FROM THEIR NEGLIGENCE, AND HEREBY WAIVE SUCH CLAIMS. 

I have read and initialed the above permission/authorization statements and agree to the terms designated in each.


Signed:__________________________________	Date:________________
		(Parent or Guardian)

PUBLICITY RELEASE

Night Lights is a respite care program designed to lessen the stress of families caring for a child with special needs.  Because we want to reach as many families as possible, we publicize the program.  The use of your name, your child(ren)’s name or picture is strictly voluntary.  If you want to participate in our effort to help other families learn about Night Lights, please complete this form and return to us.

I DO / DO NOT give permission for ________________________________ to be photographed.  The picture may be used for press releases, journal articles or other positive publicity related to respite programs.


Signed:___________________________________		Date:___________
		(Parent or Guardian)





























Staff Review:___________________________________	Date:_________
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