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		RESPITE PROGRAM
ANNUAL HEALTH REPORT
_____________________________ is an individual that is utilizing the CWSDS respite program. 
The CWSDS Respite Program needs to assure that ___________________________ is free of all communicable diseases.  CWSDS Respite program also needs to assure that ____________________________ has all their immunizations and boosters up to date.  We also need a detail list of all current prescribed medication, any over the counter medications, any natural supplements and vitamins that this individual is or may be taking.  If we do not have the above information access to the program will be denied.  Your cooperation is appreciated.
Prescribed Medications, over the counter medications and natural supplements or vitamins:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Comments:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Signature of Doctor							Date
Thank You 
CWSDS Respite Program 


RESPITE PROGRAM
ANNUAL SEIZURE PROTOCOL
 Name of Individual:_____________________________      Diagnosis:__________________________________
	Steps to be followed during a seizure: (Length of Seizure, PRN Administration, How Often Seizures Occur, Calling 911 etc.)
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________



	During seizure (Awareness)
Fully Aware   ⃝  Confused   ⃝ Not responsive   ⃝
 
	Comments:
____________________________________________________
____________________________________________________

	Jerking Movements (please specify)
Whole Body: ______________________________
Legs: ____________________________________
Arms: ____________________________________
	Comments:
____________________________________________________
____________________________________________________
____________________________________________________

	Eyes
Closed   ⃝   Rolled up   ⃝   
Turned: Left   ⃝   Right  ⃝   
	Comments:
____________________________________________________
____________________________________________________

	Respirations
Normal   ⃝  Laboured   ⃝  Cyanotic (Bluish)  ⃝

	Comments:
____________________________________________________
____________________________________________________

	Pre Seizure Activity:
Yes   ⃝   No   ⃝
	Please Specify:
____________________________________________________
____________________________________________________

	Comments:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________



	Post Seizure:
Fully Aware   ⃝   Tired   ⃝   Asleep   ⃝
Responds Normally   ⃝
	Comments:
_____________________________________________________
_____________________________________________________


	
		Signature of Parent                               					Date
RESPITE PROGRAM
	FILE UPDATE INFORMATION

CONTACT INFORMATION:
Individual’s Name: ___________________________________________________     RB#:__________
Home Address: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ Postal Code: _________
Family/Caregiver Name:      _______________________________________________________________________________________________
Address: ________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________Postal Code: _________
Telephone #:  ___________________   Cell #: _________________   Alternative #________________
E-mail address: _______________________________________________________________________________________________

CHANGE IN MEDICAL CONDITION: (please provide details)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SEIZURES:	Yes		No 
DESCRIPTION OF SEIZURES:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

RESPITE PROGRAM
	FILE UPDATE INFORMATION
MEALTIME:
Please list preferred foods: ______________________________________________________________________________________________________________________________________________________________________________________________
Please list foods dislikes: ______________________________________________________________________________________________________________________________________________________________________________________________
If specific diet is required, please describe: ______________________________________________________________________________________________________________________________________________________________________________________________
SPECIFY FOOD CONSISTENCY:
Regular 		Chopped		Minced		Pureed
EATING SKILLS:
Independent		Semi-Independent		Dependent		Hand-over-Hand
Uses Spoon			Uses Fork			Uses Knife
Left Handed		Right Handed 
Drinks from a Cup		Drinks from a Straw		Uses regular chair
Sometimes chokes		please specify: ___________________________________________________________
_______________________________________________________________________________________________
Requires assisted devices for feeding:	Yes		No
Please specify: ___________________________________________________________________________________ _______________________________________________________________________________________________

						Signature of Parent/Guardian:	________________________

                                                    			Signature of Witness: 		________________________

[bookmark: _GoBack]               	                         				 Date: 				________________________     
						Date
Oct/18(R)
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